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Summary of Portfolio
Section A

This paper opens with a broad overview of theoretical and empiterakure on refugee
mental health. It highlights a relative weakness in the unahelisigs of post- migration

mental health, particularly in the context of female refagéde paper then focuses on three
areas of refugee women’s mental health, critically evaluating theoretical and empirical

literature: 1) risk factors and prevalence of mental healficuliies 2) coping strategies, 3)
mental health service utilisation. Gaps in the extaanalure are highlighted and suggestions
are made for future research.

Section B

This paper describes a qualitative Grounded Theory study wiieuad explore refugee
women’s experiences of distress and their encounters with mental health services lbkhe
Two theoretical models are presented, grounded in the data obtainatbdysec from semi-
structured interviews with ten refugee women. The paper efiecthe relevance of these
models in the context of existing theory, before raising clinical aratdtieal implications
and drawing conclusion.

Section C

This paper offers a critical appraisal ofthe Grounded Theory study reported in ‘Section B’ of
this portfolio. The paper reflects on the research skills andiedtieveloped by the principal
researcher and considers areas for development in terms efdlitucal and research work
in this field.

Section D

This section presents appendices relating to the whole po.tfol
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Section A: A Critical Evaluation of Theoretical and
Research Understandings of Refugee Women’s Post-

migratory Mental Health and Service Utilisation
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Abstract

This paper conducts an enquiry into theoretical and empiiteedture into the factors
affecting mental health service utilisation among refugemevo A range of searches are
conducted progressing an enquiry through the literature. Aalieiploration into the
refugee background context highlights gender differences, indicéss thorough
understanding ofrefugee women’s issues compared with men’s and a smaller appreciation of
post-migration factors (adjusting to life in the host countryhgared with pre-migration
factors (conflict related trauma). The enquiry moves towandsvaluation of theoretical and
research literature on risk factors, prevalence and copinggsesifer mental health
problems among refugee women during post-migration. The revievinaiés in an
evaluation ofthe literature on refugee women’s mental health service utilisation. It emerges
that women may not utilise services due to a range of faicioligling predominantly
cultural and spiritual factors. The review concludes thatadly¢he psychological literature
base on refugee women’s mental health and service use would benefit from further enquiry
and partnership with agencies working with refugees, to draweimetkpertise and
experience. Implications for UK mental health service wiowi are raised and suggestions

are given for future studies to address gaps in the extaatdlite.



This review aims to evaluate theories and research pertaining to refugee women’s mental
health, leading to an evaluation of studies of refuge@en’s mental health service utilisation. The
review will commence with a broad overview of the reigeental health context, highlighting
gender differences, and then go on to theoretical developments in understanding of refugee women’s
mental health. The review will then specifically exdé three areas relating to refugee women in the
post-migration stage: 1) risk factors and mental hgadthalence, 2) coping strategies, and 3) mental

health service utilisation, paying attention to tiyeend research. Conclusions will be drawn, clinical

and research implications highlighted, and suggestioade for future research.

Background Context

“There is no greater sorrow on earth than the loss of one’s native land” (Euripides,

431 BC, as cited in United Nations High Commission on Refugees (UNHCR),)2011a

Definitions and Statistics. A refugee is a person who “owing to a well-founded fear
of being persecuted for reasons of race, religion, nationalityoe@eship in a particular
social group, or political opinion, is outside the country of hishagionality, and is unable to
or, owing to such fear, is unwilling to avail himself ofthe protection of that country”

(UNHCR, 1951.: article 1A (2), as cited in UNHCR, 2002). Refugees havegvaated leave
to reman legally in a different country, referred to through the literature as a ‘host country’.
Asylum seekers are those who have yet to receive a decisiodiagvatatus (Bennett, Heath

& Jeffries, 2007).

The UK in Context. There are currently an estimated 269 363 refugees and 11 900
asylum seekers residing in the UK (UNHCR, 2011b). The Home Offidsiole@bout
granting status can take several years ((Information Centue Abglum and Refugees,
IACR, 2008). Until a person has been granted refugee status, they atfigibte for work.
Healthcare is available for those seeking asylum, but the extentw@ries within NHS

Trusts. Thus, for people seeking asylum life can be charactesiqeavbrty, reduced access
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to healthcare, and uncertainty regarding the risk of deportatiamd®arides, Sashidharan, &

Bracken, 1996).

Gender Differences. There is an absence of data on women refugees in the UK
(IACR, 2008). A 2010 Home Office report documents that between 2005 and 2007
approximately forty percent of refugees were women (Cebulla et al.,. 206@¢ ver, the
precise ratio of male to female refugees is contested, weitbOHHC R commenting that fifty
percent of refugees are women (UNHCR, 2007). The lack of cfagatybe explained by the
fact that women are more likely to join men under immigratigdes governing family

reunion, and these data are not captured in asylum statistics (Dumper, 2002)

Historically, given their involvement as soldiers in wars acdve membership in
political groups, attention has been directed towards mens klba been argued that there is
a male bias throughout the legal process because women areoartaged to make a claim
in their own right (Ceneda, 2003). In the UK, women seeking asylumsessasl under the
legislative framework of the 1951 Refugee Convention. Howevergiiash fifty years
human rights have been redefined to reflect a growing awarenessraohthiation against
women. Refugee law takes human rights legislation into consa®ratcluding the
Universal Declaration of Human Rights (1948) and the ConventioneoBltiination of all
forms of Discrimination Against Women (CEDAW; 1979). Thus, whiiist law remains the

same for both genders, understandings of human rights issuesmemnweee developing.

Rationale

This brief outline of background literature on the refugee co ptexts towards the
complex history that refugees hold, including their reasanieleing home and also the
challenges and uncertainty involved in the process of being grafigeeestatus.

Differences have emerged between men and women, witimlessation on female
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refugees compared with men. In 2008, UNHCR published the ‘Handbook for the Protection
of Women and Girls’ in an effort to improve the situation for female refugees (UNHCR,
2008). In response to this, the present review aims to explore the hesedrtheoretical
literature pertaining to the mental health of refugee women. Staroh are outlined in

Appendix 1.

The Refugee Mental Health Context:

A Broad Overview of Empirical and Theoretical Literature

Risk Factors

The literature suggests that the majority of people seeking asyigimede from
countries that are in conflict (Fitzpatrick, 2002) and that consideralmbers of these
individuals have been exposed to traumatic experiences and higimasrabuses (Hollifield
et al, 2002), including torture, witnessing massacres, and the disapgeaf family and
friends (Burnett & Peel, 2001; World Refugee Survey, 2009). Given theaserse to such
atrocities, refugees are considered to be vulnerable in termsiofrgntal health

(Department of Health, 1999).

Women’s reasons for seeking asylum are often different to those of men (IACR,
2008). Women tend to flee from gender specific issues such ad gmelce, female
genital mutilation or gender-related persecution (Crawle§Q20r owing to their
relationship with male political activists (Crawley, 2001). The UW\RHhas identified refugee
women as a high-risk group for developing psychological problems (Re¥igenen in

Development, 1990).



12

Research on Prevalence of Mental |1l Health

The National Service Framework for mental health (NSF) ifilesipost traumatic
stress disorder (PTSD) as the most common mental healthpraffiecting refugees
(Department of Health, 1999). However, studies have indicated widgiva in the
estimated prevalence of PTSD among refugees, from three percefit&Hgaglum, 1994)
to eighty-six percent (Carlson & Rosser-Hogan, 1991). Such discrepassyimulated
much debate in the research literature. A systematic rdoigwd that methodological factors
in studies, especially the approach used for sampling and diageesigdto influence the
range in prevalence rates (Fazel, Wheeler & Danesh, 2005). Oiretladl, twenty included
studies, the review found that nine percent of refugees were déaigwath PTSD, five

percent with major depression, and two percent with a psychoticldisor

A later systematic review incorporated forty studies in whighhodological factors
accounted for approximately thirteen percent and twenty eight perceantiaddility in
prevalence rates for depression and PTSD, respectively (Stdel2§109). This review also
identified history of torture as the main factor associated RitSD. This supports the notion
of trauma exposure being an important factor for consideratitheimental health of
refugees. However Steel et al. (2009) included studies of conflexted people, rather than
specifically refugees. Therefore, its findings are held tentatimellye context of the present

review.

Research on Gender Differences in Distress

There is robust support for gender differences in mentahhaadeneral (e.g.
Hollander, Bruce, Burstrom, & Ekblad, 2011). Higher prevalence rateshegen found in
women compared with men for depression (e.g. Piccinelli & Ms&tkn, 2000) and PTSD

(e.g. Breslau & Anthony, 2007; Tolin & Foa, 2006), and according to the Nationa
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Comorbidity Survey, the risk of developing PTSD after a trauma¢inieid approximately

eight percent for men and twenty percent for women (Kessianeda & Bromer, 1995).

A range of studies support the notion that refugee women erpergeeater mental
distress than refugee men. For instance, Punamaki (2011) admintsieregised Impact of
Events Scale (Weiss, 2007) on seventy-eight refugees and foundthanwad higher
scores for PTSD and depression. However, the sample was ynenaohed in terms of
gender, so findings should be interpreted with caution. Refugee mame ften thought to
be particularly vulnerable to sexual violence and sexual traffickiag(2006; WHO, 2000).
The experience of physical and sexual violence has been linked to a range of women’s mental
health problems, including depression, anxiety, substance abusel&d®abral &
Astbury, 2000; Cortina & Kubiak, 2006), and this may contribute to higher ireadein

mental health problems in female refugees.

Contrastingly, in their meta-analysis of the association edr®rand traumatic events
with mental health outcomes, Steel et al., (2009) found that ajtestiagy for methodological
factors, gender was not associated with PTSD prevalense adit®ough, notably, they do not
report the number of studies that included female refugees,epraportions of females.
The discrepancy arises again, however, in a large stushpetitindred refugees in Sweden.
Thulesius & Hakansson (1999) found no significant gender diffe remesedf-reported
PTSD, although they did not use recognised measures, which wealdthangthened the

validity and reliability of their findings.

Overall, given the disparity in the literature, it appears thasidering refugee
women’s mental health from a purely trauma perspective may limit the understanding of their
mental health needs. Thus, it seems valuable to consider theories on refugee women’s mental

health in search of broader conceptualisations.
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Theoretical Developments in Understandings of Refugee Women’s Mental Health

The majority of research into refugee mental health hasetkon the adverse effects
of trauma experienced in the home country, highlighting PTSD as a coajsequence
(Basoglu, 2006; Nicholl & Thompson, 2004, Silove, 1996). Similarly, theoriesfogee
mental health have tendedde grounded in a ‘medical model’ in which psychopathology is
understood as relating to a post-traumatic response to human rigtds #ba Girolamo &

McFarlane, 1996).

Such a ‘medical model’ has been criticised (Silove, 2000, Papadopoulos 2002).
Whilst understanding experiences of trauma is important inrstadeling the psychological
wellbeing of refugees, it neglects to consider other aspedte odétugee experience, many of
which persist over time, incorporating multiple events ocegrim multiple contexts (Tribe,
2002), including, importantly, post- migration stressors (Renner & S2e09). Indeed,
Beiser (2006) has argued that stressors experienced in the igostien stage have a greater
impact on refugees’ mental health than pre- migration trauma. This review will now focus on

the theoretical and research literature pertaining to this stage.

Refugee Women’s Post-migration Risk Factors and Prevalence of Mental |1l Health

Theoretical Understandings

Theories on adjustment. Arriving in a host country, refugee women may experience
multiple geographical relocations. Additionally, given that deoson status applications
are seldom made immediately, seeking asylum can be an uncedatremsful time during
which future plans are difficult to make (Tribe, 2002). Adjustingfith a new country is
considered to be particularly stressful for women who have been sepfoah their

families (Franz, 2003). This is supported by Eisenbruch’s theory (1991), which argues that
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the social and cultural framework of female refugees is eroded thtbedbsses of
language, extended family, social belonging, cultural values, sociatandmaic status, and

general connection with the community.

Theory on ‘Survivor Guilt’. Bemak and Chung (2000) argue that refugee women
can experience survivor guilt for successfully escaping problemstvdalving husbands,
families, and friends behind in a potentially dangerous situation.aVte@men are left with
no information on the wellbeing of significant others at honey tan experience

depression, anxiety and frustration (Benmak & Chung, 2000).

Attachment Theory. From a psychodynamic perspective, attachment theory
(Bowlby, 1973) offers an understanding ofthe risk factors for refugee women’s distress that
integrates post-migration experiences with pre- migrassumes. Fox (2002) asserts that
inability to mourn the loss of attachments that have beehddifind may be fundamental
post-migration challenges. The pain of the loss may be difficulioiwegs owing to the
reason for fleeing, thus the home country may be experienced pdlycisgchostile.
‘Melancholia’(Freud, 1957) is thought to arise when the mourning of the home country is not
achieved. This is understood as a persecutory state of mind inthditlostile feelings
towards the lost home are turned back on the self, thus lea\arfiggee in a state of

depression.

Overall, these theories indicate that, for women, distregsemerge in the context of
adjustment in the host country, where issues relating to lostatibnships and multiple

challenges associated with change may significantly compounddjpg¢a#ion process.
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Research Evidence

A review of the research literature identified studies$ ¢hxplored ethnic minority and
refugee risk factors for mental health but were excludmch the present review because they
did not focus on refugee women specifically. Similarly, a numbetudfess explored refugee
women’s responses to trauma but did not focus on post-migration issues. Nevertheless, a
comprehensive review (Porter & Haslam, 2005) and two additio natajusdie mpirical
studies (Davies, 2000; Norris, Aroian & Nickerson, 2011) have expjooet-migration

gender differences.

Porter and Haslam, (2005) conducted a meta-analysis of moderanmesital health
outcomes. Poor post- migration conditions, such as accommod atigatamo mic opportunity
were associated with poorer mental health outcomes. Stulliek ivolved a higher
proportion of female refugees indicated slightly worse outsofmkowing treatment for
PTSD (Laor, Wolmer & Mayes, 1996; McCloskey, Southwick, FernandeaeEs& Locke,
1995; Punamaki, 1990; Rasekh, Bauer, Manos & lacopino, 1998; Sabioncell@nKoci
Hercigonja & Rabatic, 2000). One of these studies (Sabioncedlo 000) had a relatively
small sample size of thirty-four, compromising its robustné#swever, the other studies
had samples of 7@54. Since these studies were incorporated into the Porter and Haslam
(2005) review and owing to restrictions in space, they are notwediseparately in the
present review. Porter and Haslam’s (2005) comprehensive review suggests that distress
among female refugees seems to reflect contextual faetatgg to post- migration. One
limitation is that Porter and Haslam (2005) do not report comp®rsoross studies by post-
migration host country. Given the considerable variation indwsttry legal and healthcare
rights, a more local focus may be needed for an understanding jpdrtticularities relating to

the context of specific countries.
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Davies (2000) conducted a phenomenological study of the expesiehrefugee
women living in Pennsylvania. Survival was a repeating theme throutji@sitories relating
to new ways of life. The narratives of the women intervieweecttl pre- and post-war
experiences associated with tragedy, but PTSD was not al shqrerience whereas
difficulties associated with loss of culture and a beloved courdrg & dominant feature.

One key limitation is that the study was small scale, winaits its generalisability.

Norris, Aroian and Nickerson (2011) explored how pre-migration traumé, pos
migration stressors, and post-migration resources predicted RiBmajor depressive
disorder among Arab immigrant women living in the USA. They eygala descriptive,
multinomial logistic regression design and found that immignatkelated stressors were
strongly associated with PTSD and depression. Their findings higttighinportance of
post-migration stressors. However, in terms of generalisglitigir research is limited by its

focus on Arab women in the USA.

This literature points towards numerous factors potentially doutinig to refugee

women’s distress post-migration. A question emerges as to how they cope with thie dss

Refugee Women’s Post-migration Coping Strategies

Theoretical Understandings

Albee (1986) developed a formula regarding the incidence of psychopathwology
relation to challenging life circumstances, strengths, and resotfse®rmula balances the
deficits of ‘organic’ or individual factors, stress, and exploitation with the resources of social
skills, social support, and self esteem (Albee & Ryan-Finn, 19933skmee, wellbeing is
understood as a function of strengths and social, material, and fyichbresources in

relation to risk and vulnerability factors. Albee’s (1986) model can be helpfully applied to
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later understandings of coping, such as Lazarus and Folkman’s (1984) seminal model of
‘Stress, Appraisal and Coping’, in which psychological wellbeing is balanced between
exposure to stressful demands and access to resources. Resoyreeseared as
psychological (e.g. self-esteem) and social (e.g. supportit@rehips). In this sense,

distress is regarded as a lack of adequate resources, rathamtiaek of pathology.

Influenced by these theories, Ryan, Dooley, and Benson (2008) propessaiece
based model of migrant adaptation, which regards human survival aslohgpen the
achievement ofbasic needs in terms of Maslow’s (1970) hierarchy of needs model.
Resources (personal, material, social and cultural) are coegidsmecessary to achieving
these needs. In this model, personal resources include physibatestand psychological
issues, material resources include possessions, and sociatessinalude a sense of identity
and belonging to a social network. These three types of resourcesciggbas
interrelated and levels of psychological resources are corgittecdange in response to
stressful situations. Cultural resources include skills, krebgdeand beliefs that are learned

in a particular cultural setting, including familiarity witrcll services and systems.

This model may be helpful in understanding refugee women’s mental health as it
provides a way of thinking about the range of factors affectindgeiall. Personal, social
and material resources are embedded in a cultural setting, whiets diéfm the context in
their country of origin. Uba (1994) and Eisenbruch (1991) have argued thatwamehave
come from collectivist cultures experience a profound loss ofraamity support (a social
resource). It has also been postulated that such socialasafurther exacerbated by
cultural taboos within refugee women’s cultural heritage whereby women who are widowed,
separated, and divorced are a threat to another woman (Mb#liealle & Khoun, 1985).
The relevance of this resource based psychosocial model is @atyicalevant during the

post-migration phase.
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Research Evidence

A review of the literature revealed a wealth of studies arges coping, but without
the focus on postnigratory experiences. Additionally several studies explored women’s
mental health coping strategies in the context of ethnic nyn@omen or immigrant women
broadly, but not refugee women specifically. None of these stothesclusion criteria for
the present review. Four studies were identified that focussedicpicon refugee

women’s coping strategies during the post-migration phase.

Renner and Salem (2009) conducted a study using psychometrigreseasd semi-
structured interviews to explore gender differences in copingngmefugees living in
Austria. Women’s typical coping strategies indicated a drawing from social resources (Ryan
et al., 2008). For instance, women reported more often than mexotitatts with their
extended family, learning German, and talking to other people wirtilhes well as
concentrating on their children. The study provides a useftitication in utilising both a
gualitative and quantitative methodology, combining rich idiosatic data from the
interviews with the generalisability from culturally spécieliable and valid questionnaire
outcome measures. However, the qualitative aspect wagentanalysis, which does not
allow for the construction of meaning as much as another appreach as grounded theory
(Glaser & Straus, 1967). Addttionally, the sample was comprised cé && many men as

women, reducing its applicability to the present review.

Berman, Gir6bn and Marroquin (2006) conducted a narrative study in Cainaohe
refugee women who have experienced violence in the contadroOne emergent theme
was the experience of arrival in a host country, in whiclvibeen reported a loss of sense
of self and identity, which reflects a loss of personal ressufRyan et al.,, 2008). Women

reported that coping was supported by having family members or soretafietb about
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their experiences, reflecting mobilisation of social resoufegan et al., 2008). Gn
limitation in this study is that all the participants werdleducated women, which means
they possessed resources, which less educated refugee womeaknag their experiences
may not be shared among refugee women more broadly. Neverilisdessrges that for

refugee women, the mobilisation of social resources is adeyponent in coping.

A qualitative, grounded theory study by Ross-Sheriff (2006 )sinyated sixty
Afghan refugee women’s experiences before and during war and exile. The study provides a
comprehensive inquiry into coping strategies relating to the jouroeypre- to post-
migration. One main mechanism for coping was through focussihgldimg their families
together. Additionally, during flight women utilised their sjugility as a coping mechanism,
from which they derived hope and resilience. Post-migration, wamesd by working as a
way of supporting their family. This reveals how women coped kigdaon traditionally
more male roles. The study also highlights the resilie nce of refugenen and how they
draw on and bolster this as a way of coping. This study includes aessnely large sample
size, but it is notable that only one researcher conductedutheahd no information is
given on how reliability was achieved in the data analysis, whiah important aspect of
guality assurance (Elliott, Fischer & Rennie, 1999) in qualitaggearch and thus slightly

limits the studies overall trustworthiness of findings.

Another large scale study was conducted in Ethiopia @r@yotai, Komproe, & de
Jong, 2007). This study involved twelve hundred displaced refugees fiveaEesiding in
Ethiopia who were interviewed using closed ‘yes or no’ and ‘agree or disagree’ statements.
Over sixty percent of the sample were women. Responses vadysehusing factor analysis
and ANCOVA. Women reported higher ‘emotion-oriented coping’ in comparison with men
who reported higher ‘task-oriented coping’. Both men and women utilised ‘avoidance-

oriented coping’. Although examples of each style of coping were not included, the inclusion
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of this theoretical consideration of coping styles in the cdaterefugees is helpful.
Avoidant coping strategies may not function on a long-term bigssng implications for
refugee women’s MH needs in the longer term. In their discussion the authors ragse th
interaction between perceived social support, coping strategy andl irdipiersonality and

in this regard support the resource based model of coping (Ryan et al., 2008).

Overall, these studies highlight that refugee women utilisengerof coping
mechanisms when facing post-migratory challenges, relating iantyrto social resources
from family and personal resources from spirituality. Notabhbne of these were UK
studies, highlighting a significant need for more empirical resaatclthis area. What
emerges is that none of the studies indicate that seslpmprt from MH services is a

preferred method of coping and the review now turns to this areaeafcés

An Evaluation of Research on Refugee Women’s Mental Health Service Utilisation

A review of the research literature on service utilisatiod refugee women found a
clear overall picture indicating comparatively low meigdlth service use in refugee
women compared with non-refugees and in many cases, companeefwgee men. Much
of the literature on service utilisation focussed on refugesesdiyr without singling out
women, or where studies did focus on women, they included orspewfically focussed on
immigrant women, but not refugees. However, six studies invéstigarvice use by refugee

women and are included in this review.

Morris, Popper, Rodwell, Brodine, and Brouwer (2009) conducted in-depth
interviews with forty participants comprising refugees, healthpaactitioners, and
employees of refugee serving organisations in the USA. A the nmatigsas revealed that the

majority of refugees did not regularly access healthcare ahdatiguage was the major
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barrier. The consistency of findings between participants highligietua in involving

practitioners in research into refugee service utilisation.

Language was also identified as a major barrier to utilisati@New Zealand study
in which twenty-nine female and twenty-five male refugee®weterviewed (Guerin, Abdi
& Guerin, 2003) using recognised rating scales. Women utilised seregsethn men, and
the average proficiency in English was lower than that of mdditi@nally, this study
highlighted that women had the main charge of looking after childrd redt that they were
less able to leave the house than men. These findings are cagyimmivever, the specific

focus on Somali refugees limits generalisability to broader refggeups.

In a larger Dutch study, Ten Have and Bijl (1999) drew serviceatidin data from
patient registers and found that refugee women made considiesd use of mental health
services than native-born women, but used social work facditidsrisis intervention
centres more. Although this study is specific to a particulafitgda the Netherlands, the
indication that refugee women may prefer to utilise non méetath specific services points
to the need for further research in the area to establisthevhéis is a consistent issue, or

specific to the locality.

Another study involving staff and refugees as participants used gooups and in-
depth interviews to explore service utilisation among Viegsamwomen in Australia
(Stewart & Nam Do, 2003). Findings indicated low utilisation of mklmtalth services due
to language, transportation, and time, and the authors concludbethaipact of the
particularities of the health care service plays a roleriicse utilisation by refugee women.
This again points towards the importance of localised reseatehms of informing local

practice.
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Sossou, Craig, Ogren and Schnak (2008) conducted a qualitative segdseaf
Bosnian refugee women’s experiences as they resettled in the USA. A narrative analysis of
the interview findings identified language barriers, lack afgpmrtation, lack of access to
education, and misconceptions about accessing mental healtesawvichallenges with the
post-migratory phase. Additionally, overlapping the literature omgppesilience was
identified as the central mechanism for coping, with family andioglias the two
subthemes. Inter-rater reliability was achieved through ésearchers independently

analysing the data and also a peer debriefing to maintain objectivity.

In contrast to the studies reviewed so far, one study ideghtiigher use of mental
health service by refugee women compared with men. Chow, Jadé€ehmi (1999) sourced
data from a New York state-wide survey on characteristicst@fga served by the state
mental health system. They explored service utilisationumsRn refugees and found that
older women had highest rates of service use. However, thaadthoot specify overall
number of refugee women compared with men in the populationngaklifficult to

ascertain whether in this specific group more women were pireserall.

Much of the identified literature stemmed from countriesidetthe UK. The
majority of UK studies explored service use by refugees broadhyputiconsidering women
separately. A considerable body of research explored ethnic miseritige use in the UK
but, again, without identifying refugees. One study by McCradiaé ,&(2005) assessed the
mental health needs and service use of 143 male and femald 8dugdes living in
London. Refugees were recruited from conventional (GP surggistration lists) and non-
conventional (community cafes) sites. Although a large proportiomecdfample had mental
health problems, service use was found to be low. Most participahtohtact with GPs
whichever site they were drawn from, but more of the udersramunity services used

specific refugee services, rather than GP services. This stodiggs a helpful contribution
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to the relatively scarce UK empirical literature base onged mental health needs and
service use. However neither the needs assessment norvibe sse measures were
standardised, reducing reliability and validity. To achieve a tal@nced knowledge base of
mental health service utilisation of refugee women inlKe the review now turns to a more
diverse range of sources of information than the empiricalndsdatabases provided,

incorporating project work conducted by refugee organisations.

The Joseph Rowntree Foundation produced a report in collabonatiothe
University of Birmingham (Phillimore, Ergun, Goodson & Hennessy, 2007) dectimg a
gualitative study, which used interviews with 128 members of refug®@enanities. A third
of participants were women. Approximately two thirds (68%) of pagiits believed that
women suffered more than men with mental health problems ang neyported their belief
that women were restricted to the home owing to the conitamat domestic and child care
responsibilities and cultural norms. It emerged that in thenalesef social networks and
reduced access to English classes, women were less likelgngmato know where to seek
help and advice about how to access services. Additionally, se¥¢he women reported
that they would not discuss a mental health problem with a mater which indicated a
significant barrier to service utilisation. Women and men bothrtepp@ reluctance to utilise
services owing to their perception that the only treatment offeredefotaihealth problems
was medication and they deemed this to indicate a lack of tedeirsy of their problems.
Owing to financial restraints, the analysis of data relied upod thaitten notes by the
research team. Nevertheless, the report provides a helpful irgmhkiie interplay of cultural

barriers and the perception of services, limiting service atihs.
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The Refugee Council produced a report on healthcare accestufyra® (Kelley &
Stevenson, 2006). Based on their extensive experience of workimgefuiees at the largest
refugee supporting agency in the UK, the authors brought to light@ortant issue
pertaining to access to services. Though the report is not focussedcsfigain women, it
claims on the basis of their extensive casework with refugae snikinterpretation of
regulations regarding refugee rights to access services res@B surgeries not registering
or offering care to all refugees, which raises an important systemieriia mental health

service utilisation.

The Medical Foundation for the Care of Victims of Torturenstbher key agency
working with refugees in the UK. A 2007 report (Tribe & Patel, 2007) descsibecessful
service innovations, as evidenced by their utilisation by refugeeen. Services provided
horticulture in combination with therapy, creative writingaasmieans of processing and
sharing experiences, sport, art, drama, dance, and sharing tradiadtgirctandem with
therapeutic ideas. Tribe and Patel (2007) argued that the successti@tdges was due to
the fact that they were initiated by service users thenseley community leaders in
collaboration with mental health services. However, the authnsod comment on how
language and practical barriers to do with childcare were overcomertNsless, this paper

highlights recent service innovations.

Finally, it is worth noting that charitable organisationskiuog with refugees
commented on reports by female refugees on the positive aspeds pbtt- migratory
experiences inthe UK, such as enjoying living in a multiculturaespcand feeling safe in
the UK (e.g. Phillimore et al., 2007). This provides a more balanced and hopé&fté pf

the post-migratory experiences of refugee women.
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The relative weakness in the empirical literature of UK istudompared with other
countries highlights a need for further research into the@fuservices by refugee women in
the UK. Many studies recruited refugee women from a specifictigo drhis is advantageous
in providing an understanding of specific cultural issues but eetigeneralisability of
findings to refugee women more broadly. Studies employed quantiativqualitative
techniques. Quantitative studies did not always utilise stasaardutcome measures and
gualitative techniques often incorporated rating scales or closstians and thus reduced

the richness of the data.

Conclusion

In sum, refugees face considerable challenges and are an abtigkiay mental
health difficulty. Two main perceptions of refugee mentaltheaxiherge from the literature;
appreciation of refugees as a group who have experienced teagnaae at risk of
developing PTSD, and appreciation of the broader experience of refungdasing risk

factors associated with experiences pre- and post- migration.

Focussing on post-migratory issues, the review has highlighted a ryl&itivieed
literature on issues pertaining to refugee women’s mental health. Nevertheless, it has been
found that coping strategies tend to rely on personal (e.g. sp)ietghsocial (e.g. social
networks) resources. Mental health service utilisatienriza emerged as a coping source of

choice for refugee women.

Studies are largely qualitative in nature, which providgsdata, but is limited in
generalisability. The research literature on refugee and asylk®rseental health stems
from empirical research in part, but also and significantly fresearch and information
collected and published by key agencies working in refugee isSuesdrawback with such

studies is that funding limitations can restrict theeesh designs, limiting the robustness of
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the methodology. Much of the extant literature explores sewtiigation by women who
have accessed some form of support, even if this involves simply being on a doctor’s register,

indicating a gap in literature addressing women who have nogedgaservices.

Clinical and Research I mplications

The growing recognition of the importance of mental hesdtivices for refugees puts
increased pressure on service providers and commissioners to dewelopadels for
intervention, training and evaluation (Weine et al., 2000). With a heightevagd@ess of the
global emphasis on human rights (CEDAW, 1979; UNHCR, 2008) serviceahave
responsibility to ensure that the needs of women, who hawveifty been neglected in terms

of provision of refugee mental health care, are met.

From a research perspective, partnering with the refugee supportesgengi
Refugee Council) may be a means of addressing the gaps in thelpgyai research
literature. An important question emerges as to how to meeetds of those women who

are suffering, but for whom the barriers to seeking mentathheatvices are considerable.

Directions for Future Research

Studies generating theories on refugee women’s mental health service help-seeking
behaviour are required, as the relatively small research basealadfenclear theories or
models of supporting refugee women to engage with services. Thtlsefanajority of
empirical studies have been based outside the UK, indicatingdafaremore studies in this
area. Emergent research questions include; what psycholtagitat affect the post-
migration mental health and help-seeking behaviour of refugamen, what psychological

processes are involved in refugee women’s engagement with services and what the interplay
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Is between individual factors affecting mental healtp{s=eking (such as coping strategies)

and systemic barriers (such as service design).
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Abstract

Refugee women do not utilise UK mental health servicdegsently as might be expected
owing to their vulnerability to mental health problems. Thegmestudy investigated the
MH experiences of refugee women who have encountered mental $eradces in the UK
in order to contribute to understandings about factors affectingsautilisation. A
Grounded Theory qualitative methodology was employed. Ten efugeren were
recruited from a local non-governmental organisation and jatae in semi-structured
interviews about their experiences of distress, coping stratagé&encounters with UK
mental health services. A two-staged model emerged frodethe The first model depicted
women’s experiences of distress predominantly in the context of post-migration experiences
and how they coped, drawing notably from spiritual and social resmurtie second stage of
the model indicated how mental health service encounteesvaeied and a process of
engagement involved evaluation and re-evaluation at particagesstThe study concluded
that understanding refugee women’s utilisation of mental health services demands a multi-

factorial, dynamic appraisal.
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This study explores the processes involved in a sample of refugee women’s
engagement with mental health services (services) in titedJKingdom (UK). To set the
context, key issues will be highlighted indicating a need for inecetworetical and research
enquiry into the mental health (MH) of female refugee®fation to their post-migration
experiences. A range of theoretical and empirical research relating to refugee women’s
service utilisation behaviour will be considered and gaps in thetdix¢éaature highlighted,

leading to the development of research questions for the pstadwpt

Background Context

Definitions. United Nations defines a refugee as a person who “owing to a well-
founded fear of being persecuted for reasons of race, religiomnabti, membership in a
particular social group, or political opinion, is outside the counthjisgher nationality, and
IS unable to or, owing to such fear, is unwilling to avail himselhefgrotection of that
country” (United Nations High Commission on Refugees, (UNHCR), 1951: article 1Aq2), a
cited in UNHCR, 2002). The Home Office reports data on the number of re fingdesUK
each year, but owing to the fact that women’s claims are not always considered individually,
but in relation to their husbands’, the actual proportion of female refugees compared with

men, is contested (UNHCR, 2007; Cebulla et al., 2010).

Gender issues. Women’s reasons for seeking asylum tend to differ from those of
men (Information Centre about Asylum and Refugees (IACR), 2008), raflegtinder
specific issues including sexual violence, genital mutitetiorced abortion and sterilisation
(Crawley, 2000). Women also flee owing to conflicts arising fromiows| political
activities (reflecting their position in society) and being pergetdte to their relationships
with male political activists (Crawley, 2001). Women have bdentified as being at high

risk of developing MH problems (Refugee Women in Development, 1990).
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Theoretical and Research Understandings of M ental Distress in Refugee Women

Understanding experiences of war and conflict related traunmainspeortant feature
in understanding the psychological wellbeing of refugees. Howtherapproach has
dominated the theoretical &research literature on refugee women’s MH (Summerfield,
2001), whilst post-migration stressors have been neglected. Theske inaultiple changes,
such as temporary accommodation in different parts of the co@atigg language barriers
and social exclusion, lower educational and employment opporgyrstireiggling to support
children alone, managing cultural differences and missingvedaincluding children) who
have been left behind in the country of origin (Tribe, 2002). It is arguedubatstressors
are crucial when refugee women’s MH is considered (Papadopoulos, 2002). Poor post-
migration conditions, including accommodation and economic oppbytiawve been
associated with poorer outcomes in refugee women compared wittPower & Haslam,
2005). Davies (2000) found that difficulties associated with loss of et of a beloved
country were a dominant feature in the narratives of refugeeewpalthough this study was
small scale. A larger study (Norris, Aroian, & Nickerson, 201f8riiewing five hundred
and twenty participants found that immigration related stressere strongly associated

with post-traumatic stress disorder (PTSD) and depression.

Ryan, Dooley, and Benson’s (2008) resource based model of migrant adaptation helps
to tie these theoretical and research understandings tadétiman survival is understood as
depending on the achievement ofbasic needs in terms of Maslow’s (1970) hierarchy of
needs. These needs are considered to be met by the mobilifgi@emsonal (physical and
psychological), material (e.g. possessions), social (e.g. seiugntfy) and cultural
resources (e.g. skills, knowledge and beliefs). This model Eplarly applicable during

post-migration adaptation to life in a new country when refugeaemomay face a profound
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loss of material, social, and cultural resources, impacting geaviheir personal resources.

A question arises as to how refugee women might cope with thetitfig has on their MH.

Research Evidence for Refugee Women’s Coping Post-M igration

An overview of research into refugee women’s coping strategies post-migration
reveals support for the resource based model (Ryan, Dooley, & Benson,20Bstance,
Renner and Salem (2009) found that women coped post-migration by catiogran their
children, having contacts with their extended family, learningatel language, and through
interactions, indicating a mobilisation of social resourcesmBe, Giron, and Marroquin
(2006) conducted a narrative study on refugee women, who detlag/emportance of having
needs such as housing and food met, which stresses the sigeififaattaining basic needs
and bolstering material resources. One limitation in thysiathat all the participants were
well-educated women, which suggests they may have possessedassbat less educated
refugee women would not. A qualitative study by Ross-Sh@0d6) revealed the
importance of spirituality as a coping mechanism, from which refugeeen derived hope
and resilience, thus strengthening their personal resources. Wadseecoped with post-

migration stressors by working.

Overall, these studies highlight that refugee women utilisengerof coping
mechanisms when facing post- migratory challenges, particulasyriyan social, personal
and spiritual resources, and a taking on of new roles to as#igt acquisition of material
resources. Notably, none of the studies found that womesedtéervices as a method of
coping. However, none of these studies were conducted lbktherhich highlights a

significant need for more empirical research in this area.
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Service Utilisation

In general populations, women have a greater tendency &e Wi services for
support more than men (Horrocks & House, 2010). Given that refugee wavenatrisk of
developing MH problems it is interesting that female refugeges baen found to use
services less than non-refugee women (e.g. Ten Have &BgD), and in some cases less
than refugee men (e.g. Guerin, Abdi & Guerin, 2003). This strikingniindrompts an
investigation into the factors contributing to the lower utilisaof services by refugee

women.

To the author’s knowledge, only one study has assessed the MH needs and service use
of female refugees living in London. McCrone et al. (2005) found tlzata proportion of
Somali refugees had MH problems, and most had contact with G*®rivice use was
found to be low. However, measures in this quantitative studs meg standardised,

compromising its reliability and validity.

Much of the UK enquiry into service utilisation among refugeenen has been
provided by non-governmental organisations (NGOSs). For instanceli@on@astudy by the
Joseph Rowntree Foundation found that in the absence of sogvalkeetind reduced access
to English classes, women were less likely than men to knowdaecess services
(Phillimore, Ergun, Goodson, & Hennessy, 2007). Additionally, women repthdedhey
would not discuss a MH problem with a male doctor, indicating a patigrdignificant
barrier to service utilisation. Owing to financial restraints,ahelysis of data relied upon

hand written notes by the research team rather thawiewetranscripts.

The Medical Foundation for the Care of Victims of Torture regubet range of
service innovations, the success of which is evidenced by thesatiih by refugee women

(Tribe & Patel, 2007). Tribe and Patel (2007) argued that women usedesdygtause they
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were initiated by service users themselves or by communityrieadeo llaboration with
services. This indicates that women may consider servicesappealing when they feel
they can exercise a level of autonomy, which may bolster thewmerand psychological

resources.

Rationale

The research literature documents the strength and resilidéhemale refugees in
terms of coping through the mobilisation of resources. Homvéegs is understood about the
factors affecting their choices to engage with UK MH servicegifsal research evidence
exploring service utilisation in the UK is lacking; the doamt understandings arose from the
NGO publications. To address this imbalance, this study aims to explore refugee women’s
experiences of distress and methods of coping during post-mignatioe UK, and to
develop an understanding of the factors affecting the processadirggvith services. The
study aims to address shortcomings in the extant theoretcca¢agarch literature by
developing theoretical propositions and thus a Grounded Theory (Glé&teagss, 1967)

methodology will be used to explore the following research questio

¢ How do refugee women experience and cope with mental distrdws WKt?

e What factors influence refugee women’s decisions to engage or not engage with services

in the UK?

e What are refugs women’s experiences of using services in the UK?
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M ethod

Design

This study employed semi-structured interviews to explore thegsadaefugee
women’s engagement in UK MH services. Data collection and analysis was conducted using
grounded theory. This approach was considered appropriate for thet gtedgrgiven its

potential to generate rich data upon which a model/theory can be buil

Grounded theory, originally developed by Glaser and Strauss, (1967), offelsddetai
and systematic procedures for data collection, analysis and etsipn to facilitate the
development of a relevant theory (Chamberlain, Camic & Yardley, 2&a4ly grounded
theorists advocated flexibility in utilising the strategied daveloping research questions
over the course of the research to ensure that the nestigory is grounded in the
experience of participants. This approach has been developed furtbbabyaz (2006),
stemming from a symbolic interactionist perspective, who claimigwdither data nor theory
are discovered, but co-constructed with participants (Charmaz,. Z6&n the aims of the
present study to explore refugee women’s experiences of engagement as a process, grounded

theory informed by Charmaz (2006) was deemed appropriate.

Participants

Convenience sampling was used to recruit participants from aowenrgnental
organisation, (NGO) supporting male and female refugees and asylkenss&ée principal
researcher attended regular mixed gender and women only grotipgse¢ NGO sites,
during which study aims were outlined and group members were thgepportunity to ask
guestions and volunteer. Subsequently, theoretical samplingowesiated via NGO

contacts.
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Ten women participated in the study, who met inclusion critdrieing re fugees
with an experience of at least one encounter with a MH seirvite UK. An encounter was
defined as an experience anywhere on the spectrum from hearing aboute t® engaging.
Thus, women who had heard about services but chosen not to engageciueied.
Participants were excluded if they did not speak English, owitigitations in the budget
for the employment of interpreters. Anonymised demographic deta@ilsummarised in

Table 1.
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Table 1

Demographic Information of Participants

Partic Age Marital No. of Length  Education Employment
-ipant Status  Children of time
in
UK(yrs)
1 40-45 S 2 5 Nursing Degree (CO) Volunteer nurse
(UK)
2 30-35 Si 0 6 Primary school (CO) None
3 45-50 M 0 7 Dental school Dentist (CO)
(CO) Dental nurse (UK)
4 35-40 S 3 4 Secondary school None
(CO)
5 40-45 D 2 8 Primary school (CO) None
6 35-40 M 3 11 Primary school (CO) Volunteer at NGO
(UK)
7 35-40 M 3 12 College (CO) Supply teacher
UK
Basic teaching (UK) (UK)
8 25-30 S 1 11 Nursing Degree (CO) Nurse (CO)
Voluntary Nurse
(UK)
9 50-55 M 3 3 Finance Degree (CO) Account manager
(CO)
10 35-40 W 0 5 Degree (CO) Personnel (CO)

Notes: M— married, Si single, S - separated, Wwidowed, D- divorced

Countries of origin included Zimbabwe, Sudan, Eg¢phana, Jamaica, South Africa, Kosovo

and Bosnia.
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Research M aterials

A semi-structured interview schedule (Appendix 2) was developedsuttation
with healthcare professionals with extensive experiennceodfimg with refugees and
conducting research. This schedule was used to guide the intewidwopen-ended
questions exploring broadly: women’s perceptions and experiences of mental health,
women’s coping strategies, women’s experiences of encountering services and women’s
experiences ofrecovery. Open ended questions enabled flexibigyms of exploring
emergent information. In fitting with grounded theory, the saledas updated as the study

developed to provide opportunity for further investigation of emerging eceésg

Procedure

Participants were informed about the study during their regulaalsoeetings at an
NGO providing support to asylum seekers and refugees. The director ofiimsation
introduced the principal researcher to the groups, who then destnédstudy aims,
provided an opportunity to ask questions and distributed information pacisisimg
information sheet and consent form (Appendix 3). Women couldatatbeir interest in
participation by approaching the researcher at the end of me etimgsjing their case
worker at the NGO or, to provide total anonymity by returning the form intagegaid
envelope to the University for collection by the principal resesardhterested participants
were contacted individually and given a further opportunity to askiquoesibout the
research. Written consent was obtained from participants prictetwiew. The recruitment
processes continued until the analysis indicated theoreticeds@abof categories, given the

time frame.

Interviews lasted a maximum of 60 minutes and took place at the NGO gsemis

Interviews were recorded, transcribed verbatim with removal afiigeng information, and
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analysed manually. After interviews, the principal researcher madeos to capture

idiosyncratic features of the interview and note and developetiesrideas.

Quality Assurance

Quality assurance guidelines (Elliott, Fischer, & Rennie, 1999) vadrered to
throughout. To maintain awareness of personal perspectiveeaahsliary (Appendix 4)
was kept by the principal researcher as a means of recognising the author’s own values,
interests, and assumptions, and how these impacted upon the plarhengmject and the
ongoing analysis. To meet guidelines for providing credibilitsc&l, research supervisors
were consulted during the research process to check initialemethal coding, and final
category development. Additionally, after focused coding and categorippeent,
participants in the study were invited, on a voluntary basisistawss initial findings and
subsequent interpretations. In cases of disagreement, dissusg&re conducted until
agreement was reached and relevant alterations were subseguaddly For details of all

initial, focused, and theoretical codes and the final categoriesepéee Appendix 5.

Theoretical sampling was used to allow pertinent themes emergingheotata to be

explored further.

Ethics

This study was assessed and granted approval by the Cani€ HrigtyC hurch
University, Salomons Campus Ethics Committee (Appendix 6). TiisBPsychological
Society (BPS) Code of Ethics and Conduct (2009) and Health ProfesSiouncil (2008)

Standards of Conduct, Performance and Ethics, were adheredughtub the research.
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Data Analysis

The data obtained from interviews was analysed using grounded (Gdasgr &
Strauss, 1967) informed by Charmaz (2006). This method was deemed appsipca it
places emphasis on processes, making the study of action ceatcalesiructing
interpretive understandings of the data. Analysis began after tpimatof the first

interview and continued on an interview by interview basis.

Line-by-line coding was used to generate initial codes. The most signifiod rtoa
frequent initial codes were formed into focused codes to synthasgse $ections of data.
The research diary was used to refer to and further developsnerhich informed the
process of analysis and enabled the development of theoretical cetiggmriRhips between
theoretical codes were explored through the use of further memasgrowards the
conceptual development of emerging categories and in identifying nslaips between

categories through constant comparison (Charmaz, 2006).

Results

A total of 141 initial codes were generated and condensed into 80 domges.
Subsequently, 42 theoretical codes were generated and developed intorééctile
categories. Throughout the process, codes and categories waeeaesdarily mutually
exclusive. Relationships between categories led to the devetdmiitwo models. These will
be reported here in turn using bold underline to indicatiegories boldto indicatetheoretical
codes and italics to indicatéocussed codesyhere appropriate to aid the reader. One coded

interview transcript is provided in Appendix 7.
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M odel 1. The Process of Experiencing and Coping with Stressors

Summary of M odel. Women expressed a range of factors affecting wellbeing
reflecting facing problems pre-migration and predominantly, ontdaeituK in applying for
status and facing barriers leading to difficulties with adjustiddeton the UK. These factors
contributed to the women experiencing distress associated with gagotiae self, problem
saturated thinking, a diminishing sense of self and inconsistent ngiojee xperiences. It
emerged that in the light of factors affecting wellbeing and reees of distress women
responded by coping with stressors through the use of a range dfietrajfe to a point of
reaching a coping threshold. After this stage, women respondedeiredifways, which led

to the development of Model 2. Figure 1 presents a visual representatimdelf 1.
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Figure 1:The process of experiencing and coping with stressors.

Factors Affecting Wellbeing Experiencing Distre ss
Facing problems pre-migration Sabotaging the self
Applying for status > Problem saturated thinking
Facing barriers Diminishing sense of self
Adjusting to life in the UK Changing experiences

Coping with Stressors
Awoiding
Utilising social resources

Utilising personal and spiritual
resources

Remembering the self

Reaching a coping threshold

v

The Engagement Process: Model 2




58

Category 1: factors affecting wellbeing. This category encompassed four

theoretical coded-acing problems pre-migration was characterised byl@ss of controlin
which women could not locate thdérelings of stressWomen also experiencédctured
attachmentscharacterised blgsing relationshipsvith loved ones. After leaving home, in
the process adpplying for status women experiencedlass of agencgyand reportedacing
uncertainty, feeling trappeandfearing being sent hom&You are scared they might send
you back.. and for me that was really stressful” #1, “Its like throwing people into a lions

den. How can you let someone in and then forget about them for 10 years?#10

In the context ofacing barriers, the most significant themes weréoas of role
associated witbeing unable to workThen I was a dentist. [ had my career. I was seen as a
dentist. But here ...I am not recognised as a dentist ... [ can’t get a job. This is affecting

me.” #3

Adjusting to life in the UK reflected women’s experiences of worrying about
childrenparticularly in terms ofieeling loss and guilt for leaving children behiadd more
generallymissing relativesndfeeling isolated Additionally, women reportedtruggling
with the UK climateand language barriexndexperiencing cultural differenceghich they
believed to indicateacism.“Even the very close neighbour, I said good morning, she didn’t

answer me ... she didn’t even look at me.”#9

Category 2: experiencing distress. Women’s descriptions of experiencing

distress evolved into four theoretical cod&abotaging the self marked a state reported by
the women ofsolating blamingandwanting to attack the seffSometime I feel like I want

to walk in the road because I’'m so stressed, angry ... frustrated, miserable actually.”#5

Women describeg@roblem saturated thinking in which their problems would come

into their awareness and they would experience distregsy consumed with problems
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“You’ve got all these things on your mind. It eats you up inside and you can’t stop thinking

about it.”#4

Experiencing distress also encompasseddaminishing sense of self in which

women experienceldeing unable to copd his also reflecteteeling unsuccessfndout of
kilter. “T had no idea what was happening, where I was going, where I was even, like it had

all been turned upside down ... I didn’t know where I was.”#8

One ofthe challenging featuresexperiencing distress was described by the women

as an inconsistency whereby they encountehaahgi ng experiences. They found

themselvedehaving differentlybeing unable to sleepndbecoming depressed

Category 3: coping with stressors. Women mobilised a range of strategies to cope
with stressors, which incorporated four theoretical coAss way of coping bgvoiding
difficult feelings women used strategies includgigepingandnot thinking about problems
Women also describedtilising social resources whereby they benefitted frotalking to
others in their social networds it showed them they were not alone with their problems.
Offering support to othengquired women to be strong for others, which helped them to feel
better about themselves. Women also descrieeitving benefit from NGO group
membershipywhich was characterised aughingwith friendsandfeeling a family
connectionwith other members. “You can just sit with friends, and just talk, have a laugh and

that can really ease stress.” #3

Additionally, women describedaluing practical support from NGQOsterms of
being helped to achieve material resources. This inclumtEslving support in Home Office
applicationsandreceiving practical and financial suppofthey (NGO) ... helped me do a

lot of things that I couldn’t do on my own.”#10
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Utilising personal and spiritual resources was one of the most common means of
coping with stressors. Most centrallgving faithwas a way of fostering and maintaining
hope. Women’s use ofreligion was not only a personal connection to their object of faith
(God), but also gave rise to social connectsgring religion with ano#r, as a means of
coping. “Prayer has helped me to feel stronger. It gives me a little joy within me. Helps me

go on another day.”#5

Remembering the Self emerged as a coping method the women employed involving
thinking about past lifand specificallyremembering home country traditions and languages
This enabled them to feel less fragmented, making it easier for them to cope. “For me it was
important to be able to speak to people in my mother tongugde nmme remember who |

am, it made it easier for me... keep on going.”#5

Women identified a point dfeing unable to managketermined byeaching the final
strawdue to an accumulation of pressure or the addition of more sgesdmreby they
found themselveseaching a coping threshold. “I was still coping ... until | got a phone call

... saying my husband was killed ...then everything wemntl I couldn’t cope.”#10

From the point of no longer coping, women then moved in a numbeffertht

directions, which developed into a second model; The Engagemens$roce

M odel 2: The Engagement Process

Summary of model. Women found out about MH services in the UK either by being
signposted, or by actively seeking support for physical or psychologieds. Women then
went through an internal process of assessing both motivating fastdrdbating to

engagement and de-motivating factors contributing to nongemgant. Women who
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engaged either found themselves deriving benefits or feeling dfgsdind this influenced
them continuing with treatment or disengaging. Women who did not e ngathose who
disengaged, went through a process of deciding to cope, often reaching a pegowefy
via their own means. Recovery itself was described as on ongoinggredech some

women felt they were yet to complete. The model is susethdiagrammatically in Figure

2.
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Figure 2:The engagement process.
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Category 1: being signposted. This category included two theoretical codes.
Liaising with lawyer occurredin the early part of women’s lives in the UK, when they came
into contact with lawyers in relation to their applicatidsisasylum. They experiencdzking
channelled to a GP by the lawyand described eithéeling alliance with lawyerer more

passivelyaccepting the lawyer’s advice.

A more common means of being signposted emerged from the women’s social
network encouraging engaging. Women reportetiearing from friendsvho knew about
available services arfthding out about charity support groups via wofdmuth which
drew their attention to available practical help as well as alsominection. Women also
describeeing signposted to the GP by friengdbso had found medical services helpful. “A
friend told me about this place, she said you can come hefi@thrclothing, shoes,

advocacy, for help with the Home O ffice.”#5

Category 2: seeking support. This category included two theoretical codes.
Looking for support for physical and practical issues arose in the early part of women’s
lives in the UK. Women reported a sense of desperation in vidoaty destitutionvas a key
contributor to help-seeking, particularly for women who had chmldéomen actively
sought practical help includingquesting police support with destitutioh went to the
police station, I said, look at me, I have a child, I don’t have status ... I don’t have rent, where

should I go?”*#8

Women also actively sought help from the GP, largely for phlyk&adth reasons,
and often for the sake of their children. These women had fourmbout the GP through
signposting from friends. “I only went to the GP because I was worried about my son’s

health.”#6
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Looking for support for M H issues was expressed by some women who reported
visiting the GP for MH reasong hese were women who had prior knowledge of counselling
support through engaging with other services (e.g. domestic violence $ippdrad not
engaged at the time they learned about GP counselling support. “I went to my GP and I said, I

need a counsellor, I need help.”#8

Category 3: motivating factors for engaging. This category included three
theoretical coded-eeling well informed was characterised ygceiving sufficient
information from the GPwhich women experienced as helpful and motivated them to
engage. “The doctor, he explained to me what services they offer and the infomméidd he

was going to give me ... it was helpful.”#4

Hoping for status was another factor contributing to engagement, in which women
reportedconsidering legal benefits in engagivghich indicatedelieving that MH treatment
may support the asylum cas#éf the doctor decided that I was you know, needing more

treatment or care, that this would affect my case as well.”#10

Mistrusting traditional healers experienced in their country of origin contributed to
womenwanting to try a new approads they describefdeling ambivalent about the

benefits of traditional doctors

Category 4. de-motivating factors contributing to non-engagement. This category
included five theoretical codes. The most dominant feature preve nimg wfrom engaging
wasfearing exposure. This was characterised by havinggative perceptions about
confidentialityandworrying about being recognisdxy friends or members of the
community while attending. “Maybe you will meet someone you know ... she feels

uncomfortable meeting you there. And you as well, you are not comfortable.” #2.
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Additionally, women expressddaring immigration issues being discusseul affecting

their ability to access healthcare.

Avoiding shame was one of the main factors contributing to non-engagement and
was closely related to a fearing exposure. This code was chaedteyiwomeieing
dissuaded by the dominant cultural discouraesund the meaning behind engaging with a
service for support and there was consistency araemdifying shame as a cultural barrjer
“In our culture, this would mean you are mad. Its not like here, its a different mentality ... its

shameful.”#3

Part ofavoiding shame reflected a gendered issue,t@lving to be a strong woman,
which further prevented women from engaging in services. “Talking from a cultural thing,
you know, I’m thinking women, because from the way we are raised up, its like, women are

meant to be strong.” #3.

Anticipating being misunderstood emerged as women expressed a belief that
doctors would not be able to understand them because they haveredtthaa experiences.
“If you talk to the doctors, the doctors do not understand” #2 and “It is better to hear from
someone who really knows what igppaning. Someone who has had a similar experience.”

#2.

Not knowing was characterised by the women feeling that they did not have
sufficient information about services. Those who were not sigepdsta lawyer or health
professional and had not initially sought out help eventuaipd out by word of mouth
from friends. Women reportdeking uninformedr if they had some information about

servicesfeeling unsureandnot knowing what to expect
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The codes in this category came together in the final codgfefing perceptions of
self, which reflected women struggling to assimilate dominant cultusabdirses from their
home and their lived experience in the UK. Women repdrtaag too proud to seek heys
a way of protecting their sense of self, in line with cultursdalurses about being strong
women, but alsdisassociating from being craiythe sense of wanting to reject the home
country discourse about madness. This code reflected an ambivaldrael@nging
perception of self, which women struggled with. Often, due to nohaling this, women

resisted engaging.

“Maybe in this country it seems normal, but where I come from, the term mental
health, youknow ... the thing that comes first in my mind is maybe I’m going crazy. I

didn’t totally accept this, but also, I was afraid to admit it might be true.”#4

Category 5: deriving benefits. This category included five theoretical codes.
Benefitting from medication was described in a minority of cases, where women reported
perceiving medication as helpfuiThe tablets, they helped me get back to sleep, and then

when I went off to sleep, he (baby son) could sleep. It helped me to calm down.”#8

Feeling listened to arose in the context of receiving counselling interventions.
Women describedppreciating being able to tati a professional about their problems and
in particularvaluing home visitdecause of the privacy this afforded. They also expressed
benefitting from follow up caréecause it helped them to know someone was there for them.
“Talking about the feelings | had, it just helped ... talking about things, maybe iymtions

... if you opened up to somebody, it helps.” #1

Feeling understood emerged from women’s descriptions of being appreciated as a

whole person.
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“She (social worker) was amazing, she really understood what | needed, she
understood me... she saved my life that one woman. She sat downexmetl list me.

She didn’t go with the status.”#8

Increasing social networks emerged from women descriptionshanefiting from
group contat via service support groups. Women commented on deriving benefits from
knowing you are not alon@ndknowing others are worse than ybacause it seemed more
believable to the women that if others could suffer worse probdewhstill survive, they
could manage their own problems. “when you sit and talk to a group of people and find out

that they have all got more on them than you, then everything lightens up.”#4

Feeling supported arose predominantly in the contextvafluing counsellor inpuin
the context of service interventions from which they repoldadning that there are ways to

think differently about situations

Category 6: feeling dissatisfied. This category included four theoretical codes.
Experiencing negative consequences from medication arose in the majority of descriptions
in which women reportefiteling worse with medicatioand eventuallyejecting medication
as a solution“The tablets were terrible, they really made me suffer, tablets just kill you, they

kill you, totally.”#6

Wanting increased interaction arose in the context of counselling interventions, in
which women describefthding counselling unhelpfuhnd how they experiencednting a
counsellor to do more than just listefCounselling is OK, but really the help I needed was

practical, word is comforting, but action is what is important.”#5

Having unmet needs was characterised dgeling passiven the context of

interaction with the GP, where women describeckiving medication from the GP without
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understanding iandnot having a choicabout intervention type. In the context of support
groups women also describpdrceiving social support interventions as unableelp with
overcoming internal issueSl mean, you can go to any woman’s group and talk to people
there, but you need someone to really help you overcome whaide you. Just sitting with

women and talking isn’t really helpful.”#3

Feeling uncared for emerged in the context of woméeling ignoredafter taking
medication anchot being followed up “The doctors do not know what is really happening to

you#2

Category 7: disengaging. Disengaging emerged as a distinct part of the process,
which fell into three broad theoretical codBgjecting services was a strategy employed by
women who had experienced disappointment with services and arasigtised by an
independent decision abatbpping services*I just stopped going to the GP ... It wasn’t

helping...”#1

A different factor which led women to disengage washting to progress, which
stemmed from them reaching a positive stateaniting to recover independenti just felt
it in me. | just wanted to see how | would get along without setbg. And | have been

fine.”#4

Women identified a sense of dissatisfaction with thems@ivd®e sense that tlye
identified personallfeeling unable to engage with services. This was in the contextafing
unable to conneavith professionals, characterisedtiling unable to articulate problems
andstruggling to find the words to express the diffigu“l don’t know how to describe the
feeling I had.”#1 and “He asked me many questions and ...I became, you see ... I could not

speak.”#9
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Category 8: deciding to cope. This category incorporated two theoretical codes.
M obilising personal resources was evident particularly in women who were mothers, who
reportedinstinctively supporting childreandhaving to stay strongn their behalf, which
indicatedfostering resiliencas a mother. “I said to myself,  am a mum ... holding

someone’s life ... and so I thought, let me help myself, so I can help him.”#8

In drawing from familial resources women reportedaining strength through
childrenin a way which indicated thakeing together with childrefeft themfeeling stronger

for being with the family unit

Category 9: recovery. Recovery was expressed as an ongoing process, with some
women feeling they had achieved this state, while others exgrssbbeing on the journey
towards it. The factors which led women towards recoverygatdeinto five theoretical

codes.

Utilising personal resilience was evident in women’s accounts of regaining agengy
bytaking control, exercising resiliend®ybeing strongandfocussing on positives. Believing
in self,was aided byollowing GP advice not to pursue medication or rsellingand
involvedtaking sequential steps towards recoveflywas strong enough to fight. I might

have gone mad or something otherwise.”#3

By increasing social networks women describedrowing stronger through
relationshipswhich was achieved through processelseifig joined by family/ forming a
family network receiving support from friendsndconnecting with home communigroups
and social occasions. Additionally, mcreasing ability to engage sociatynerged from

increasing language aptitudeich as by going to English language classes.
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Women who felt they had not yet recovered described a seas@iifng recovery.
This was characterised pping to find selfin the context ofeeling hopeless about full
recovery “What I used to feel, I don’t know if I’ll ever get that back again. I have changed

totally. I no longer have that, you know, the way I used to feel about life.”#10

Receiving status marked another area where women’s experiences were divided.
Women experienced practical benefits from receiving statushvidiicso mefeeling happy
about status decisipecause it opened up benefits in terms of being able to access support
and employment. While others reporteat feeling happy about status decisismce they
felt it still did not helpthem to get back what they had lost in their sense of self. “Actually ...
[ wasn’t even happy about it. I asked myself, was it worth me going through all this? ... Why

did | have to lose myself because of this? #10

One of the biggest contributors to the recovery process thaéeweoeported was
finding meaning. This was achieved through finding paid or voluntary employment and
women reportedeeling better with work‘It feels better to have something to do, to go out

and have my job ... slowly, slowly, litlps me to make sense of my life.” #6

Women also found meaning in termscofing to terms with realitgf their situation.
Women expressefdcing reality,which moved them towards recovery. “I started to move

forwards, when | actually could see that dswny life, it was reality.”#9

Women also found meaning through their connection with their raleml this was

a factor which helped them to believe in the possibility ofrecovery. “Everything happens for

areason. That is God’s will. So I just wait and know that it will be ok.”#4

“I know God has a plan, so I carry on each day and I know that its part of my

journey.”#5
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Discussion

The study led to two preliminary theoretical models for undedstg the processes
of experiencing and coping with distress and engaging. Each model wadvbbe
considered in turn, drawing out particular theoretical ideas aladdiag their relevance in

relation to existing literature.

M odel 1: Relevance to Existing Literature

Experiences of distress. During the interviews, women were asked about their
experiences of mental distress in their country of origin andeityK, but women
emphasised their distress in terms of the process of immigratid adjusting to life in the
UK, compared with more limited accounts of distress in their cgafiorigin. This
resonates with literature which emphasises the relevancetefpgrsition experiences in
understanding refugee women’s mental heatlh (Beiser, 2006). However, it may be that
women chose not to disclose about issues relating to pre-migratgindyAby Bogner et al.
(2007) indicated that individuals with a history of sexual vioée@xperienced greater
difficulty with disclosure during interviews than those with adrig of non-sexual violence.
Sexual violence is a common experience for refugee womeaigkeHage, 2009), and this

may have contributed to women speaking less about pre-migraperiences.

Post-migration, the model highlighted facing uncertainty as a fafferting
wellbeing and this is in keeping Wif.azarus and Folkman’s (1984) construct of ‘event
uncertainty’ in which uncertainty reduces ‘anticipatory coping processes’. In the present
study this was reflected in the women’s experiences of feeling ‘trapped’ while awaiting a

decision from the Home Office.
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Coping. In this study, coping strategies used by the women demonstrated a
mobilisation of personal, social and material resources, whileltterd the resource based
model of migrant adaptation (Ryan, Dooley & Benson, 2008) and brosetature on
women seeking social support as a method of coping (e.g. Jones & Bright, 289 Lselof
spirituality, which emerged as an important coping resourcesasimfitting with pre-
existing literature (Pargament, 2000; Tarakeshwar et al., 2003). Inyartihe study
identified the role of religion in providing hope and this is echoetstudy of Viethamese
people resettling in Canada, who found that the hope that religioiremshspinforced their

identity (Dorais, 2007).

The model highlighted a sabotaging of the self, including blaming th@®oself
inflicting problems on children, which emerged as a method of copingff<Buiman (1992)
asserted that self-blame may serve as a coping mechanisistenrfg a sense of control
after traumatic experiences. Broader psychological litegatuggests a tendency for women
to locate responsibilities internally rather than externafig, this has been linked to a greater
propensity for depression (Weiner, 1986). It emerged from this stutlgubh self-blame

motivated women to cope for the benefit of their children.

In fitting with the resource based model (Ryan, Dooley & Ban2008) and also
reflecting the stress vulnerability model (Zubin & Spring, 1977)mdemands outweighed

resources, the women perceived themselves as no longeoaiope.

M odel 2: Relevance to Existing Literature

A multi-factorial model of access. The model showed how after an initial encounter
with a MH service, either through signposting or seeking help indepédyderenge of
factors influenced women’s decisions on whether or not to engage. Upon engaging, women

continued to evaluate their experiences leading to either continuadeangnt, or
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disengagement. This showed engaging as a sequential decisiarg paddess, influenced
by prior perceptions as well as evaluations of recent expesiehbes model contributes to
existing literature on refugee women’s service utilisation (Phillimore, Ergun, Goodson &
Hennessy, 2007; Tribe & Patel, 2007) by indicating that a complex, dynanoiié,factorial
understanding of access and engagement is important to undergtewedprocess of service

use.

Systemic issues and material resources. Work and a valued community role
emerged as pivotal in refugee women’s MH in terms of identity, self-esteem, and recovery.
This supports psychological theory on the links between unemplowndmnental heatlh
(Bracken, 2001) and strengthens arguments for the importance of companitipation,

support and belonging for mental wellbeing (Orford, 2008).

The relational self. The mobilisation of social resources played a large part in
women’s decisions to maintain engagement with services and in their recovery. This
resonates with theories on the importance of the relatioliaGsnerally, given their role in
mothering, women are theorised as being more likely to havatorall self, favouring
interpersonal relationships and close ties with others (Crddadson, 1997). The present
study extends the existing understanding of the relationaihst#ié context of female
refugees in highlighting the importance of practical coping strategigs,with financial
issues, gaining access to supportive services and learning English) in women’s MH.
Acquisition ofbasic material needs reflects Maslow’s hierarchy (1970). Refugee women who
have travelled without their husband to a host country mayftie kke on traditionally
male roles requiring and mobilising greater autonomy and independetheir attitudes,
values and self-descriptions. This more traditionally malelgred identity, could explain
their lower engagement with MH services in comparison nath-refugee women

(Koydemir-Ozden, 2010).
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Summary

Women in this study expressed considerable differences obopiior instance
regarding the value of medication and counselling. This supjter&tiire identifying
refugees as a non-homogeneous group, which stressethimnan individualistic

approach, as far as possible (Papadopoulos, 2001).

A key aspect emerging from both models is the importance of theckddatween
resources and demands, which supports broad psychosocial modelsalfreelth (Lazarus
and Folkeman 1984; Albee, 1986) and in particular Ryan, Dooley, and Benson’s (2008)
resource-based model of migrant adaptation. Where resouncksling personal and social
resilience and power) outweigh demands (including lack of fiahresource, relational
losses), women are in a better position to cope and recover. Re qeifugee status and the
resultant right to work may provide opportunity for resources to outwksigilands, however,
some women reported feeling as though it came at too great a cosg; lbat their sense of

self so fully during the process that receiving status left theanieeling of despondency.

Limitations

Given that this was a qualitative study, considering linoitest in the context of
guality assurance is essential. Elliott, Fischer, and Rennie (19883mrguidelines for
reviewing qualitative research to aid legitimising it in termggropriateness and validity

and these will be considered where appropriate.

Owning one’s perspective. One key issue arises in participants’ being informed that
the principal researcher was a trainee clinical psychologktiemefore a mental health
serviceprovider. This may have had a reductive impact on participants’ willingness to openly

critique psychological services and may explain why theseasce reference to the problems
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with ‘psychological’ interventions, but a focus on problems with ‘non-direcive counselling’.
A further point arises from the early stages of the intervi@wgss where, in an effort to
respect participants’ discomfort with disclosure, interview questions did not probe as deeply
as they might have done. This stemmed from the principal reseacsierassumptions that
if women were asked too directly about their trauma experiencegsythadd be left ina
vulnerable state. Women expressed post- migration distress mengyflthan pre-migration
distress, but understanding the extent to which this reflesisréfative experience of
distress in different stages is limited by the omission o$gaes probing further into their

reasons for speaking in such ‘quiet voices’ about pre- migration stressors.

Situating the sample. Given the small sample size, in order to preserve anonymity,
descriptive data on participants was given in a summary format anths@ns were made
on the data in a way that would not disclose personal charaicgeaisb ut participants. Thus
for example, idiosyncrasies relating to culturally spec#fsues from a particular country of
origin were not drawn out since doing so would have revealed thetydefwomen were the

only participants from a particular country.

Providing credibility checks. After the data had been initially analysed and again
after the models were constructed, the participants werednoitettend a meeting for the
principal research to present the findings, asking for feedback, vatiygassurance in
mind. No women attended the first meeting, and only three the sedoiadvas in part

mitigated by the credibility checks provided through consultatiin research supervisors.

Accomplishing general vs specific research tasks. The fact that only English
speaking participants were included in the study means thabttes of less educated
women, who may be more vulnerable in terms of their meradithegiven barriers to social

resources, were not heard.
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I mplications

Therapeutic interventions for refugee women should pay impatanite resouree
demand balance in women’s lives. The participants commented on finding counselling
unhelpful because they knew that as soon as they stepped outsideraiieims would be
there again. Supporting refugee women requires that their basic needstas far as
possible and therapeutic interventions to help them to procdss@ver from more

existential issues.

Broad I mplications for Health Services

It emerges from the present study that women are mosttikeeek out support fo
practical problems affecting their wellbeing, including housingricial, and refugee status
related issues. This raises implications for non-MH werkeho might come into contact
with refugee women, as providing information to women will cbute to their awareness of
services and may add to the factors motivating women to engalged, non-MH workers
may be the key facilitators in helping women access MH&®s$\dnd manage the issues they
experience in their motivation to engage, particularly supportingemomno are

contemplating change (Prochaska & DiClemente, 1986).

Theoretical and clinical implications for clinical psychologists

The findings of this study indicate a strong argument for Clilsgchologists (CP)
who are working with female refugees to broaden their remiays that enable recovery
through the provision of services which empower women to achieveb®c needs.
Women in this study experienced a separation of psycholdgdabnd practical help, and
reflected a desire for greater integration of the two approachesstlidy highlighted

women’s desire to be understood and supported holistically, which indicates a benefit in CPs
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liaising with agencies providing more practical support, or thromgdrporating practical
support into their modes of working. Finding meaning, through religiorsacil
networking, emerged as important routes to coping and recovery, and tgesalsa be

incorporated innovatively into psychological programmes.

Furthermore, women consideredaage of services as ‘MH services’; including the
GP, hospitals, counselling services, and charities such as NG@satwded support groups
and activities. This indicates a need for CPs to think broadlynmstef empowering women
to access different types of support. For instance by signpostingoingfintegrated access
to agencies which offer practical support around issues to do wislinigo éinance and
getting registered with a GP, emerges as an important first step in terms of enabling women’s
(and their children’s) basic needs (Maslow, 1970) to be met, before which they may be
unlikely to be able to utilise psychological service input. CPs naighsider offering
integrated access by linking their service provision into otheices refugee women are

known to be likely to use, such as NGOs.

Conclusion

The material realities that refugee women are or have bedingl@#h pose mental
health risks, especially when several factors coexist simultaneously. Women’s help-seeking
behaviour is influenced by the extent to which their needs atréonme a Maslowian
perspective (Maslow, 1970), reflecting their capacity for coping thérextent of imbalance
in resources and demands (Ryan, Dooley, & Benson, 2008). Engage aisataffected by
women’s concepts of self and their pre-conceptions of mental healibsssnd treatment,
based on dominant cultural discourses from their country of origirram fellow women
who have sought help in the UK. Receiving refugee status gave sonenvgpeat relief, but

for others, it highlighted losses in their sense of self. After an initial encounter, women’s
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tendency to engage with services is influenced by availability ofrimdtion, pre-conceived
ideas relating to cultural discourses about mental health, atitt@ e xperiences of
engagement. Upon engaging there is considerable variation imwhan find helpful,
influencing whether they disengage or continue. Significant differeofagsinion arise,

indicating the idiosyncratic nature of the experience obantering services.
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This paper is a critical appraisal of a Grounded Theory studyumted as part of the
Major Research Project presented in Section B of this portfothe.appraisal is guided by

four key questions in turn.

Critical Appraisal

1. What research skills have you learned and whatarebeabilities have you developed

from undertaking this project and what do you thyoki need to learn further?

Through the application of the grounded theory methodology emplm this research
project, | have learned a range of research skills. Using dealutheory helped me to learn to
be open minded and to be driven by my data, and to challenge my own asss,mtioh

are not always consciously accessible.

During the recruitment process, | feel that my skills of rappordimgland
communication developed further, given that reaching my final lsasige of 10 meant
overcoming a range of different challenges. For instance, théwiwgarticipants
volunteered early on and after this, it took some time to recruit theeimden of the final
participants. Keen to understand what was slowing things down, | arrangtterid one
women’s group session where | spoke with openness and curiosity to the women about what
they thought about my study so far. One key issue that came to lighe @soa for slower
uptake was my use of the term ‘mental health’ for which the women preferred ‘emotional
health’. Another example of my research skill development during the recruitpieness
was in learning (by doing) how to sensttively explain to participahts@ame forward but

did not meet inclusion criteria that they could not take part imebearch.
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| also feel that | developed my skills of diplomacy and transpgren conveying my
research aims and objectives. When | went to meet with thed rgesader activity group at
the NGO | explained my research project and invited people to comnukask questions.
One ofthe men raised strong opposition to my intention to only ieterwomen. | had
thought that by addressing the whole group and inviting their @tsnand questions, that
men would feel included to some degree and | had not anticipatedytipdans might offend
men and | recall feeling quite on the spot. Explaining to the man, in frome evhole group,
why | was focussing my study on women helped me to develop my dkdliglomacy. | feel
| developed in maturity with this experience, which made measeetile naivety in my

assumption that men would feel happy with such a small ¢hyerticipation.

| feel I could develop further in the analytic phase of groundedrytby engaging
different levels of triangulation. | would also like to do an ethnogragioianded theory
study, as the notes | made in interviews showed me that muchioiftbeant
communication is non-verbal. | would like to develop further imgeof my interview skills.
| found it challenging in this project to maintain my position assaarcher and not be pulled
into therapist role in the context of very emotional iniexwmaterial. This ability did
develop during the course of my project, as | see from my trarstngdt! became more
robust over time. However, | still see room for improvementannieng how to extract data
about emotions and experiences, without also evoking a sense ofpgavitierapy session,

which can then leave participants feeling exposed.
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2. If you were able to do this project again, what \dogou do differently and why?

After | had explained to the mixed NGO group that | was only intetimgwomen, |
found that over the next few weeks a number of men approached mrdewitviews about
mental health and services. If I did this study again, | woulddilkexpand it, so that |
interviewed both men and women as | think this would provide useful ctsnwdsch might
help to develop an overall understanding of refugee gender diffstefue could be done as
a triangulation phase, where perhaps one or two men were évtedvin addition to the ten

women.

I noted in my memo’s in my research diary that at times in different interviews, I got the
sense that women were reluctant to express their complaihtshevibealth service because
they knew | was a MH professional. They may have feareddiffgnme, or jeopardising any
treatment that they were currently in receipt of. If Bw@do this study again, to mitigate this
problem, I would like to invite an NGO caseworker to lead a focus grisapgbsion with
participants for me to later transcribe and analyse. | would looletd sesponses reflected
my hypothesis that my presence as a professional, made thenveemsor what they said

and see how their responses differed in this context. This coulddie@e of triangulation.

In the current study, | presented my interpretations of datanaeedl group of the women
who had participated and volunteered to give their feedback for hgyighirposes. | found
that fewof the women challenged my interpretations. If | wasglthis project again, |
would set up an anonymous feedback system so that women could re gpericealy to my
interpretations. | would also seek to understand why the women whotdw lunteer
decided not to participate in this stage as this might provide helpfudaitzh could
contribute to the model development, this being a form of ‘dis-engagement’. This could also

be done via an anonymous survey.
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3. Clinically, as a consequence of doing this studyil you do anything differently and

why?

The women | interviewed in this project, impressed upon meripertance they place
on having their needs understood and since the first encounternsaofassessment, this is a
key stage. Whilst this project has focussed on refugee women,dtissrige to be sensitive in
all my future clinical work, to provide sufficient space for negot@tinderstanding.
Understandably, service pressures may dictate that only caesassnt session is possible,
but my learning from the women in this study reminds me ofdmwial the assessment
phase is in terms of a service users’ experience. Working with refugees in particular, I would
endeavour to make sure the assessment period addressed the extait baasic needs are
being met. So that | could make appropriate interventions, | would seeleta lgmod
working knowledge of available services in the locality | waskwgy in, so that | could

signpost refugee to these agencies to help them get theirmeeds

During working on this project, | attended a conference on trauma anohsyared to
learn about practitioners who use a range of mediums whe nngowkth refugees. In
particular, many practitioners reported using opening prayers at thargtaend of clinical
groups and | have also seen through my attendance at the nenmigewtal organisation
(NGO) group meetings that this approach is used. Given the tmmgerof religion emerging
from this project and my observations at NGO group meetings angythiaison with other
practitioners at the trauma conference, | would like to also incatgohis into my practice.
This would require much sensitivity since members of a grougaitintially have different
or no religious affiliation and indeed, the service | work in witlst likely not have a
religious basis in its service values and standards. So | wouldandest tiss and justify this
with group members, and service managers to ensure that | reqtt@mappropriate policies

and codes of conduct.
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If 1 was working in a onrefugee specific service, | would like to run peer education
sessions with my colleagues to convey the importance ok#igermssessment and overall
therapeutic alliance. It emerged from this study that refugee wpiae@ great importance
on feeling as if a professional cares about their work and sdagspects them as a person.
My clinical experience so far is that in some services, wiadtggees seldom get referred,
refugee issues can be so misunderstood, that professionals domkhewewhe ther legally
they are able to offer services or not when a referral is maew®ultl seek to bring
professional knowledge up to date and to incite passion to workhistgroup by explaining
their experience to the best of my ability. Where my role pérdhit would like to extend
this to GPs, since data from this project has indicated GRsttant point of first contact.
In particular, | would want to talk to GPs about factors which cafribaute to motivations
for engaging and not engaging, so that they might incorporate more anionrgiving and

options in their interventions.

4. If you were to undertake further research in thisaawhat would that research project

seek to answer and how would you go about doing it?

| did have variation in my sample in terms of women who had@nened services,
perhaps through being informed about them by friends or GP who did na&rbege, and
those who did engage, some who continued treatment and some whogbsk hifawve ver,
one voice that was missing from my study, was of women wtionéger had any encounter
with mental health services and if | did this study again, | avdke to capture their
experiences and views as | think this group would offer great insigbtthe mental health

experiences, coping and help-seeking behaviour of this hardsach group.
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To meet with women who have never encountered | would haidea GP practice to
recruit participants who make contact with GPs for physiealth reasons. To meet with
women who do not also go to the GP for physical health reasons, whmdaontact with
services at all, | would make contact with asylum seeker detentireséo meet with

women there. | would conduct the same project and compare firtdinlgs present study.

As a different area for future research within this project areauld like to explore the
experiences of mental health staff in working with refugbeth(male and female). Through
conducting interviews, | discovered myself how emotionally detmgnt can be to speak
with someone who has encountered the sorts of difficultiagees have faced and it made
me wonder about vicarious trauma and general burn-out from woskihdgraumatised
people. Contrastingly also however, | was struck by how positive amggiesmed | felt after
interviews with women who were more advanced in their regoveo had used their
resilience to bolster their sense of self. Given that woméims study stated the importance
of the relationship with professionals, understanding ttiepaspective might be helpful in
providing an understanding of the factors affecting the qudlitlyie relationship. The
overall experiences of staff in working with refugees theeeéonerges as an interesting area
for future research. | would like to conduct a further groundedrthstudy with semi-

structured interviews with questions tailored around the followisgakeh questions:

1) What are the experiences of mental health workers in workithg @fugees?
i) How do mental health workers cope with vicarious trauma?
lii) What are mental health workers’ experiences of being emotionally supported by

colleagues and supervisors in their work with refugees?
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It would be important to consider how ‘mental health workers’ was defined and I
think it would be valuable to set inclusion criteria that enabletigi@ation from
‘professionals’ and non-professionals who come into contact with refugees in both the

statutory and non-statutory sectors since this would present a gaygatcontexts.
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Appendix 1: Search M ethodology

A range of searches of English language publications weraictaaiusing the following
electronic databases; ASSIA, Web of Knowledge, PsychINFO, CogliviEBLINE,
ScienceDirect, Social Science, with no time-limit.

Search 1 provided a broad overview of the literature. This searchreribe following
search terms:

1. Refugee, immigrant, migrant
2. Women, female

3. ‘Mental health’, distress, well-being

Search 2 provided a focua eefugee women’s risk factors and prevalence of mental health
problems during post-migration. The following search terms weré twah:

1. Refugee, immigrant, migrant

2. Women, female

3. ‘Mental health’, distress, well-being
4, ‘Risk factors’, causes

5. Prevalence, incidence

Search 3 focussed on refugee women’s coping strategies in the post-migration phase. The
following search terms were combined:

1. Refugee, immigrant, migrant
2. Women, female

3. Coping

4. Managing

Studies were included if they reported mental health copifigrodle refugees during post-
migration.
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Search 4 explored refugee women’s use of mental health services. The following search
terms were combined:

1. Refugee, immigrant, migrant
2. ‘Mental health service’, ‘service use’, ‘service utilisation’, ‘access’
3. ‘Help-seking’

Studies were included if they reported on mental healthceenge among female refugees
during post-migration.

Identified studies were manually searched for additional refere i small number of
studies were identified so to broaden the scope of the review, a Geagitd svas conducted
to include literature contributed by statutory and non-sisgyugencies working in the
context of refugees and asylum seekers.
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Appendix 2: Semi Structured | nterview Schedule

These are guideline questions - the consultation group wik@dn appropriate language
and more detailed questions.

Mental Health Experiences

Can you tell me what emotional health or mental headthns to you?
Can you tell me about any time you have experienced this?

(prompts: did you have these problems before / after you acalé { what differences were
there)

What impacts did UK life have on your mental health?
What was life like when you received your refugee status?

(How did things change/ how did this affect your mental health?)

Mental health coping

How did / do you cope with emotional health difficulties?

(inthe UK / in your country of origin / what differences were ¢her
What did you feel you needed?

What was helpful / not helpful?

Mental health service experiences

How has being a refugee affected your mental health?

Where do you turn for help if you are struggling with your memalith?
(Prompts: faith, social networks, traditional cultural bejiefs

How did you come to hear about mental health services?

(Prompts: how did you hear about it, what interested you)
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What made you chose to engage or not?

Can you tell me about your experience of using mental headtiices in the UK?

(Prompts: What type of support did you receive? What problem orggmsblere addressed?
Was it helpful? Did you feel the problems you wanted todauwere addressed?)

What can you tell me about how the therapy you encountetée MHS focussed on your
experiences before and after you came to the UK?

What was helpful / unhelpful about this approach?
What would have helped more?

What do you think mental health services should do to help femaleesfug
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Appendix 3: I nformation Sheet and Consent Form

Faculty of Social and Applied Sciences

Appendix |: Ethics M aterials - Participant | nformation Sheet and Consent Form

Information for Participants

Title of ProjectDeveloping a model of engaging female refugees in therapy.

Name of Principal Researc h{jj .2

| am a trainee clinical psychologist and | would like to invite yptake part in a psychology
research study that | am conducting. Before you decide whetlete part or not, you need to
know why the research is being done and what it would involve. Rigdasdime to read the

following information carefully.

Aim of Research

The aim of this research is to develop a model for engaging feniade es in therapy. Few refugee
women use mental health services and | would like to understandweimtd| health services could
do in their first encounters with refugee women to incrébesdikelihood that women will engage
as this could ultimately improve their wellbeing. | would lieetalk to 12 refugee women about
their experiences of encountering UK mental health sesacel to hear their ideas about how the
initial contact period might be structured to make it more likelywlahen will decide to engage in
treatment.
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Taking part

If you decide to be a part of the research, it will invotatking with me for 1 hour i
I i an informal research interview. This melwdll have a range of questions to
ask you, which you can look at beforehand. The questiolhsski what it was like for you when
you experienced mental distress in the UK and how ahdther UK mental health services
supported you. | would like to hear your ideas about whetteze are different ways that services
might approach refugee women to make it more likely that thil engage in services. | will
encourage you to say more if | have not asked the rightigoestThe interview will be sound
recorded to help me remember what you say (if you prefethfernot to happen, instead | will

write down your responses). | will give you up to £5 towards youetrav

It is possible that talking about your experiences of wyem had contact with mental health
services might bring difficult feelings to the surface. If yinu feel distressed during or after the
interview, please let me know so that | can arrangeydor [JJlf caseworker to support you. If
you find it too difficult and you want to stop the intervieviegse tell me and we will stop. Please
be aware that you can withdraw at any time should youdealistressed to continue. If you decide
not to take part in the study, | will destroy all documenité whe information you have given and
this will not affect your involvement witjjjj E or any mehhealth services.

If during the interview you say something that suggest éoanrisk of harm to yourself or to
someone else, it is my responsibility as a trainee clipegthologist to report this informationto a
relevant agency for your protection, or the protectiootbers. If | think this is the case, | will

inform you.

Confidentiality

| will keep the information you provide strictly confidetia his means that you will not be

identified at all. Your name will not be included and no addregersonal contact information will

be recorded so no one will know that it was you that $eidhings you said. Any information that
is of a personal nature will be disguised (such as if gention any names of people in your
family).
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After the research

Atfter the recordings of interviews have been written down fatyais, the recordings will be
destroyed. All information collected will be stored on paper or mgstick in a locked cupboard

and kept for 10 years. After 10 years, the information will be destroye

After the research has been written-up, if you wish, yéllbe sent a copy of the summary via

- he results are likely to be published inyahadogy journal. Your name

will not be used in any reports, published articles or presentations

Further Information

If you would like more information about the research aftba finished or would like a copy of

the full report, please feel free to contact me at Canterburyt@imgch University on

I o e 2 message for moRMIE.

Concerns

If you have a concern about this study, please speak to menalhdd my best to answer your

guestions. If you are still unhappy and wish to complain fdymgdu can contact my supervisor

B - Cnierbury Christ Church Universi:
o I

Thank you for reading this information

If you are happy to take part in the research, please fill in the consent form attached
You can change your mind at any time, without giving a reason

This research has been approved by

The Salomons Ethics Committee; Canterbury Christ Church Uniyersit


mailto:uee1@canterbury.ac.uk

Faculty of Social and Applied Sciences

CONSENT FORM

TITLEOF STUDY: Developing a model for engaging female refugees.

Please complete the following:

1) I have read the letter which describes this study

2) lunderstand about confidentiality in this study

3) I have had chance to ask questions and talk about this study

4) | have had all my questions answered properly

5) | have been given enough information about this study

6) | understand that | do not have to take part in this study

7) | agree to take part in this study

Signed

YES /NO

YES /NO

S /Neée

YES /NO

YES /NO

YES /NO

YES /NO

Date

Name in Block Letters

How to contact me to arrange interview

Signature of Researcher
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Appendix 4: Research Diary: A collection of personal reflections, notes on interviews,
observations of process and memos for theoretical and categorical development

8" November 2009

| have decided not to do the initial IRP project | planned to do as it walsiimyéoo much
change. | have my internal supervisor in place and now naed @roject!

I’ve been thinking about my earliest research proposal for my applicatioretolitiical
psychology training course. | wanted to devise a culturally appropriatsitise assessment
tool for refugee women because | had a sense that western dgsrtmassessment, using
standardised outcome measures, might not meet the needisgafas- especially those who
don’t speak English. I think that part of my decision to stop progressing my previous IRP

idea, was because actually, | feel a great desire to do my stuthda¢fugee issues. [’'m
interested in trauma and the lives of people who move.

15" November 2009

[ want to find a way of assessing refugees without using language. I’m interested in the idea

of using dance as an assessment-tatdnce with music. In the initial IRP supervisor
selection stage, | did approach one supervisor about this project. Shaevasted but

pointed out how hard it might be to actually code dance steps and outzardasce. It feels
like a big task. Id like to find a way of working with refugee issues on this project thought, it
feels important to me, perhaps because of my backgreumg father leaving his home
country and coming to a new country to make a new life. Perhaps migiegis a part of

my heritage. I’ ve been reading some papers and it looks like most studies focus on refugees
in general, but don’t look at refugee women. I wonder why this is?

3'9 December 2009

| had a meeting with Dr SK, a psychologist at the trust wheredmpilacement who does a

lot of trauma work with refugees and asylum seekers. He thinks ngcpmjtrying to
incorporate too muchto look at dance + refugees + assessment. | told him | was interested
in women since there doesn’t seem to be as much written about them. He said in his practice

that he probably sees more refugee men than women. I wonder what this is about? S can’t be

my supervisor but has suggested | get in touch with a newly apgaiotinsellor here at the
trust who specialises in working with ethnic minorities (HK).
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4™ December 2009

Had an IRP meeting with my internal supervisor and she also thinksiid help if I can
funnel down a bit more. I think the idea of exploring women’s issues is a good one and one
that my supervisor is interested in too. | need to have a look at semeys studies I’ve
go the research fair coming up at placement.

10" December 2009

Had a meeting with HK to bounce my ideas around. He thinks dancetiag@Xout maybe
just focussing on refugee women and assessment for now, theld bdways incorporate
dance at another stage. | think I like the idea of dance, but at teetisaanit feels too risky
— its such a big step from a typical clinical psychology reseprrgject, | worry that | would
not be able to meet the requirements. Aldg; been thinking about it in terms of setting up a
dance based group for refugee women, but that would really be tecstalg for the scope
of the IRP. | think that perhaps speaking to women about their own vievgsessanent
might be a better type of project for the size of the IRP. This cowdnindny future research
I might undertake, devising an assessment / group treatmenimswuegnent and music,
taking into account what the women say about assessment.

12" December 2009

| had a meeting with DB an experienced art therapist who works with refugees and asylum
seekers and has a number of publications. D likes the idea of tikadylse nsitive

assessment tool, but even if | just go with interviewing woaterut their experiences of
assessme / treatment she would be interested in being a supervisor on this project. I’ve
mentioned this to my internal supervisor and she feels that D wowddtdhvde 5 author. |

feel really embarrassed to ask someone so dominant in theofiedd3 author.

5" December 2009

I think I’ve lost Ditty as a supervisor since she was not pleased with the idea of 3™
authorship. This makes me learn about how important it is todetaimgs well in research
work. Ditty would be a good person to have on this project, but realigticthink that what
| can offer her is not enough for her to want to take on the megptity. | feel sad about this
and quite panicked about where to go from here.
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10" December 2009

I’m feeling under pressure to come up with a project. I’ve had a look through some literature
on refugees and still find more on men than women. Also, I’'m noticing a lot of the literature
is about trauma and PTSD but doesn’t really look at other mental health factors. I can feel an
enquiry emergingnto refugee women’s experiences of being assessed for mental health
problems. Maybe they don’t have good assessment experiences because of problems with
clinicians not understanding their background? Maybe they just can’t make sense of
guestions in assessments because of westernised concepts?

11" December

I’ve been thinking about approaching refugee women via a different means that NHS because
I think they might be able to speak more freely about the NHS services. I’ve found a local
NGO group really ear my flat and have called to meet with the director. I’ve also met with a
lady who runs a women’s group in the city, but she said she can’t help me with participants.

15" December 2009

| went to the Research Day at the Trust where | am on pé&deaimd met Karen Nicholls,
who did a study on female refugees! | got her contact detallsr@mtioned my project ideas
and now having spoken to her, she has agreed to be my external supervisor. [’m so pleased!

Listening to other people’s research today, I’ve been inspired by the idea of actually
constructing a model of understanding to contribute to thetliterdase. My questions have
been around how refugee women find being assessed in mentaldegaites. | need to find
a way of studying this with a method that will allow me to createeghing like my early
assessment tool ideasome sort of process / model for what happens when women are
assessed.

1% January

Had an IRP meeting with my salomons supervisor and I’ve got to get my proposal together

now. I’m going to go for a model called grounded theory — | remember when we covered it in
lectures its struck me as a way of doing qualitative reseactbh@ming up with something
quite concrete, in a way. It appeals to me and to the plans | hawe ® Way of
understanding what goes on when refugee women use servicek.jushifocussing on
assessment might be too hard thoudtknow refugee groups are hard to recruit, would |
really find enough women who could talk about assessment? Magked ko open it up to
any experience in a mental health service, not just asse€sment
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8" January

Have met with the director of the local NGO and she idyr&abn on my research project
and says I can recruit participants from her service! I can’t believe it! | thought this would be
so hard. She says women from lots of different countries aS8@®. They run activity
groups on a Friday for men and women and she has suggested | attenchesetings as a
way of letting people know about the research project.

1% Feb 2010: Research Panel Approval

| have got through the research panel stage. Such a relief.

M arch 10" 2010: Ethics Approval

It now feels a reality at last! | feel a sense of respongiiitwards the women who | will
meet and towards the universty in terms of producing the agreed stedlglite nervous.

M ay 22" 2010: Group Session One

| went to meet the group today for the first time. Before themistarts, there is an open
meal for people to meet and socialise and have something tagyetiteobefore the group
session starts. The meal is provided by the organisatiorfrstafior the members.

| went along 30 minutes before the group started to join the grouprieah The room was a
buzz. Lots of energy. People were sitting around in clusters. | ddtia¢ in general, as
people sat around the tables, women sat together and men did,rbwtehe less groups of
men and women sitting together. Several people were sitting aloseenhed also as if
people sat in groups according to their countsp there were different languages being
spoken in different parts of the room.

It was difficult for me to approach people. | felt like ratherrapaster- receiving a free
meal when actually | could afford one. | found the women to be rathetowards me in
fact; | would smile at them and they would not respond. The mamaddged me more
readily than the women, with many saying hello, how are you. ddete intimidated by the
women- not knowing how to introduce myself to them.

It seemed like people were unsure of me and | know | was feedivgus so was probably
giving off quite awkward vibes. | was very relieved when a man agnte me and
introduced himself and sat down at my table.
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I met a man who had been an academic at a university in his bamertSouth Africa. He
was very welcoming and interested in why | was therddIton | was at the group to do my
project and that | wanted to meet women who | could interview abeintexperiences. He
supported the idea. He said that he thinks mental healtls msai@ery important factors for
asylum seekers and refugees and that it is important for théma tways to deal with them.
He said that he thought that in his home country, people didn’t really deal with mental health
problems in the way that they can here. He said that people woulty maito traditional
healers for mental health problems, but that these treatmeuntd usually not really work.
He said he thought it was good here that there is a lot ofelifférelp for mental health
problems. He said that he finds that talking about problems cangfelheut that not
everybody thinks this or knows where to go if they want to talksadeé he thought it was
really good to be a member [J/1E because it meant that yod omét lots of other
people and have a sense of a family. He was very interested munsgof study;, |
explained how the course worked and what the project was favableery supportive of me
doing the project.

It was then time for the group to begin and everybody wentitpsatad began to sit in a

circle in a large room. There were children playing in the gr@aknd and people milling

about making cups of tea and snacking on biscuits. It felt a lot mor®table for me up in
the group room- the seating arrangement was a circle and this seemed more equabiend m
me feel less conspicuous.

The group began with everybody introducing themselves in e cirhey would say their
name and the country they were from. Again | noticed that péamleone country would sit
together in one section. One of the largest groups was Seddiesvast majority of this
group were men. | was struck by how differently they all looke@dédh @ther, but there was
clearly a strong sense of identification. Another large groupthea Zimbabweans and this
group was almost all women. Older women, just a few younger ones;ame with
children. These were the women who had been very familtareach other downstairs in
the dining room. They seemed to hold a lot of power in the room. Agidyhigh energy,
making jokes. There were two or three women from Asia, anéihseé to me that them
being in a minority position made them feel slightly awkwattiey were very quiet.

Children were walking around the room, playing, sometimes in timecoir the room,
sometimes just wandering through the circle. | was struck bwrétaxed the group were to
this sort of intrusion. To me it was really wonderfutthe children were not expected to keep
quiet and sit in the corner, and the noises which they did make (wérehfew and far
between) were entirely tolerated by the group. At one point, one ohtldeen walked

across the circle and the directo JJVIE who was starting thapgpicked the child up and
put him on her lap and continued talking to the group as she platyetim using a lego toy
he was holding in his hand.

| was welcomed to introduce myself to the group. | found it so thekadow what to say. |
did not want to mislead people, so | wanted them to know what my ré&adoging there
was. But at the same time, | wanted to feel a part of the group amd sealy wanted to be
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able to appear as if | too was an asylum seeker. | wanted them ao le@stmy Africanness,
rather than focussing on my Englishness. | introduced myselt &®in Brighton and |
explained that | was training as a psychologist and that | woulelliregy tthem about myself
a little more another week as | amdoing a project and would live $elp from the group.

June 5" 2010: Group Session Two

There were new faces in the group dining room meeting this kitoee people seemed to
come up and say hello and they welcomed me as if | was a potewiahe mber of the
group. They would ask me where | was from. | think because | amAfighn people
thought | was a refugee or asylum seeker. As soon as | spoke, itifiélivas suddenly
different from them, in their eyes. | knew that this week uldde presenting my project
more fully in the group session so | was keen to let people kiowthe start what | was
doing there.

In the large group session, | told people in full detail aboutasgarch. A part of the group
time was devoted to me. | asked people for their feedback about my itkeald@r woman
said that she thought it was a good project to do and that she thinkedpde do not find it
easy to go to health services for support. Most of the women weteQuéeof the men said
that actually he did not understand why it was that | was omhgdo interview women and
not men. | explained that my study was actually quite small atd tlt than in order to
thoroughly interview a group, it needed to be either men or wontexl dlecided to
interview women because | was interested in how being withé might impact on
people’s mental health and I knew that women often seek asylum with their children, whereas
it is more common for men to be separated from their childriso, Aexplained that women
seem to present themselves at mental health servicesdess¢im and | was interested in
understanding why this was and what could be done to address this. He eiaanguytwith
me. He was very outspoken. | welcomed his interest and his olngetiol gave him a
platform to discuss. None of the women got involved in this diszisklie said that he
thought that men also have problems with mental health ahtd¢ing a refugee or asylum
seeker is tough. He said he thought that it was important to also doyastoen.

July 9" 2010: Group Session Three

| was not presenting in the session, but | wanted to go along toaagevibomen wanted to
volunteer. ThdjJE director led me up to a table of women whkdsiught might be
interested and said to them that she thought they might be. One of tketimsaihe would
be happy to do an interview and she gave me her number. | was eecblyagis and took
her number so that | could contact her to arrange a time. She seemel fopetof her
peers that she was happy to do the interview, but | thought tigitibg me her number
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instead of arranging it then and there she was putting in an implooandary. Another
woman also then expressed an interest and | took her number too.

| called both women and set up the interviews.

July 23'9 2010: Group Session Four

Before the group started | was sitting outside and one of theapgroached me. He said that
he had been in this country seeking asylum for 7 years. He said that éwpkaienced some
really bad things in his home country and that when he ceneehis health was not good
because he would often remember some really difficult things ¢hbadiseen and he could
not forget about his family, who were still in his home countryshid that he did go to find
help because he knew something was not right in his mimdwas not at all comfortable or
well and he could not sleep or function properly. He said he was gigditation and that he
started to use this. But he said, after some time he decided that h®t interested in the
medication. It was helping him to sleep but he knew that his prabiere actually more
than the problems with remembering things back home. He said that sinog ¢o tine UK
he has not been able to werko right to have a job and this is demeaning for a man. Not
only this, but how is he to look after himself? He said thattimg that people in uk need to
do to support people who are seeking asylum is the practical things. Hihsdidias

helpful was to have a roof over your head and you cannot get yloiu cannot work to earn
money. He said he is here, ready and willing to work, capable of yakg and fit, and yet
he is not allowed to do so. He said this is the hardest thing for him abogtieee. He said
he thought that mental health services were useful, butisvtia point in helping someone
to sleep at night, if they are still not able to be a human being becaydeatie no rights, no
status. He said really something needs to be done about this, beckoseh@enany people
like him, some even who are doctors or dentists or other profe ssiotisishatuntry needs,
and they are just left here to rot while they wait and waitHe endless asylum process with
the home office. He said that he thought the process with the Hocseveas really
offensive. They would change their rules many times, start tgpssffarent things that you
need to do in order to keep your case open and that he feels likedataed by them like a
criminal. This he said has been something that makes it diffmutiim to feel like a man,
like a person. So he thought that my project was useful, but thagaheork should be
finding ways to help people when they are in this country. Not @lpirtyg them to deal with
the problems they faced in their home country. After all ke $béy are here now they have
made it out of that place.

August 7" 2010: Group Session Five

One of the two women from Taiwan started talking to me duringnge today. She said
that she was really struggling with her mental health. She sadash&rying to find a
counsellor or someone who she could talk to about her problems. hegaivdormation
about places she could go to and talk about how she is feeling to try telimdHbwever,
she did not seem to take the information | was giving her onboantl theysense that she
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wanted to talk to me about her health. She knew that | am a tEgekologist and it felt
like she was approaching me for a therapy session. | thought smetxdsar about what the
interview would be about if she was to participate in the relselrdid not feel right to use
her as a participant and instead to help her access the inf@riags giving her.

September 15" 2010: M emos on interview one

Interview One

The participant attended rather late to the session and ittimads a little rushed. She was
very quick to get started, not paying a lot of attention to the informateet which | had
already given her. She had no questions to ask me and justg@&adkarted quite quickly
with the interview. She was talking almost throughout about adriedo not know whether
this was her way of avoiding talking about herself as havimuggled, or if it was really
about a friend that she was speaking.

M EM O: Experiencing receipt of prescription / diagnosis as an indication that coping
skills are not working

#1
“I had to go and see a doctor and I was prescribed medicine. Anti-depression or something.”

Her inflection moved upwards at the end of the first sentered. she was raising a
guestion. It seemed like she was reflecting a feeling assoewttedeing prescribed
medication, that she was ‘ill” or not managing, that medication was what was necessary to get
her through. It was as though she did not believe she had reaehsmirttwhere medication
was the solution.

M EM O: Being unable to put experiences into words
#1

“I couldn’t sleep, could never sleep, restless and just, I don’t know how I can describe it. Just,
low self-esteem and just depressed and I don’t know how to describe the feeling I had.”

It was as though there were no words for what she felt. Peirhéaps culture because the
words or the idea did not exist, it was hard to articulatekniglish. Makes me think of
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describing mental health issues as part of the adaptation prédcesulating feelings in a
way not done before. Its a different perception of self-hood. CULTUR#Aérdnce-
actually taking on the identity as a ‘sick person’.

M EM O: Reaching threshold and making a decision to start coping
#1

“After some time I just couldn’t handle the pressure any more, the home office situation. I
just decided, just, leave it, you know. Put it at rest and , I think that’s how I got over it.
Knowing that | was not answerable to anyone, you know, just fangegbout it really,
forgetting about the whole case. Just finding my own way. That’s what I did.”

This shows an internal resource but at the same time acdafethanism just forgetting
about it. But there is something very conscious in this processagtif she reaches the point
at which she can no longer cope and so she consciously decides te takesition into her
own hands. It occurs to me as ‘thinking positively” and marks resilience. Rather than deciding

to give up because she can not cope, she puts her foot down. Overcongung\difirough
mind control / determination / resilience.

M EM O: Not knowing — seek help

#1

“i didn’t know what to expect, but I was happy that you know, the professionals would
diagnose whatever it was, because by theinktt didn’t know anything about it. All I had
was these mixed feelings. So I didn’t, I had no idea what to expect.”

Not knowing what to expect from services, but also not knowing whafes¥ings mean.
Not being able to make sense of self. Allowing:atwrnal agency, which she doesn’t
understand, to intervene and make sense of herself. This indidasssod identity. A loss of
sense of self, a loss of knowing self. In the context of not knowingytem or how the
system makes sense of things, its like giving up own sense makinggioths hope that
UK medical service will be able to explain it. This indicaaesuncertainty, but also a
dependence on services.



M EM O: Knowing — reject help
#1
“I knew where the stress was coming from. So I just stopped taking the tablets.”

Here, she seems to be saying that when she was no longer uncedtam,l@amnger had lack
of clarity about the source of problems, she felt that thettatMere not necessary, so again
made a conscious decision to stop. Its as if medication cas@as option when all else has
failed— when own ability to make sense of things comes back into actloe medication is
no longer required.

M EM O: Not wanting me to probe too deep

#1

“It was a long time ago. 8 years ago ... SO my memory is not great.”

| wondered at the time when she said this, whether this was kerfaaking me not to
probe. If she can’t remember, I can’t derive a lot of information from asking her the
guestions. | felt a little uncomfortablelike she wanted me to stop, like | was intruding.

M EM O: Having / Forming a social network as a means of coping — becoming
EM BEDDED

“I think by then I had a family. My sister joined. My sister in law joined us.”

She said this in response to my question about what thinghdstwe help herself cope after
she had stopped taking medication. Its as though being embedded mtppat network of
family was a positive social resource which helped her cope.

M EM O: Avoiding expressing dissatisfaction with M h service

“They couldn’t have done anything else really. Other than what they did”

She seems to let the service ‘off the hook’ even though earlier in the interview she expressed
how she would have liked the GP to talk to her more about optione fides etc. Its as
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though she does not want to seem too blaming, or ungrateful. Perhaps thisesxpeess
ambivalence about what MH services can offer, but perhaps bésis worried about
seeming too negative in front of me since | am a MH prafesdiPerhaps my influence on
the research process is most profound in this sense. Can she realyasape wants to or
does she think she’d be insulting me if she did, or that I might use what she says against her

in some context?

M EM O: needing support to access support

Even if you have information to go to a mother and baby’s group, you are still not confident
in yourself, yeah, | was thinking, maybe it would help to malends, but if you are by
yourself...”

It seems like information about services is not enough forevowho are facing the new
culture, loss of friendship groups. Its hard to have the confdtnaccess groups if you do
not have some level of self-esteem / motivation left in you

September 17!": M EM OS on interview two

Through the majority of this interview, the participant was spepkom the third or second
person ‘you experience this’, ‘she experiences that’. It was as though she did not want to talk
about it from her own perspective, and yet the informatiorgakie was so detailed that it
seemed impossible that she would not have had the experieaceastalking about. It was
as if she didn’t want me to probe too far. Or she didn’t want to be identified as someone with
MH problems, even though she had volunteered to take part. When | askpe:$tgons
about why she did not want to disclose information to the decth¢ said she didn’t know.

It felt like she was pushing me away from asking too much, prabagnuch.

Complying with doctors wishes in front of doctor, but not taking the medication when
home

“I will not take them, so the tablets are just sitting at home”

“when you have someone to talk to about this and this and this, you can tell them, ‘I have
problems, with these pills. What can I use instead?’ So when you go to counselling then at
least you get used to that.”

These statement indicates an inability to say no to the dantba preference for talking
about problems with the prescription with a particular kind of prafeat Somehow the
counsellor seems more approachable than the doctor in this respect.
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Difficulty in disclosing sexual abuse

“Men. They will take advantage of you because they know you have nowhere to stay. They
will pick up anyone who wants to go with them. So you are a vigtind. if you go there you
know that ... (SHE STOPS)

At this stage in the interview, | was struck by how quiet sherhec&he did not appear
comfortable with disclosing sexual abuse. In particular, to sayctbalavords to describe
what happened. I prompted her saying, “would the men expect something from you” and she
said in a low voice, yes. | think | got pulled into wanting to protecfrben having to
disclose. Something for me to learn in future research. I’ll note this in section C.

September 30" : memos on interviewthree

| was struck by this interview. She talked about her loss of rolalastst. | really had the
experience as if she had fallen from a great heidigtving working in a senior role in her
country and now not being able to convert her qualification intcetuing recognised here.
It made me think about how loosing status is such an importantfhet process. Then
there is also the loss of her identity in terms of working.

Lots of mention of madnessit not being ok to seek help. Also though, she was keen to point
out how useless counselling is and how helpful it is that I’m a psychologist. It highlighted to

me my role in the researehthe fact that I’m a trainee psychologist is known to the women

who take part. Maybe its hard for them to be really honest aboutqisgghThey have

talked about wanting advicemaybe they are saying this because they think that’s what my

job does, and so they think its something I’d like to hear.

October 1%: M emos on interview four

Reluctance to discuss immigration details

“I came to this country, and when I came here I had to leave my two children behind, so since
then I’ve been trying to bring my children over, but its been difficult, because I can’t work
because of my health.”

| was struck during this part of the interview, by the way she gwiidved over the details

of her move to the UK. Her speech quickened and she moved onte e of not having

her children with her and also not being able to work. She attrilmateoke ing able to work to
her health issue, with no reference to before she got statimdmb right to work. It was as
if she did not want to discuss this. | felt again as if | wasidhitig and since | had stated that |
wanted to focus on experiences of mental health servica usgs as though | had not given
myself permission to move the interview deeper into pre- migragues.
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AIM: To develop my understanding of the contextual background in terthe ahpact on
mental health | need to be more robust as researcher and astfiraot@ uestions following
from participant comments about immigration issues and howitfigcted on their mental
health.

No crying over spilt milk

During the interview, the participant began to feed her babymilkhfrom a bottle. The
baby dropped the bottle and the milk spilt. | was struck by how calm shé&hwa paused in
her speech and then resumed straight afterwards as if the incident didn’t happen. There was a
calmness about it. | helped her to clean up the milk. We did thithergslently. When we
had finished, she didn’t thank me or say anything. It felt like kinship. She carried on speaking
from where she left off.

Language

At one point in this interview, | found myself speaking in slightly brokmglish:

“So, one help was that you were given medication, and another help is that you were given
information... ”

I noticed this when I transcribed the interview, but not before. I think I was trying to ‘speak
her language’ to build rapport. I know that I alter my language to match the language ability
of different clients in my clinical work, but it was interegfito note this process occurring
here in my research. Perhaps something to watch out fabgeguent interviews.

Fear of offending me —a M H professional
| asked her if there was anything she found unhelpful and she laugheglidind s
“Um, LAUGHS, I don’t think so, not in my case. “

| got the sense during the interview that she was embarrasseglaayhing negative about
the health service since she knew | was a part of it.
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October 25" 2010: Notes on women’s group meeting — implications for wording

| discussed with the women about the terminology change fromahigealth to emotional
health and they verified that this term is far more acceptid encourages women to feel
more comfortable about talking through the issues, compared with ‘mental health” which
connotes madness, which they find shameful.

I went to the women’s group today to try to recruit some more participants. I talked with the
women about mental health and they seemed reluctant to talk.éfecefo it as emotional
health and they seemed to respond better. This fits with soméieiriigst lady | interviewed
said,

“I think the term mental health, in a way, you know um, talking from my background, it
might you know, maybe in this country it seems normal. But wherenedoom, the term
mental health, you know is just, somehow you just, the thingtraes first in ym mind is
maybe I’m going crazy”

AIM: | need to re-word my terminology in the recruitment proce ssiaterviews to reduce /
avoid the term mental health and use emotional healtbad.

January 20": interview 7 M emos

Internalising UK culture

This participant spoke about becoming more polite, ‘more British’ as I understood. She

valued this characteristic, it being so different from the natuhewofiome country. She
spoke with warmth about ‘becoming British’, and yet, she also spoke about how she could

not say she is English because she was not born here, onlyettrdsé passport andkKU
citizenship. | wondered about her children, being born in England, but withitaer who
holds her home country identity as dear to her, whilst akongathe new culture in the UK.

Appreciating UK life more when you have come from a less free society

“Here, you have more rights, in my country you have no rights at all, you may have enough
money to go the university, but still you will not get a place, beeéhe government, they
keep their family there. Here, you feel more comfortable emoturself. In other countries,
you can’t even find water to drink.”

This was the first interview where a participant had spoken savedgibout the UK
system and feeling good about internalising the UK culture. Fromstieatbld me about her
experiences, it seemed she had travelled through many countdes teeiching the UK and
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had many experiences of destitution, no rights to water etc. So she gheveedexample of
how different the UK experience is depending on the contextwbioh you hail.

This led to an idea for theoretical sampling to capture the exmes of a women who had
come from a wealthy background, to explore how this differengatnmpact on her
perspective of mental health in the UK.

February 20" : M EM Os interview 8

A striking part of this interview was when the participant stakat she saw a GP wanting
counselling and more medication and was refused on the groatdghéhcould cope herself
better without them. It made me think about my own practice lBodfas whole study. One
of my assumptions has been that mental health services can fisdonzetter engage
refugee women, to support their recovery. This interview marksportant different
opinion— where in fact, a refugee women being told she can cope without seppatbes
not need to be dependent on medication / counselling, may be aorcetevery in terms of
bolstering her self confidence and self-efficacy.

#8

“I went to my GP and said to him I need a counsellor, and he looked at me and he said no —
youdon’t need it. | actually thought at the time, ndreally need it. | was having depression
tablets before and i wanted to ask for more and he saidhiok about the little one. So

later, | thought, maybe what he is saying is right. If | take those skapretablets, it will

make me feel ... low, and I won’t be able to take care ofthe little one in the way that I want.

So i said, maybe he is right, let me go with what the doctor is sayingale myself strong
and help the little one.”

M arch 15" 2011: M EM Os interview 9

This participant had come from a background where she was asfutdmance manager in
a large organisation with international clients. She expceadifficulty in adjusting to life in
the UK stemming from not having servants in the house to helpitrethe household duties
and how challenging this was for her. This strengthened my unagirggeof how the home
country cultural context is an important factor influencing adamrdat the UK environment
and mental health service provision.

She and | made several appointments before actually meetingnerous cancellations on
her part. She suggested on the days she cancelled that we eetlibmi5 minutes. | said it
would not be enough and it was ok if she had changed her mind. She a3swtesl wanted
still to do the interview. When we finally met up, | was very minaf time, keeping to the
hour maximum that | had said we might need. When | mentionedavddsstop as we were
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near the end of the time, she insisted that we carry on, thas ifine, she would be late for
what she was going to, she wanted to carry on. I was moved by this. Perhaps she hadn’t
realised what talking about it would be like. She enjoyed the interviee ib had got started.
So what had she been reluctant about before? And what made this cinamgehe:
interview?

At the end, | gave her a thank you card enclosing the £5 which wasidgrdravel costs.
She asked what was in the envelope, | told her and she said she wo tife teduel but not
the money. | assured her that she was more than welcome to tlg,reatitled to it as it was
part of the agreement, to cover her costs. She became tearful.dc5bkeshad enjoyed
talkking to me and that she would not accept payment. | felt | Isadtad her.

“Here, life is ok, but everything you have to do for yourself, especially in the house, you
should clean, make the shopping, in my country, sorry te-$ay we have servants in the
house, house people, they are low in education, like this, theyagoservants, making
ironing, cleaning the house, all things, you see, everything. Here I have to do it all, I’ve never
done this before, really its a big change for me, it took me long loegitiriearn how to do
all these things”

Use of Language
In this section, the GP asks her how she feels and she tairthes not asked her about

her life. Its as though they are at odds-helie feels she’s not been cared about. Maybe
something in the way he behaved, rather than what he said ednieeler that é
didn’t care.

“They didn’t care about this. Just, he gave me the tablets and when I went the next time he
told me to come after 2 months and they sent a letter for meveewt khere and he asked
how | feel, | said ok, he just like well, | mean, he dn’t say — how is your life.”

April 5" : Notes on interview 10

This woman spoke about not wanting to fail people by repeatedly teléng$he was not

ok. She was speaking in the context of her friends, but this mateinkebout an
implication for clinical practice with refugee womemow having outcome monitoring
sheets might really put women off as it could put a pressureeantthget better, even if they
are not.
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Also in this interview, my thoughts about assessment became moreteokW¢oenen have
spoken about wanting to have their needs assessed and undedte@ssessment itself is
then potentially a very therapeutic part of the process.

June £ MEMO WRITING
Control and Agency

Almost all the women who had taken medication reported feelorgeausing it. They
related this to tiredness, not being able to function. They all stdpked) it of their own
volition and this action seemed to be a part of their recovekynga&ontrol, having agency
seems to be a part of this decision to relinquish reliance on medidar rather, they feel
worse taking medicatiolme causet lessens their agency. They feel tired, unable to act,
sleeping all the time.

The women who had lost their role from their working lives @irthome country seemed in
particular to struggle with the loss of agency that being in the UK mirgke

Fearing professionals
Being inarticulate

At first I didn’t want to tell him, but with the way he was acting, because he was really
worried, I ended up telling him.”

This lady was finding it hard to talk to her GP and only let him know about her husband’s
death because the GP was so concerned. Link this to other mtrvie

Not blaming them

“Counselling didn’t help because... well, it was like, I never got any solutions. You know,
sometimes, when you are in that situation, you wanesomto give you something you can
hold onto... I mean, the counsellor would just sit and listen to me. I don’t blame them, thats

how they do it, but at that time you want someone who cangastrout and tell you, re

do it this way, things are going to be better if you do it that way”

In this extract, she states counselling as unhelpful, but is dodabie with blaming the
counsellor- sees it as a system issue ‘thats how they do it’. Why is it so hard for her to say,
the counsellor didn’t help me?
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Maslow’s Hierarchy

This hierarchy seems to apply particularly well to the refugeeewointerviewed. It almost
can track the journey of experience, where initial problemasseciated with need for
shelter— which the lack of status precludes.

Is there a hierarchy to be made for emotional needs in terms ofirgljiestife in uk? A
hierarchy with meeting someone who can interpret -> leafaingiish -> accessing groups
etc. A hierarchy that can take into account the coping andegcskills / strategies?

June 15" memo writing:
The Fractured Self

Women who had work and clear roles, either work or at home, reaitygid with adapting
to UK life in terms of the loss of identitythe loss of self.

Systemic Change

“Its like throwing people into a lions den. How can you let someone in and then forget about
them for 10 years? How do you think they can survive? A lot of refudesage heard, have
killed themselves because of all this”#10

This lady identifies a benefit in systemic chargde immigration system. Several of the
women seemed able to articulate blame towards the home affidenanigration system.
Whereas, few could speak about blame for MH services. | think my pesaffacted this- if
they blamed health professionals, they were also blaming me.

June 20" 2011: A personal realisation

| have been reflecting on the process from a distance, thinking lamutgot involved in

this research field what drew me in. In making my model, | have gone back to the dea fr
a distance, in a way and noticed strong voices from women abauffrican women are
meant to be strong, expected to just cope. It made me think about my owity de an

African women- how so often | expect myself to cope with things, rather than seeking out
help. This has had an impact on me. It feels separate tosd@ah, btu something to note
about how its not just that | influence the research (in choosyngubject, the questions etc),
but also, the research impacts on me.
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June 24™ 2011: Meeting with participants to discuss theoretical codes and categories

The lady who participated in interview 2, who had talked as &xperiences had not been
hers, was again quite protective of personal information in teeting. Someone asked her
how long she had been in the UK for and she said, never mimt ilsportant. It seemed
that she really did not want to reveal too much about hettisiti@ven in that context of a
group of women, all sharing about MH issues. | had worried whetlsgpart of the process
would be difficult for the women, who may not have wanted to batiiikd, but | made their
participation in this part of it entirely voluntary so tHawge who felt uncomfortable with
identifying themselves as having participated, did not need to.



Appendix 5: Initial, focussed, theoretical codes, categories and extracts

MODEL 1: THE PROCESS OF EXPERIENCING AND COPING WITH STRESSORS

Category 1: Factors Affecting Wellbeing

Theoretical Code 1: Experiencing problems pre-migration

Focussed Codes | Initial Codes N of P’s Examples of quotes to illustrate codes
with
initial
code
Loss of control Experiencing un- 1l “It was a time of a lot of stress, a lot, | didn’t
located stress know how to act” #1

“situations in life, er , what you go through, in
life. | think that's what causes it. Problems
that cause stress and you don’t have a way
to control it"#4

“to be under pressure, so much so that, um,
you don’t know how to go on with your life,
or how to do some things, or how to

cope.”#10
Fractured Losing 1] “someone lost a relative and he can’t cope
attachments relationships with that loss”#1

“Iwas having a lot of depression because |
split up with my boyfriend who I had been
with for a long time and it took me down”#2

“My dad passed away when | was thirteen ...
and when my little sister was 2, my mum
passed away and | tried going back to
school, but | couldn’t manage anymore” #4

“most people are dying and maybe you've
got lots of, there are lots of orphans to look

after"#3
Identifying “People are really mental when they have
relationship problems with family, fighting between
problems as a mother, father, daughter, son, neighbours,
factor leading to you know” #7

poor mental




124

health

Facing poverty

Identifying
poverty as cause
of MH problems

“Poverty, really I think that is one of the main
reasons why you suffer with mental health. It
really brings you down’#1

“If you don’t have money, its a very hard
time, a very hard life"#6

Facing
discrimination

Experiencing
persecution on
religious grounds
in home country

“They persecute us. They discriminate us.
We felt dreadful. When we applied for our
jobs, they wouldn’t take us. Life was not that
easy. Day to day tasks were difficult. You go
shopping, they realise you are not Muslim,
they treat you badly, swear at you, you
know, you cannot wear a cross and because
we’re not veiled, they knew we were
Christians™#3

Cateqgory 1: Factors Affecting Wellbeing

Theoretical code 2: Applying for status

Focussed Codes | Initial Codes N of P’s | Examples of quotes to illustrate codes
with
initial
code

Loss of agency Facing [ “I had to flee my country, and without knowing

uncertainty

what the outcome will be, well, that makes
pressure” #1

“You don’t know whether you can stay or if its
time to go home. You don’t know where you
will be tomorrow. #2

“So | don’'t know whether | will be able to work
one day, but | don’t know’#4

“You don’t know how long your journey is
going to take and you don’t know where you
are going, that's hard”#7

“When you are a refugee, you can sleep
anywhere, ok here is a wagon, you can sleep
in a field"#6

Fearing being
sent home

“You are scared they might send you back ...
and for me that was really stressful” #1
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Feeling trapped
while awaiting a
decision

“When you go to the HO to apply, you can’t go
anywhere until the decision is made” #2

“You can’t go back home if you want to, they
tend to take so much time making the
decision and you can’t go anywhere outside
the UK"#2

“‘we had to wait for 7 years, my mum and |,
before we got the decision. Can you imagine?
Every day we were hoping the postman might
send us a letter from the HO.” #3

“At least if they could have given us a decision
we could have travelled... #3

“To be honest, life got a lot more difficult when
| came here, but now, |think if | went back
home, I'd be putting my children through
worse stuff all over again”#5

“just to go somewhere for a holiday and come
back feeling refreshed”#3

“In my country, when | was in my country,
during the whole year you will travel, |
travelled a lot with my family, to America, to
Cyprus, to Germany, many times. Each year
we would take just 7 days to holiday, to
unwind, we changed our lives for that time, it
makes a good way to feel better. Here, we
cannot do that, we cannot travel, the
money.”#9

Feeling passive

“We had to do as they said, and there were no
guarantees”#3

Having no status

“That is where the problem started, my
partner lied to me about having status, so |
didn’'t have status, so my life started, all the
problems started then”#8

“Its like throwing people into a lions den. How
can you let someone in and then forget about
them for 10 years? How do you think they can
survive? A lot of refugees | have heard, have
killed themselves because of all this"#10

Loss of authority

Being disbelieved
and not

“The pressure comes when you are talking to
someone and they don’t seem to believe you,
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understood

that can cause stress” #1

“l could not believe that she didn’t believe me,
the doctor, | told her my problems and she
said | was faking, it was terrible, | didn’t know
what | could do then and it made me feel
worse"#7

“My husband died while | was here and |
couldn’t go to his family, well, you see, people
back home, they don’t understand what is
happening here”#10

Having to prove
you are telling the
truth

“you are really trying to prove to them [HO]
that this is something that is happening.” #1

Perceiving
injustice

Perceiving people
as faking MH
problems for
immigration
purposes and
doctors not
recognising this

‘I know some people, one | saw, who came
every Tuesday to collect fresh food here,
when she came here she got a walking stick,
but if you see her another day she doesn’t
have it and she come here and say oh I'm
sick, 'm sick, 'm that, many things, but if you
see her in the stress she would look ok and
fine. And the doctors, | can’t believe that can’t
see who is sick and who is ok’#6

“For some people, for so many reasons, they
want to be sick or mental, they don’t want to
be working in this country, they don’t want to
go back to their home country even when they
have had a refusal. You need to follow who is
really sick and who is not’#7

Struggling to
cope with HO
interviews

“The most stressful was the home office ...
you know, these interviews, everything under
pressure, its just too much, you know”. #1
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Category 1: Factors Affecting Wellbeing

Theoretical Code 3: Facing barriers

Focussed
Codes

Initial Codes

N of P’s
with
initial
code

Examples of quotes to illustrate codes

Loss of role

Being unable
to work

“You are not allowed to work, to do this and that. Home
office.” #2

“I'think the career is the most important. Because if
someone has a good job, everything, he will feel
satisfied and this will improve the mental health, it’s all
about a person achieving results in life.”#3

“‘my hopes were destroyed when | came here. |
couldn’t work in my profession, so this affected me”#3

“and there is no jobs, so you have to be at home™#4
“I could not work and | became homeless™#5

“If you are not able to work to survive — well, that's why
people kill themselves, you can't find your way, you
can’t survive, you can'’t get food to your children, that’s
what makes people mental’#7

“This is the problem. Here | am not working and it puts
me down. In my country | was busy from morning, you
see the light going small, you return home, around 6 or
7. Here | have nothing to do, no job, nothing to do. Just
sitting. Doing the housework, the whole day, | was
really very depressed. Because you see, | was really
active before — from doing work all day to nothing. The
most important thing in my life, well, it was finished. |
used to get up at 5 or 6, not sleep in the afternoon,
continue to 10 or 11 o clock. This was my life.””#9

“I got even more depressed with the situation, because
you know how degrading it is — because | used to work
for myself, | used to do my thing, | was living a good, |
mean, | don’t want to say we were rich or something,
no, we had a good life. But then to come here and to
have to start begging for things, | didn’t even have a
bus fare, it was just ... so ... [ don’t know. | got even
more and more depressed”#10

Losing
professional

“Then | was a dentist. | had my career. | was seen as a
dentist. But here | am not a dentist. | am not
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identity in the

recognised as a dentist. My career is not recognised. |

community can’t get a job. This is affecting me.”#3
“because work is health, good health. If you are
working, being productive, you are doing things to your
society, you are feeling good about yourself, this is
mental health’#3
“Well, in my country, | was a useful woman — working,
now | have no role, nothing to offer.#9.
Facing Wanting a “They should give us an opportunity. They should take
barriers to | chance to advantage of our experience, just a little bit of training
finding new | reclaim and we will prove that we are competent.”#3
employment | professional
identity

Facing barriers

‘I was met with regulations about converting the

to finding degree into a recognised UK one, but there were lots
employment of obstacles, exams, and er ... funding... | had not
training, no tutors.”#3
“I could not work and | became homeless and |
couldn’t even find food to feed my children’#5
Feeling [ “lts easier for men. Life if easier for men here, because
disadvantaged they can find a job more easily. Because every job
by being prefers a man really. If you go to work in a shop you
female need men, because there is lots of lifting, and violence

from drunks — there is lifting, so men are more busy
and that helps them.” #3

Category 1: Factors Affecting Wellbeing

Theoretical code 4: Adjusting to life in the UK

Focussed | Initial Codes | N of P’s | Examples of quotes to illustrate codes
Codes with
initial
code
Worrying as | Feeling loss I “I'had to leave my two children behind, yeah, | had to
a mother and guilt for leave my two children behind with my aunt, yeah, so
leaving since then, I've been trying to bring my children over,
children but its been difficult, that is what affects me a lot, its to
behind in think that my other children are still back home and I'm

home country

here. We are not a complete family” #4




Feeling Il “Everything that affects their life depends on me, its

responsibility really tough, just the thought that they are all by

for children themselves. #4
“You blame yourself for putting the children through all
that’#5

Constantly Ml “You have the constant worry”#2

worrying about

children “I think its worse here (UK) for me because of the fact
that | have to live without my children, | think that’s the
worst part. Yeah."#4
“I think the women suffer the most, because they have
to do the looking after a lot, and even, | think that a
woman plays a big role in the child’s life. They have to
look after the children, even though the man is there,
but the main role for the woman is to look after the
children and it makes you worry a lot actually, you
worry a lot.”#4

Doubting the Il “You think, have | made the right decision, or have |

decision to made a mistake #2

bring children
to UK

‘Il don’t know if I've done the right thing for me children,
so | feel tired, i feel weak, my mind wanders”#5

Worrying
about children
because of
leaving them in
home country

“if you have left them you think you have to go back to
them, and you can’t think. Its difficult to think, yeah.”

Perceiving that
own problems

“If you are depressed, the child tends to be depressed.
The mother is feeling quite lonely, and the child knows

will become it when she comes home; the mother is not smiling,
children’s she is just depressed’#2
problems
“they would say to me, mummy, if you are sad, then
we are sad. And that was so difficult for me.”#5
Being unable I “l couldn’t even find food to feed my children.”#5
to provide for . ) _ _
children “They said they were going to put my children into

case, so |would just get very depressed™#5

“you see, my daughter is 10 now, and | was scared
that they would take my child from me, when | didn’t
have shelter of my own for them, and my worry was it
was making it worse for my son”#5
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Losing Missing Il “You are missing your relatives, your parents, and
social relatives trying to adjust” #1
power
“You know, sometimes | feel to cry, you know, here, no
family, no sisters, no cousins” #6
Being isolated | lllI “if you are in a new country with no friends, its hard” #1
/ lonely in the _
UK “I| felt isolated”#3
“its just well, everywhere you go its just people you
don’t know, people you’ve never seen before. Its so
hard.”#6
“They all run away from me, they just leave me in the
hospital, | don’t understand anything, | don’t have
anyone, I'm just there with blood on my body in the
hospital, alone’#8
Having I “You can'’t just go out and, you can go out — but not like
responsibility all the time, yes. And well, or maybe meet up with a
in the home group of friends outside. You always have to be doing
something at home#4
Facing new | Struggling with | 1l “because you know, where you come from your home
hurdles the UK climate country, that is very hot. And you just have this tiny thin

sweater or whatever, you are not prepared for the
coldness” #1

“The weather is so bad, you know, we are surrounded
by water’#3

“Its a very hilly area and it has affected my knee. In my
country, we don’t have hills, we don’t have steps at all.
This has affected me”#9

“You know trying to adjust to the weather, the food, no
friends. PAUSE. Yeah, all those things”#1

“This is the first time in my life | have had to take a bus
— | just didn’t go walking at home, but here, you run
after the bus and you run a lot"#9

“I'don’t really know all the vegetables here. Actually, in
my country each Friday, because it is a holiday, we go
to the market, make all the shopping, from the
supermarket and the market, chicken, everything. |
think, 1 had 3 fridges, | put all in the fridges and | will
divide for the whole week, the cooking for the whole
week. It was organised in my country. But here, | buy
the vegetables for two days, | put in the fridge — oh, its
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rotting, its all full of chemicals. | put something, you
know the green vegetable, oh, the taste is totally
different. Because our soil, it is very, well, you can
plant things anywhere in my country.”#9

“All of this, you find yourself in a different place, a
different community, different language, this is what
stops you, 100% you cannot find your life here at the
beginning”#9

Struggling with
language
barrier

“To start with the language”#6

“| suffered a lot when | came here because | couldn’t
understand anything. People would speak to me on the
telephone and | had to say, please, speak slowly —
because in the telephone they speak so fast. The lack
of language really put me down. They speak so very
fast. The GP too, and the receptionist in the GP, my
gosh”. #9

Experiencing
cultural
differences

“Difference is because in my country, if you know, or
don’t know someone who walks in the road, you can
say help — good morning, good afternoon, in my
country’#6

“Even the very close neighbour, said good morning,
she didn’t answer me, she didn’t reply, she didn’t even
look at me. My husband would say, why are you
repeating this, she hasn’t answered you — stop. But |
said, no, i will not stop, because this is our life, even
with my children in the house, its what we do, we say
good morning to each other. So |just continued. And
you know what — they have become amazing
neighbours! You would not believe. If she hasn’t seen
me for a day or two, she knocks on the door. She has
changed a lot. |think before she was scared — they
feel that foreigners are no good.”#9

Experiencing
racism

“Sometimes, the neighbours ask me, where did you
come from? They say go back to your country, why did
you come here?"#6

“You know, the receptionists in the GP are very bad,
they deal with the foreigners in a very bad way. They
deal with us totally differently to the local English
people. They are polite and nice to the English people,
answering their questions, telling them things. To us,
they don’t speak much at all, they just don’t offer
information.”#9




132

Adjusting to
systems

“In my country, you know, we just don’t have this
system, we don’t have a lot of letters or anything, no
one cares about you, if you have money you go to a
private hospital, this system here, it is all new, its a
new thing to learn and its not easy’#9

Diminishing | Losing status “Here, life is ok, but everything you have to do for
social and power yourself, especially in the house, you should clean,
status make the shopping, in my country, sorry to say — but
we have servants in the house, house people, they are
low in education, like this, they work as servants,
making ironing, cleaning the house, all things, you see,
everything. Here | have to do it all, 've never done this
before, really its a big change for me, it took me long
long time to learn how to do all these things™#9
Facing “l would say that shelter has been the worst thing that
destitution has affected me"#5
Feeling Believing that 0l “Drinking, mmm, PAUSE. Probably they do, quite a
disadvantag | men cope few of them (men) I'm sure, quite a few of them do that
ed on the through [ think.”
grounds of | drinking
gender “Lots of men tend to block out their depression by

drinking”#2

‘most men I've noticed, the way they deal with their
problems, is by drinking”#4

Believing that
coping with
destitution in
the UK is
easier for men
because they

“I think for a man, he doesn’t have to think about,
where I'm going to have to stay today. He can go to
parties or nightclubs for the rest of the night and then
take a shower somewhere else, maybe in town, and he
is always having the backpack, so he can go with the
friends” #2

have wider

social “being with their friends, lots of friends, and like

networks women, most women, they are always at home and
they don’t maybe they don’t have friends around. So |
think men are better in a way because they find things
to do, yes, and they make friends faster than
women’#4

Feeling Il “‘Men. They will take advantage of you because they

victimised by know you have nowhere to stay. They will pick up

men anyone who wants to go with them. So you are a

victim. And if you go there you know that ... (SHE




STOPS)#2

“Some of the men, you know, they will take advantage
of you. So i’d rather stay on my own until I'm through
this patch of not feeling good. | got hurt with my
children’s husband, so | fear it will happen again”#5

Cateqory 2: Experiencing Distress

Theoretical Code 1: Sabotaging the self

Focussed | Initial Codes | N of P’s | Examples of quotes to illustrate codes
Codes with

initial

code
Attacking Wanting to I “Its when people want to give up, maybe injure
the self harm self / yourself, or even commit suicide™#5

commit suicide

“‘Sometime | feel like | want to walk in the road
because I'm so stressed, angry, irritable, frustrated,
miserable actually”#5

“Sometimes | was walking on the road and | thought, if
a car crush me — that would be better off. People had
no idea what was going on inside, inside | wanted to
be gone forever so that these problems would go
away, no more pain. lts temporary life, everyone will go
anyway, so why wait? Why not go now? The home
office, they take everything, but the child — at that time,
instead of giving me the opportunity to bring my own
child up, but if | am away, if 1 go, dead, they then will
look after the child — he will be safe. If Im away, they
have to look after him."#8

“There was at time that |, well, when | wished to, well |
contemplated suicide. And | don’t remember what
stopped me, but | think it was God"#10

Isolating self

“l just used to sit in a small room” #1

“I think the more you stay at home indoors, | think it all
builds up and that’s when you start thinking, you think

about your country and how your life was, and it just, it
builds up, it builds up”#4

“Sometimes | didn’t want to go outside, | wanted to
stay at home because | was so upset’#6
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‘I was a shadow of myself. | wasn’t eating properly at
the time, | wasn’t doing anything. | was just sitting in
my house. | wasn’t eating.”#10

Blaming self Il “You start blaming yourself, with things you, you can’t
solve."#4

“l was going through a lot here as well and when he
died | was like, well, | ended up blaming myself
somehow. That | shouldn’t have come here, or maybe
that | should have gone back.”#9

Category 2: Experiencing Distress

Theoretical Code 2: Problem Saturated Thinking

Focussed | Initial Codes | N of P’s | Examples of quotes to illustrate codes
Codes with

initial
code
Thinking Being I “‘when you are all by yourself and you’'ve got all these
uncovering | consumed with things on your mind it eats you up inside and you can't
feelings problems stop thinking about it because it’s all in you™#4
Feeling angry | | “You get a lot of anger when you start thinking"#4
Crying Il “lused to just cry and cry, | could do nothing , | just sat

and cried all the time #5

“lused to cry a lot, when | thought about what was
going on | would cry and cry and cry, | feltill.”#8

Cateqory 2: Experiencing Distress

Theoretical category 3: Diminishing sense of self

Focussed | Initial Codes | N of P’s | Examples of quotes to illustrate codes
Codes with

initial
code
Being Feeling I ‘[ felt unsuccessful’#3
unable to unsuccessful _
cope “Everything changed for me when | came here. | used

to be a finance in the travel agency, the biggest one, |
was the chief account manager. We were working with,
you know, United Nations, international organisations, |
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mainly worked with these people. Here now, | have
nothing but housework to do — this is very difficult for
me, | feel like | am not a manager anymore, like | am
not the success | was”#9

Feeling out of
kilter

“Its as if you were swimming against the flow”#3
“Everything is changed, everything different’#6

‘I had no idea what was happening, where | was going,
where | was even, like it had all been turned upside
down, | couldn’t concentrate on anything, | didn’t know
where | was.”#8

“From November till February, my depression got
really bad, because everything was all upside down. |
didn’'t know, | don’t know what was happening — just
everything in my life had changed”. #9

“When | look back, sometimes | laugh, | laugh,
because I'm like, how did | manage/ Because
sometimes | would walk like a zombie. You know, |
would walk, and | didn’t know what | was doing. You
know | would go around and someone would say, oh, |
saw you in town and | would think, really — wow? How
did I get there? | was really, well, my mind was really
gone’#10

Cateqgory 2: Experiencing Distress

Theoretical category 4: Changing experiences

Focussed | Initial Codes | N of P’s | Examples of quotes to illustrate codes
Codes with
initial
code
Behaving Being unable Il “I couldn’t sleep, could never sleep, restless” #1
differently to sleep
“You can't sleep”
Feeling tired Il “Tired.”#1
“It wears me. It wears you out”#3
Changing Having mixed | Il “All I had was these mixed feelings” #1
feelings feelings

“Crying, or laughing, when there is nothing to laugh
about™#5
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Becoming [ “Just depressed.” #1
depressed _ )
“Depressed every time because when you think about
it you think maybe the home office will come and take
me somewhere.” #2
“‘when you are off your mind, you have depression”#5
Having low “Just low self-esteem” #1
self-esteem
Comparing | Finding MH I ‘I think it wasn'’t stress. It wasn'’t as bad as when | got
experience | worse in UK here | think. If kind of got worse here.” #1
of MH compared with .
difficulty in | home country “Maybe you were having problems back home, but
home then you come here and things get worse’#2

country with
UK

Category 3: Coping with Stressors

Theoretical Code 1: Avoiding

Focussed | Initial Codes | N of P’s | Examples of quotes to illustrate codes
Codes with
initial
code
Escaping Forgetting I “You know, just forgetting about it really, forgetting
thoughts about about the whole case. #1
about problems with
stressors HO “l was still coping because | would tell myself, no —

they will give me my papers, things will be ok, let me
just hold on a bit.”#10

Forgetting Il “You know, | wasn't thinking about the situation. You
about know, | wasn't thinking about things. | just stayed back
problems from from thinking, this is what has happened. | gradually
the past, by forgot about it"#4
degrees

“I'try to just ignore it"#7
Avoiding the “if it comes too much, because sometimes it's too
problem much, | try to have a lie down in the afternoon. When |
through wake up then I've recharged my batteries and | feel
sleeping refreshed. Sometimes | even say to my kids lets go to

sleep, let’s go to sleep for 20 minutes. And we all
sleep. And then we just get on.”
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Evacuating | Self- “lused to drink and smoke a lot to ease depression™#5
from the medicating

mind

Keeping Being active to | IlI “I kept myself busy, looking after my mum”#3

busy divert attention

from problems

“Iwould go for a walk in the park to ease stress, you
know, get out of the house, keep busy’#5

“I tried to be busy. | became busy, | let my life get busy
— not thinking a lot"#9

Cateqory 3: Coping with Stressors

Theoretical Code 2: Utilising Social Resources

Focussed | Initial Codes | N of P’s | Examples of quotes to illustrate codes
Codes with
initial
code
Talking to Talking to I “talking to family back home, on the phone, it helps”
others in family in home
social country
network
Talking to “You call someone, maybe a friend, and you talk and
friends talk” #2
Coping I “Or a relative, if you have a relative™#2
through talking
to family, if
family
available
Socialising Il “To socialise with others who also have something
with others wrong. You can talk to them and see that there is

who have the
same problem

someone else who is in the same situation as you.
Maybe it can help you to know that other people have
the same experience. And then you will see that ‘| am
not alone — there is someone else who is in the same
situation” #2

“it helps if you can meet up with people that have
similar problems because then you can find er, a
solution#4

Talking to
people you

“I think you would only tell the people you trust and
those who are close to you. Because otherwise if you
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trust: keeping
private

just tell anybody, you don’t know whether that people
will go talking about you, or go and tell someone else
or start laughing at you at the end of the day. “#4

‘I don’t feel comfortable discussing my MH with my
friends, its hard for me to trust people”#4

“You have to be careful who you trust, just be careful
who you trust, just don’t go trusting everybody, you
don’t know whether a person is happy with you or
not"#4

Offering
support to
others

Helping others

“l always try to help someone else, not just to think of
my problems, but to be of use. Yes, you know, it helps
me to be strong to help someone else, encouraging
someone else stops me thinking about my own
problems and it stops me thinking 'm alone with my
problems. I think it helps to set an example of how to
be strong”#5

“I'try now to help other people it they have problems,
together we can solve each other’s problems, because
I know how it is to be poor, | know what its like, so |
can help someone else and | think it makes me feel
better in myself, if | can help another’#7

Cateqory 3: Coping with Stressors

Theoretical Code 3: Utilising personal and spiritual resources

Focussed | Initial Codes | N of P’s | Examples of quotes to illustrate codes
Codes with

initial

code
Drawing Finding own I “Just finding my own way. That’s what | did.” #1
from way to
personal manage
resources problems

Not being able

“‘How do I manage? Um, it just happens. Laughs.”#8

to identify

method of ‘I can’t tell you that — | don’t know myself. | don’t know.
coping Laughs'#10

Using inner I ‘I think what makes me strong is that I've, I've been the

head of the house for, since | was very young. So I've




resources learned to deal with difficult situations™#4
“l'am strong. | know | can cope with things™#5
Accepting the | | “l've just learned to accept, that's the way it is,
situation although | won't stop trying, yes, | won't stop trying. #4
Drawing Having faith [ “Now I've got church as well, praying, it helps.”#1
from
spiritual “We have great faith in God and he always works the
resources best for people. He turns bad things into good things,

we believe. What you think of as bad, he might have
thought it was the best for you at that time”#3

‘l'am a Christian, but I think, | pray, and | don'’t just
give up. | always know that even when times are
difficult, they will pass and there will be something
better. There is a reason for everything in life.” #4

“l would pray, then and even now, prayer has helped
me to feel stronger. It gives me a little joy within me.
Helps me go on another day’#5

‘I have kept hoping and praying and saying to myself,
if ’'m at rock bottom, then it has to get better from
here”#5

“I had faith, my bible, when these thoughts came to me
I would go to my bible and read and it calmed me
down.”#8

“All | can say is maybe just the grace of God that saw
me through. Otherwise, | don’t think | could do it
myself’#10

“she asked me one time if | was Christian and | said
yes and she would tell em about it, sometimes she
would give me a bible, or maybe bring me some
gospel music, she even brought a small radio, gospel
music, and she would make sure that | was playing it
all the time, if she was on duty she would keep on are
you listening? You know, if it was playing, it would
make me feel better, because it was consoling, make
me well.”#10




Cateqory 2: Coping with Stressors

14C

Theoretical Code 4: Remembering the self

Focussed
Codes

Initial Codes

N of P’s
with
initial
code

Examples of quotes to illustrate codes

Thinking
about past
life

Remembering
home country
traditions and
language

“‘when you hear someone speak your language, you
just have to go and say hello, maybe on the bus or
something, it just feels so good to know that you are
not the only one here and to hear the sound that you
know so well, its really good to speak together’#3

“for me it was important to be able to speak to people
in my mother tongue, it made me remember who | am,
it made it easier for me to try and keep on going’#5

“I like it because we together made a small community
and we try to live in some way like we did at home, this
helps me a lot. So if you have something you need in
the house and you go and you say to your neighbour
may you help me, then they just have to help because
they are from your country, your tradition, and that
helps, it helps a lot that one. You remember where you
are from and it makes it feel a bit better"#7

“She talked to me about things at home. She would
say a lot of things. She would bring me things. “#10

Choosing to
deal with past
problems

“I think for some people, their experiences maybe they
might have had, you know, let’s say you were raped,
you were captured, kept in captivity, or whatever, those
kind of experiences, | think yeah, might not just go
away, then you would have to be dealing with them,
trying to think about them”

Cateqgory 2: Coping with Stressors

Theoretical Code 5: Reaching a coping threshold

Focussed | Initial Codes | N of P’s | Examples of quotes to illustrate codes
Codes with
initial
code
Being Reaching a 1] “After some time, | just couldn’t handle the pressure
unable to coping
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manage

threshold

any more, the home office situation” #1

“I couldn’t take it anymore, it took it for about a year, |
stayed there for a year and | thought, | can’t take it
anymore” #8

“l was still coping at that time, until |1 got a phone call
one day saying my husband was killed in a car
accident. Then everything went — and | couldn’t
cope”#10

MODEL 2: THE ENGAGEMENT PROCESS

Cateqgory 1: Being Signposted

Theoretical Code 1: Liaising with Lawyer

Focussed | Initial Codes | N of P’s | Examples of quotes to illustrate codes
Codes with
initial
code
Being Feeling [ ‘I could, because | had a lawyer, | had to you know
channelled | alliance with discuss what this was doing to me and um, that's when
to GP by lawyer | was diagnosed with depression, yeah.”
lawyer
“l didn’t call a doctor. Then, | think, because | had a
lawyer on my side, the lawyer organised everything for
me” #1
Accepting I “They (lawyers) transferred me to, or ‘referred’ me to a

lawyers advice

doctor” #1
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Theoretical Code 2: Social network encouraging engaging

Focussed
Codes

Initial Codes

N of P’s
with
initial
code

Examples of quotes to illustrate codes

Hearing from

Finding out about

“A friend told me about this place, she said you

friends charity support can come here for food, clothing, shoes,
group via word of advocacy, for help with the HO."#5
mouth ,
‘I heard a lady in the park, she was speaking my
language, and she told me about this project and
she said, try to come there, its a very good
community, you know. So | went there and you
know, slowly, slowly, | met other people™#6
Being signposted | “They said, go to the GP, make an appointment
to GP by friends and explain everything, tell him what is happening
in your home country.”#6
“friends would say you have to go the GP, so |
went’#7
Receiving Being introduced | | “l was introduced to some groups, support
introductions | to groups groups, where you could meet up with other

people that also had depression.”#4

Cateqory 2: Seeking Support

Theoretical Code 1: Looking for support for physical health

Focussed Initial Codes N of Examples of quotes to illustrate codes
Codes P’s
with
initial
code
Looking for Wanting I “It was mainly that | needed help (from GP) for my
help with practical help children, my son was sick and | needed to be able
physical and with children to shelter them™#5
practical
issues
Requesting I ‘I went to the police station, | said, look at me, |
police help with have a child, i don’t have status, my partner has
destitution taken everything, | don’t have rent, where should |




go?’#8

Telephoning for
support finding
shelter

“They (the police) gave me places to call, numbers
to call, so | called these places, | didn't know what
they were, but | needed help, | needed a place to
stay, for me and my child to stay, so | called these
places”#8

“I tried phoning them (NAS), asking them — where
do you want me to go? You know | don’t have
anywhere and you say that | should go to my home
country, but they didn’t give me ticket money — how
could | go back?’#10

“l was standing out there, with my bags, | didn’t
know where to go. That's when | phoned them (HO)
and said, look, you haven’t even given me a ticket,
where do you want me to go?"#10

Finding support
online for
domestic
violence

‘I went to the internet and | found it, the domestic
violence refuge for women. One of my friends had a
computer so | went and said, let me see what help |
can get. lwent and saw a number for women who
have survived domestic violence. | rang them and
explained the situation. They said, yes, we are
ready for you. At last, someone could hear me"#8

Making contact
with GP

Visiting GP for
health reasons

“When | came here | was pregnant, and | had my
baby, and then unfortunately my baby died when he
was three months old. That's when my GP asked
me and they referred me to mental health’#4

“l'only went to the GP because | was worried about
my son’s health, and he looked at me and he said
he was worried about me."#6

“Iwent to the GP because of my son’s health and
the GP spoke to me and he said | needed
counselling”#5

“Originally, | went to the GP for health, | mean
physical health, that was why | went there at
first.”#8

“| started having these terrible headaches so | went
to see my GP"#10
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Theoretical Code 2: Looking for support for mental health

Focussed Codes | Initial Codes Nof P’s Examples of quotes to illustrate codes
with initial
code
Visiting the GP Wanting a I “lwent to my GP and | said, Ineed a
for mental health | counselling counsellor, | need help™#8

reasons

intervention

Wanting help with
mental health
issues

“I'had real practical problems, so I thought if |
see a counsellor, maybe they can get me a
social services or community group or
something’#5

“I try to be strong, but sometimes | need help
to be stronger’#5

“l explained my situation because | didn’t
know where to go and what to do"#6

Cateqgory 3: Motivating factors for engaging

Theoretical Code 1: Feeling well informed

Focussed Codes | Initial Codes Nof P’s | Examples of quotes to illustrate codes

with

initial

code
Receiving Receiving Il “the doctor, he explained to me what services
sufficient information they offer and the information that he was

information from
GP

about services

going to give me, and | think most of it was
helpful’#4

“She gave me a very good idea about where to
go, what to do. Because sometimes | didn’t
want to go outside, | wanted to stay at home
because | was so upset’#6
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Cateqgory 3: Motivating factors for engaging

Theoretical Code 2: Hoping for status

Focussed Codes

Initial Codes

N of P’s
with
initial
code

Examples of quotes to illustrate codes

Finding benefits
in MH service
engagement

Believing that
MH treatment
may support
case for asylum

“Iwasn’t worried that the home office, in fact,
whatever boosted my case, if the doctor decided
that | was you know, needing more treatment or
needing more care, that this would affect my
case as well. That maybe the home office would
have worried about that.”

Category 3: Motivating factors for engaging

Theoretical Code 3: Mistrust of traditional healers

Focussed Initial Codes N of Examples of quotes to illustrate codes
Codes P’s

with

initial

code
Wantingto | Feeling ambivalent | | “One will help you, but another one is bad. You can
try a new about the benefits spend lots of money and say, ok, you will feel good
approach of traditional if you do this, or that, but then ... nothing.” #2

doctors in home
country

“They give you something that they take from
outside their house. They tell you its medicine and
they charge you a lot of money for it. And they do
not want you to go to a doctor, they say you will
have to take pills for the rest of your life. But its
better to try to find out what the real doctor is saying,
the traditional one, | think he doesn’t really know” #2

Identifying beliefs
that depression
stems from
witchcraft

“Normally it would be someone who casts a spell on
you if you suffer from mental health illness. If you
have lots of depression, they will say someone has
cast a spell on you. Me, | don’t know about this. |
think it has to be another way.”#2
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Category 4: De-motivating factors contributing to non-engagement

Theoretical Code 1: Fearing exposure

Focussed Initial Codes N of Examples of quotes to illustrate codes
Codes P’s

with

initial

code
Negative Fearing identity I “Some doctors, or some nurses will tell your
perceptions being exposed friends or your relatives that you have this
about problem, and maybe this is someone who you

confidentiality

did not tell about the problem. The doctor just
says, ‘do you know so and so has this
problem’. Then you lose trust for the doctors”
#2

“If its written in your notes, your GP notes, its
not nice”#3

“The nurses call your friend because they knew
them, and they said, ‘so and so is here
because of that and that™ #2

Worrying about
being
recognised

Feeling exposed by
attending

“When you go to the clinic then everyone can
see that you are going somewhere for MH.
Someone could see you entering there. And if
the place is for these people only, then when
you go in, you might want to look around to
check that no one is seeing you entering there.”
#2

Worrying about
meeting someone
who knows you

“When you go inside there to the service,
maybe you will meet someone you know there.
Whether she is in the same situations and she
didn’t tell you she is in the same situation,
maybe she was hiding that, so when you meet
her, she feels uncomfortable meeting you
there. And you as well, you are not comfortable
seeing someone you know in the same clinic.”
#2

Concerns about
immigration
status

Fearing immigration
issues being
discussed and
affecting health care
opportunities

| was scared about discussing my immigration
situation in case it affected my NHS ability’#5
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Worrying that a “You worry the doctor will do something like,
doctor will ask you lots of questions, like —do you have a
interrogate about right to be here, things like that, something you
HO situation don’t know."#2
“They might ask you things you do not wish to
disclose about your life in this country” #2
Wondering whether | | “All, 1 know is this doctor, well, | don’t know
GP is connected what kind of information she got from the home
with HO office in a way”
Wanting to Keeping problems I “I think its something, yeah, that you would
preserve privacy | to self and family in keep private, until it gets worse and you know,
home country maybe your family, they start worrying, that’s
when you talk about it”

Category 4: De-motivating factors contributing to non-engagement

Theoretical Code 2: Anticipating being misunderstood

Focussed Initial Codes N of P’s | Examples of quotes to illustrate
Codes with codes

initial

code
Doubting Perceiving that doctors do | | “If you talk to the doctors, the doctors
doctors ability to | not understand the real do not understand. He understands
understand issues behind MH ok, you have this depression that is

problems

caused by this or that. #2

Perceiving that someone
with shared experience
understands better than a
doctor

I “It is better to hear from someone who
really knows what is happening.
Someone who has had a similar
experience” #2
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Category 4: De-motivating factors contributing to non-engagement

Theoretical Code 3: Not knowing

Focussed
Codes

Initial Codes

N of
P’s
with
initial
code

Examples of quotes to illustrate codes

Being
uninformed

Not knowing the
system

“for somebody who is new in the country, its very
difficult to get information™#2

“‘maybe some of them don’t know how to access
them, or don’t have information about mental
health services #4

“I think not knowing where the service is, because
um, unless you talk to someone, and then they
advise you, or refer you” #4

“Unless someone does that, or goes and talk to a
GP and tell them what they are experiencing, then
they won'’t know anything about mental health. |
think its getting more information, because, not
everyone would go to a GP and talk about what
they are going through, or their problems. They
think maybe going to a G is just because you are
sick.” #4

“When | came here, | was not the first from my
country, other people, friends had already come
here, so I'd contact them, speak on the phone and
they would say, you have to go the GP and |
would say, what's the GP? They would tell me, so
| went there.”#7

“You know, the receptionist, she was terrible — |
said to her, 'm sorry 1 do not understand this like
you, | see the description, telling me to tick a box,
but I didn’t know what this means, | didn’t know
that you have to tick a box, she was very angry
with me. | said to her, I'm a foreigner, I'm not an
English speaker, just give me one minute, to
explain this to me, it won't take a lot of time for
you.”#9

Expecting
things to

Time in the UK
impacting on
understanding of MH

You are in a new country, you just think, maybe
its normal, because | have just come into a new
country, yes — some people might think its normal
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change coping / seeking to have stress or depression, but it will go away
support once | have sorted out my situation. Once I just,
you know, get used to it.”
Feeling Not knowing what to | IllI (on visiting doctor) “l had no idea what to expect’
unsure expect #1

(on taking medication) “It was unexpected.
Something new” #1

“I didn’t know what help the GP would be"#5

“No | didn’t know anything about GPs, no one
advises you.”#9

“(on social worker support) | didn’t know what to
expect because this is a new thing for me"#9

Category 4: De-motivating factors contributing to non-engagement

Theoretical Code 4: Avoiding shame

Focussed Initial Codes N of Examples of quotes to illustrate codes
Codes P’s
with
initial
code
Being Identifying shame I “In our culture it is not preferred’#3
dissuaded by | as a cultural barrier
dominant “In our culture, this would mean you are mad. lts
cultural not like here, its a different mentality. t means
discourse they are mad and they don't like to be looked at

as this, its shameful.”#3

“If a women gets stuck — she feels depressed, but
she doesn’t want to go to a service because
people will think she is mad and they will look at
her with shame”#3

“In my country, it is shameful to say you are
depressed. People will say you are crazy.”#9

Identifying cultural
barriers to talking
to professionals
about problems

“I think most people from Africa, | don’t know
others, its not easy for them to open up and tell
people what they are going through. They rather
stay with everything in them. Yeah. #4

“if you just keep quiet, no one will know what you
are going through, so | think once, unless they talk
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to somebody or more information is given about
MH services, then they feel, you now,
uncomfortable to go and talk to someone™#4

“He did ask me what was stressing me and |
couldn’t tell him. I was going through eviction and
all that, but 1 didn’t say’#5

Having to be a
strong women

“Talking from a cultural thing, you know, 'm
thinking women, because from the way we are
raised up, its like, women are meant to be strong,
that’s the way it is. So i think that might also
contribute to women not seeking help. Because
as an African woman, you know, you are meant to
be strong. You know, you are meant to handle
problems”

Cateqory 4: De-motivating factors contributing to hon-engagement

Theoretical Code 5: Differing perceptions of self

Focussed
Codes

Initial Codes

N of
P’s
with
initial
code

Examples of quotes to illustrate codes

Preserving the

Being too proud

“I'think it might be that some other people might

public self to seek help not want to take that route because they are too
image proud to accept that they might need help.”
Avoiding help Disassociating I “I think the term mental health, in a way, you know
to protect from being um, talking from my background, it might you

personal sense
of self

labelled crazy

know, maybe in this country it seems normal. But
where | come from, the term mental health, you
know is just, somehow you just, the thing that
comes first in my mind is maybe 'm going
crazy'#4

“No one took tablets for depression in my home
country. Something like depression, you would not
even hear the word in my country’#8

“In our country, only mad people seek
psychiatrists. Only the mad ones, doing things that
are funny. Nobody goes to a psychiatrist because
of depression”#3
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Cateqgory 5: Deriving benefits

Theoretical code 1: Benefiting from medication

Focussed Initial Codes | N of Examples of quotes to illustrate codes
Codes P’s with
initial
code
Perceiving Feeling Il ‘I was prescribed depression pills, which 'm still
medication as | benefits from taking now”#4
helpful medication

“Ithought | would try the tablets because | knew
what | was going through. And when I tried, it
helped me, because at that time, my son was a
baby, and so they, the tablets, they helped me get
back to sleep, and then when | went off to sleep,
he could sleep. It helped me to calm down #8

Cateqory 5: Deriving benefits

Theoretical code 2: Feeling listened to

Focussed Codes | Initial Codes N of Examples of quotes to illustrate codes

P’s

with

initial

code
Valuing being Appreciating [l “Um, | would say, just talking about it. Talking
abletotalkto a | being able to talk about the feelings | had, it just helped ... | think
professional ( when you talk about things, maybe your
counsellor) emotions, you feel like you, if you opened up to

somebody, it helps talking to somebody.” #1

“When you talk it out, it gives you that ... well, you
feel comfortable” #2

“You need lots of counselling and support™#2

“When you get counselling, maybe every week or
month, you know that you are stress free for that
moment. You have someone to talk to when you
have the actual problem. That person is like a
relief” #2

“When you talk to someone then it all comes out
and you feel much better’#4

“It was good, it was counselling at the GP. They
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didn’t come often, they would give you an
appointment date and they would meet you
there, one time in two weeks and you could just
talk with them, she helped, we talked about
things, my life in England, she would give me
advice, talk to me. | think if 'd gone on with the
counselling, I'd not have needed medication, but
I moved city, so it had to stop”#8

Believing
counselling is
better than only
using medication

“Counselling is better than only taking tablets”#2

Benefitting from
follow up care

“Just to catch up. To find out how | was feeling
and whether | was better, or whether there was
something else they could off me. Yeah, just
knowing that there si someone out there who can
listen to you and who can help you going through
what you are going through”#4

Valuing the
privacy of home
visits

“they even came to my house sometimes when |
couldn’t come to the office. They came to my
house and er someone would call me and find
out if lam ok. And ask me if am doing anything
and that | should just, encourage me, not to keep
to myself all the time, and maybe go out more,
meet up with people more. #4

“The thing that really helped me to keep alive |
think | could say was that the lady, she came to
my house to visit me, you know, just to check on
me, to see how | was doing, how | was getting
on, that was really a big help.”#3

“She visited me every week, she came to my
home, that was the best thing of all. If she didn’t
come she would send someone else. She was
amazing. It helped me to know someone was
really there for me and because she came to my
home, | was free, no one to listen, no one to
judge me or to talk about me, just me and her.”#8




Cateqgory 5: Deriving benefits

Theoretical code 3: Feeling understood

Focussed Initial Codes N of Examples of quotes to illustrate codes
Codes P’s

with

initial

code
Feeling Deriving benefit | | “It was some sheets, with, he would say how you,
understood from use of you should write down how you were feeling at the
during monitoring time, or if you were hearing voices, you know, or
assessment sheets when you start thinking of something, when you start

worrying” #2
Being I “I got one social worker who understood life. She

understood by
social worker

was amazing. She doesn’t think about the
paperwork she is doing, she thinks about what | am
going through, she thought about protecting my son.
You always get one person who is good. To help
me, to help the child, thats what she did. She was
amazing, she really understood what | needed, she
understood me. It felt so good and it really saved my
life, she saved my life that one woman. She sat
down and listened to me, she didn’t go with the
status”#8

Category 5: Deriving benef

its

Theoretical code 4: Increasing social network

Focussed Initial Codes N of P’'s | Examples of quotes to illustrate codes
Codes with

initial

code
Benefiting Knowing you are I “knowing that you are not alone...”
from group not alone
contact

Knowing others
are worse than
you

“...that there are also other people that have worse
depression than you #4

“‘when you sit and talk to a group of people and find
out that they have all got more on them than you,
then everything lightens up”#4

“it helps to see when others are worse off than you,
to know you are not the only one going through

certain difficulties, | mean, to know that people get
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through worse”#5

Finding different
solutions to
problems by being
in a similar group

“It helps if you meet up with people that have
similar problems, because then you can find er, a
solution, mmm, yeah, you can try and find a
solution. And maybe try different things”#4

Deriving benefit
from social
contact

“when | started coming here, | found that you can
just sit with friends, and just talk, have a laugh and
that can really ease stress, you can talk about
problems, share the problems, |think that helped
me a lot.”#5

“When | come here, | feel 'm in a family, for me
[the director] is like a second mum, if God asked
me to give her a year from my life, | would give it to
her, how she helped me all the time, she looked
after me as if | was her daughter, or her child. #6

“I come here three times a week and if you go out
you are more like, comfortable, you know, you meet
new people, different people from different
countries, you know, talk to them”#6

Category 5: Deriving benefits

Theoretical code 5: Feeling supported

Focussed Initial Codes N of Examples of quotes to illustrate codes
Codes P’s

with

initial

code
Valuing Receiving “they (NGO) have helped a lot. When | got problems
practical support in HO with the HO, you know for the papers, they tried to
support from | application phone them to explain about my family, my children,
NGOs my husband, they explained how we can’t go back

home and you know, the mental state”#6
Receiving I “they (NGO) were helping me financially sometimes,

practical and
financial support

they helped me do a lot of things that | couldn’t do
on my own. Because at first | couldn’t register with
the GP because they were asking me for things |
didn’t have. They helped me with that. They also
helped me if | needed, well, like if | needed bus
fares, they helped me with a lot of things”#10




15¢

Valuing
counsellor
input

Learning that
there are ways to
think differently
about situations

“It really helped a lot to know that, you know, its not
just the problems that you have all the time, there
can be a solution, even if you can't solve it, but there
are ways to avoid thinking a lot and being stressed
all the time™#4

Cateqory 6: Feeling dissatisfied

Theoretical Code 1: Experiencing negative consequences with medication

Focussed Initial Codes N of Examples of quotes to illustrate codes
Codes P’s
with
initial
code
Perceiving Feeling worse [ “They seemed to make me worse actually. | was just
medication as | with medication tired.” #1
unhelpful

“I think they make it worse™#3

“I felt so much worse with the tablets, | couldn’t do
anything, | was just this thing, | was not me, it was
really bad with those tablets™#5

“The tablets were terrible, they really made me
suffer, tablets just kill you, they kill you, totally"#6

“I found that when |took the tablets | got more sick,
more angry #7

“After a while, with the tablets, although they helped
me at first, it made me feel drowsy, so feeding time
for my baby, it would run late, yes. Sometimes | had
to change the nappies, it would run late, it really took
a long time to do the nappy, because | would need
to go to bed, I was really sleepy from those
tablets.”#8

“They made me feel worse”#9

Feeling
ambivalent
about
medication

“‘well, the tablets on themselves, well, they helped in
away that |... although I ... still felt sleepy, but |
wasn’t thinking, yeah, thinking about my situation, it
kind of got blocked out. So | was like this baby”

“Well, it was on and off and still because | would
think, what’s the point? Sometimes | would wake up
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and think maybe these tablets can help me get back
my old self, but other days | would think, 1 don’t want
anything, | don’t want to see anyone or do anything,

i would close the windows, until, when | would wake
up and maybe feel a bit letter so | would say, ok, let

me take my tablets. So it was like that.”#10

Holding Anticipating Il “if you have to live with a tablet everyday, its not

negative being on ok™#2

perceptions of | medication for o _

medication long periods I think they make it worse, because you can get
addicted to tablets™#3
“l just imagine being this person just surviving on
tablets without anything to look forward to. You're
just this floppy thing. Then you know, you could go
on for 5 years like that”.
“If you are taking tablets for MH, its a lifetime”#2

Rejecting 1l “Mental health is not about taking a pill” #2

solution

medication as a

‘I don’t believe in medication™#3
“l just threw the tablets out’#7

“l took them for 10 days, then | stopped because it
made me feel tired"#9

“l just couldn’t see any reason why | had to you
know, go on with them (medication)”

“l was thinking, like, well, what’s the point? | will take
them and then things will still be the same.”#10

Cateqgory 6: Feeling dissatisfied

Theoretical Code 2: Wanting increased interaction

Focussed Initial Codes N of Examples of quotes to illustrate codes
Codes P’s

with

initial

code
Finding Wanting a 11l “She didn'’t offer any solutions. She just listened. She
counselling counsellor to didn’t interfere or anything and she didn’t offer any
unhelpful do more than solutions™#3

listen

“l'only know about counselling, which, but, they don’t
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offer you any solutions to your problems. They just hear
you. So what is the use of it ?”#3

“the person doesn'’t say anything, they are just listening
to you, and you don’t know whether, you know, how to
feel, so maybe if there was better counselling, | don’t
know.”#4

“counselling is OK, but really the help | needed was
practical, word is comforting, but action is what is
important’#5

“Counselling didn’t help because... well, it was like, |
never got any solutions. You know, sometimes, when
you are in that situation, you want someone to give you
something you can hold onto... | mean, the counsellor
would just sit and listen to me. | don’t blame them, thats
how they do it, but at that time you want someone who

can just reach out and tell you, no — do it this way,
things are going to be better if you do it that way’#10

Category 6: Feeling dissatisfied

Theoretical code 3: Having unmet needs

Focussed Codes

Initial Codes

N of P’s
with
initial
code

Examples of quotes to illustrate codes

Experiencing
insufficient
practical support

Perceiving hospital
support as unhelpful

“The only people that could have helped,
at the hospital, but they weren’t much
help”#3

Perceiving social support
interventions as unable
to help with overcoming
internal issues

“I'mean, you can go to any woman’s
group and talk to people there, but you
need someone to really help you
overcome what is inside you. Just sitting
with women and talking isn’t really
helpful#3

Feeling passive

Receiving medication
from GP without
understanding it

“lwas prescribed medicine. Anti-
depression or something.” #1

“She said you need to take some tablets
because your mind is gone, | thought
maybe she was right, because she was
a GP, a doctor, she had finished lots of
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school’#7

Receiving diagnosis

Il “l was diagnosed with depression, yeah
. all I got was a letter” #1

‘I was happy that you know, that the
professionals would diagnose whatever
it was, because by then I think, | didn’t
know anything about it. All [ had was
these mixed feelings” #1

Not having a choice

Il “I had to go and see the doctor and she
prescribed em the anti-depressants and |
just started taking them” #1

“I have to take lots of tablets, it's very
frustrating”#4

Cateqgory 6: Feeling dissatisfied

Theoretical code 4: Feeling uncared for

Feeling
ignored

Not being | IllI
followed

up

“I think that even when | stopped taking the tablets she didn't realise
that | had stopped coming, maybe | should phone my patient, write
to her, to find out why she has stopped.”#3

“They are not interested in whether you follow what it said on the

packets”#4

“the doctors do not know what is really happening to you#2

“They didn’t care about this. Just, he gave me the tablets and when |
went the next time he told me to come after 2 months and they sent
a letter for me and | went there and he asked how | feel, | said ok, he
just like — well, | mean, he didn’t say — how is your life.”#8

Category 6: Feeling dissatisfied

Theoretical code 5: Facing difficulty making use of services

Focussed Initial Codes Nof P’s | Examples of quotes to illustrate codes
Codes with
initial
code
Being Being unable to I “He asked me many questions and | was really not
unable to articulate problems interested in anything. | became, you see, | was




connect

to GP

fed up of everything, | could not speak.”#9

“At first 1 didn’t want to tell him, but with the way he
was acting, because he was really worried, |
ended up telling him.”#10

Struggling to find
the words to
express the
difficulty

“l don’'t know how | can describe it... | don’t know
how to describe the feeling | had.” #1

“Fm just like happy for 20 minutes, and the rest is
just, I don’t know what it is. Whether its maybe the
responsibility, or maybe, its um, | don’t know. |
don’t know what it is, but yeah.”#5

Category 7: Disengaqing

Theoretical code 1: Rejecting services

Focussed Codes | Initial N of P’s | Examples of quotes to illustrate codes
Codes with
initial
code
Leaving with Stopping Il “l just stopped going to the GP. | just stopped, yeah. It

disappointment contact

with GP

wasn’t helping, the GP wasn’t interested in me”#1

“It was awful, going to the GP was like going to war,
she said | was pretending just to get a passport, i said
—look, | already have a passport, she said a lot of
things and | said | was going to complain, | went to the
deputy of the local area and | complained. | got a new
GP” #7

Cateqgory 7: Disengaging

Theoretical code 2: Wanting to progress

Focussed | Initial Codes N of Examples of quotes to illustrate codes
Codes P’s with

initial

code
Feeling Wanting to Il “It will go away, but its also up to me, to, to try and face
ready recover it every day until it goes away.”#8

independently
“ljust felt it in me, | just wanted to see how | would get
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along without seeing them. And | have been fine."#4

Feeling like a
burden

“Iremember one time, one person, it was a doctor, he
came in, he was just, well, Imean, | only saw him once
in that place, | never saw him again. He just walked in,
just looked at me, didn’t greet me, just looked at my
notes, then just wrote something down, he asked me,
‘have you taken your tablets, how do you feel?’. | told
him, but | was talking slowly. He said ma’am, | am
talking to you, how do you feel today. | said, Itold you —
'm not feeling better. And then he just walked out. It
made me feel like, you know like | was bothering
people, like | was a burden, because | was already
feeling that way, because | was going around to people
saying | need money for this and that, I just felt | was
bothering everyone, burdening them.”#10

Cateqgory 7: Disengaging

Theoretical code 3: Feeling unable to connect

Focussed | Initial Codes N of P’'s | Examples of quotes to illustrate codes
Codes with

initial

code

Facing difficulties
again when the
intervention is over

“Of course, you would have company, but still then,
when you walk back home, you are going to be
alone.

Struggling to
express the real
situation

“sometimes | would just keep quiet and not tell the
counsellor anything, because it would get to me as
well. You know, at the time, |thought to myself,
actually, something has to be done ... I felt the
counsellor was not helping.”




Category 8: Deciding to Cope
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Theoretical code: Drawing on personal and social resources

Focussed Initial Codes Nof P’s | Examples of quotes to illustrate codes
Codes with

initial

code
Fostering Instinctively [ “Trying to provide for the children#1

resilience as a
mother

supporting children

“I'think as a mother you have this internal
instinct whereby you wanna provide for your
kids"#2

“I have decided to be a mother and a father to
my children”#5

“now I have children, and | have to do
something for them. They have to grow up, |
have to give them an education.

“All that 1 do, | am doing for my son, just to
support him, that is my duty, it is my life, | have
to try to make everything ok for him, | have to
support him to grow.”#8

Having to stay
strong

“Trying to be strong again for the children”

‘I had to try and make myself smile for them,
just for them, even when there was nothing left
in me, I had to smile. 1 do that using strength,
faith and hope.”#5

“well, I said to myself, | am a mum, there for
someone, holding someone’s life, and he was
innocent, and so | thought, let me help myself,
so | can help him."#8

Gaining
strength
through
children

Being together with
children

“You've got your kids with you. So whatever
happens, you are all together. That’s probably
the main beneficial thing.”

Feeling stronger
from being with
family unit

“you are not worrying about your kids — if you
had left them, you are all together and that
makes you feel more strong, you have to go
one for this” #9




Category 9: Recovery
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Theoretical code 1: Utilising personal resilience

Focussed Initial Codes N of Examples of quotes to illustrate codes
Codes P’s
with
initial
code
Regaining Taking control Il “You know, | got over my situation” #1
agency
“ljust thought, let me manage by myself’#7
Exercising Being strong ‘I don’t know what else could have happened to me,
resilience but | was strong enough to fight. I might have gone
mad or something otherwise#3
Focussing on “I'don’t focus on the problem, or the situation,
positives because it is there. | just have to try to, you know, try
to see what is good in my life and let that make me
step on’#4
Believing in Following GP “Iwent to my GP and said to him | need a counsellor,
self advice to not and he looked at me and he said no — you don’t
pursue need it. | actually thought at the time, no — I really
medication or need it. | was having depression tablets before and i
counselling wanted to ask for more and he said no — think about
the little one. So later, | thought, maybe what he is
saying is right. If | take those depression tablets, it
will make me feel ... low, and | won'’t be able to take
care of the little one in the way that | want. So | said,
maybe he is right, let me go with what the doctor is
saying and make myself strong and help the little
one.” #8
Taking Recovering step | llI “Slowly slowly, | started to get my life back, just one
sequential by step thing then one thing"#6
steps to : . o
recovery “it was just slowly, slowly, | did it little, little and that

was possible for me.”#5

“| started step by step, that is how | did it, step and
then step, thats all.”#9

“I'd say I've found myself, but not 100%... now at
least | can do things the way | want to, when | want
to, but emotionally of course, well, maybe I'm still
healing, | don’t know, thats why | think the papers
didn’t help. All in all, I haven’t gone back to my own
self.  haven’'t gone back to that old me. But of
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course, 'm better now, 'm far much better than what
| was. But there are times when | feel down, but even
when | feel down, | don’t go back to the bad
place.”#10

Prioritising steps
to recovery

“The music helped, singing the gospel, and then
reading the bible too, | would say after that the
counselling was helpful, but the last was medication,
medication last. That was the order of things."#8

Category 9: Recovery

Theoretical code 2: Increasing social network

Focussed Initial Codes N of P’s | Examples of quotes to illustrate codes
Codes with
initial
code
Growing Being joined by Il “I'think by then | had a family. My sister joined.

stronger through
relationships

family/ forming a
family network

My sister in law joined us.”#1

“you know. She was there and it helped me to
know what to do. | just used to sit in a small room,
and it was better when she was there.”#1

“Iwas surrounded by people who loved me, my
family was there for me” #2

Receiving
support from
friends

“l also have some friends and | sometimes call
one of them and | talk and talk’#2

Connecting with
home
community

“in my opinion, it is better to go to communities,
like to be with other people from my country, they
can help you with simple things because of the
language, like how to find the GP and the post
office and all these things, its a big help
actually’#7

Increasing
language
aptitude

Increasing ability
to engage
socially

“Slowly, slowly, I went to English classes, and |
started to, to do something”#6

“| started to learn English and this really made a
big difference, a big big difference, | could start to
do things for myself’#7

“The first thing | did was that | started to go out to
English lessons, this was a good idea for me #9
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Sharing with
family and
friends

Being
understood

“Family or friends already know you have this
problem, so she will be obviously there for you.”
#2

Category 9: Recovery

Theoretical code 3: Awaiting recovery

Focussed Initial Codes N of P’s Examples of quotes to illustrate codes
Codes with
initial
code
Hoping to Feeling I And you know, what | used to feel, I don’t know if I'll
re-find self hopeless about ever get that back again. | have changed totally. I no

full recovery

longer have that, you know, the way | used to feel
about life, | don’t know if 1 can ..."#10

Cateqory 9: Recovery

Theoretical code 4: Receiving status

Focussed Initial Codes N of Examples of quotes to illustrate codes
Codes P’s
with
initial
code
Impact of Feeling happy I “After a few years | got indefinite leave to remain
receiving about status here, | was so happy.”#6
status decision

culture

Internalising UK | Il

“if you, well, people they say that if you have been
here for a long time, then you become different. My
friends, they say | have changed, that am more
patient. People say, you are different now — shame —
you just put up with this crying of your children, its
say, it ok, things are different. “#7

“When | came to this country, | educated myself, |
know more now, | have benefited from this
country’#8

Having more
rights in UK
than in home

Here, you have more rights, in my country you have
no rights at all, you may have enough money to go

the university, but still you will not get a place,
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country

because the government, they keep their family
there. Here, you feel more comfortable, more
yourself. In other countries, you can’'t even find water
to drink.

Not feeling
happy about
status

“Actually, | cried, | wasn’t even happy about it. |
asked myself, was it worth me going through all this?
Why did | have to go through all this? Why did | have
to lose myself because of this? So | wasn't really
happy. Some people scream and celebrate. But for
me, nothing has changed. 'm ok now, but there are
times when | sit down and | start thinking about all
those things that | went through, and it all comes
back.”#10

“the only difference is that for now, | can do what |
want to do, but that won'’t bring back what I've lost. |
lost so much n that process.”#10

Appreciating
benefits for
child

Feeling good
when child is
comfortable

“I feel comfortable — when my child has a place to
run about and | can see that he is safe and he is
well, then it makes me feel comfortable.” #8

Category 9: Recovery

Theoretical code 5: Finding meaningful activity

Focussed Initial N of Examples of quotes to illustrate codes
Codes Codes P’s with
initial
code
Finding Feeling Il “I'managed to get a job, which kept me going.” #1
employment | better with
work “‘when | got a job, things started to improve” #3
Facing reality | Comingto | Il “Well, this was just myself, | didn’t consider myself ill. This
terms with was all the things together putting me down. When you
reality realise that this is your life and you have to adapt for

everything, well, it took me time to do that. A lot of time to
believe that was my life.”#9

“Well, at first actually, | didn’t really take much notice of it,
when they told me | was like — these people, they must be
joking or something, its not possible, because | was still in
their accommodation. When they told me to leave their
accommodation, well, other people, they were saying, that’s
just what they do, relax. But on the day they kicked me out
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and locked the doors, that's when it all dawned on me — this
is really happening.”#10
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Appendix 6: Ethics Approval and Summary L etter
Ethics Approval has been removed from the electronic copy.

Summary L etter

Dr M.M. Callanan -

Chair of the Salomons Ethics Panel ]
Department of Applied Psychology I o

David Salomons Estate -

Broomhill Road

Southborough 15" July 2011
Tunbridge Wells

Kent

TN3 0TG

Dear Dr Callanan,

| am writing to provide a summary of my Major Research toghich you approved on 10 March
2010 and has now been completed.

Ten refugee women were interviewed. The data were aabdsplanned using Grounded Theory
and for quality assurance purposes, my identificati@odes and categories were presented to both
my supervisors and to a small group of participants tlaaid suggestions discussed until agreement
was achieved.

The analysis led to the construction of two theorktioalels. The first model is of refugee women’s
process of experiencing and coping with distress. Tdg#ehproposes that refugee women experience
distress arising from stressors experienced in the prpashanigration phase, with an emphasis on
the latter. The model indicates how women then gnaglange of coping strategies, up to a point
where they reach a coping threshold and feel they @donger manage. The second model applies
after this point as it considers the process of engageifias is a multi-factorial, dynamic model to
capture how women’s decisions about engaging were influenced at various stages in the process by

their culturally defined pre-conceptions and their eigpexres of mental health services in the UK.
Women’s main reason for engaging and continuing their engagement with servicas adviven by
desires for social and material demand satisfactionsituy concluded, from a Clinical Psychology
perspective, that therapeutic work with refugee womghtrdenefit from partnership between
mental health services and non-statutory refugee supgericies.

Please note that information sheets were amended to reflect that participants could ‘opt for’ a report.
Many thanks for your interest in my project.

Yours sincerely,

Trainee Clinical Psychologist

Salomons Campus at Tunbridge Wells, Canterbury ChristcGhuniversity
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Appendix 7: Coded | nterview Transcript

This has been removed from the electronic copy.
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