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Trauma and Crisis
 	Dulmus and Hilarski (2003) use the stress-trauma-crisis continuum to highlight the differences and relationships among these three terms. Stress, trauma, and crisis refer to an individual’s perception of an event. Both trauma and crisis are results of intense stressful situations. The level of personal distress experienced as related to individual’s perception of the situation may run along the continuum from perceived stress to perceived crisis. 
Trauma refers to the experience of an intense surge of anxiety as related to an external event that exceeds the individual’s ability to cope and to defend (Dulmus & Hilarski, 2003). A person in a state of trauma may experience helplessness, disconnection, powerlessness, fear and vulnerability. They may have physical symptoms such as hypertension, heart murmurs, headaches, and ulcers. There is a disruption in the psychic equilibrium, which alters the optimal levels of arousal (Dulmus & Hilarski, 2003). 
A person who is in a perceived crisis state experienced an event or situation as an intolerable difficulty has failed to cope to lessen the trauma through customary coping strategies, and has entered a state of disequilibrium (Dulmus & Hilarski, 2003). The individual may use pathological defense mechanisms to protect the self against the perceived peril. Unless the person obtains relief, the crisis has the potential to cause severe affective, behavioral and cognitive malfunctioning up to the point of instigating injurious or lethal behavior to oneself or others (James & Gilliland, 2017). 
Forced Displacement
According to the United Nations High Commissioner for Refugees (UNHCR) (2020), individuals who face forced displacement may include refugee, internally displaced people or asylum seekers. A refugee is someone who has been forced to leave their country to escape war, violence or persecution due to race, religion, nationality, political opinion or membership in a particular social group (UNHCR, 2020). An internally displaced person (IDP) is someone who has been forced to leave their home to escape internal strife or natural disaster, but stays within their country of origin (UNHCR, 2020). An asylum seeker is someone who leaves their own country and seeks sanctuary in another country due to well-founded fear of persecution in their home country (UNHCR, 2020). They apply for the right to be recognized as a refugee and receive legal protection and material assistance from their host country.
The world is experiencing a global refugee crisis (Marshall et al., 2016). Political crisis as well as economic necessities have driven increasing numbers of people away from their hometowns. Over the past decade, several major crises contributed to the massive displacement, and the numbers include people who were displaced multiple times. For example, the outbreak of the Syrian conflict early in the decade, which continues today, the conflict in Ukraine, the arrival of refugees and migrants in Europe by sea, internal displacement in Ethiopia, to name just a few (UNHCR, 2020). 
Currently, approximately 79.5 million individuals are estimated to be forcibly displaced with more than 25 million refugees, 45.7 million IDPs and 4.2 million asylum seekers (UNHCR, 2020). However, only a fraction of them have found a solution. Due to the chaotic conditions, the reported numbers of refugees in general are underestimate especially the reported numbers of refugee children and youth. Hence the refugee youths are also referred to as an invisible population (Marshall et al., 2016). About half of these refugees are minors and a large number are unaccompanied refugee minors as they are travelling without parents or other legal guardians (Mittendorfer-Rutz, et al., 2019). Some of these minors voluntarily travel alone while some are forced to travel alone because they are separated from parents or caregivers or their parents have passed away. Regardless of the reasons, they are extremely vulnerable to exploitation (Marshall et al., 2016). 
The circumstances that produce forced displaced individuals are sites of severe natural disaster, profound social turmoil, war, or even genocide (Miller et al., 2018). Apfelbaum (2000) commented that refugees are forced into a journey of uncertainty with little more than a suitcase filled with the artifacts of a stranded past, leaving behind homes, possessions, jobs, and loved ones. The forced uprooting not only means loss of their home but also failure of their long-standing commitments to struggles that had been their reason for existence. As a result, they may lose their identities back home and are thus unable to see the possibility to develop any new life projects, especially within foreign and alien environments (Apfelbaum, 2000). In addition, most refugees may also have experienced traumatic events, such as torture, sexual assault, family fragmentation, and even the death of loved ones (Miller et al., 2018). It is not surprising then that refugees and asylum seekers in general have been found to experience high levels of posttraumatic stress disorder, depression, and suicidal ideation and are around 10 times more likely to experience psychiatric disorders than the general population (Taylor et al., 2019).
Behavioral Health Issues/Symptomology
As a result of forced displacement and the associated traumatic events, individuals may experience significant impacts on their physical, psychological, social and spiritual well beings. Their lives are radically changed often by circumstances that are beyond their control such as natural disaster or war. By the time individuals are forcibly displaced, a majority of the refugees have experienced traumatic events such as genocide, imprisonment, violence, trauma of war, and loss of loved ones which make life intolerable (Vijayakumar, 2016). The process of displacement can involve hazardous journeys, separations, exposure to inhuman conditions, constant fear of being apprehended, and death (Vijaykumar, 2016). They struggle to meet their basic survival needs. In addition, researchers have begun to recognize that the postmigration difficulties the refugees encounter after resettlement can create stress and hopelessness which have profound impacts on their well-being (Miller et al, 2018). It has been found that the psychosocial stress that refugees experienced from postmigration difficulties may be stronger predictors of their emotional distress than exposure to trauma before or during the flight (Vijayakumar, 2016). Postmigration difficulties may include detention, discrimination, dispersal, destitution, denial of rights to health care or work lack of economic opportunity, significant social isolation, and language barriers. It is sometimes referred to as a grief process that comprises seven losses: family and friends, language, culture, homeland, status, contact with community, and exposure to physical risk (Vijayakumar, 2016).  
Studies of displaced and refugee population following World War II revealed that they experienced psychological effects such as apathy, psychic numbing, and aimlessness (Gonsalves, 1990).  A study of political refugees resulting from the partition of India and Pakistan in 1947 revealed three psychological effects of uprooting and emigration which include a sense of invulnerability, survival guilt, and high levels of aggression (Gonsalves, 1990). In an interview with 32 Chilean refugees who experienced detention and torture and subsequent exile in the US, Gonsalves (1990) found that victims of torture have been found to use primitive defenses such as denial and dissociation to protect themselves against the painful experiences. 
Spirituality, religion, and communication with a higher power are critical for most people to make sense of the traumatic circumstances that they are facing (James & Gilliland, 2017). Their previously held religious or spiritual beliefs are called into question or are even completely abandoned when facing traumatic events such as violence, bereavement, isolated from their faith community and unable to practice their religious rituals during the displacement journey (James & Gilliland, 2017).
Diagnosis, Treatment and Intervention Approaches
Nearly all refugees experience losses and many suffer from multiple traumatic experiences, which put them at a greater risk for mental illness. Fazel et al. (2012) conducted a study on serious mental disorders among 6743 refugees resettled in Western countries that revealed in adults a prevalence of 9% for PTSD and 5% for major depression. In children and adolescents, the prevalence of 11% for PTSD was shown. Comorbidity studies revealed 44% of those diagnosed with PTSD also had a diagnosis of major depression while 71% diagnosed with major depression had a diagnosis of PTSD. Other studies found that asylum seekers and refugees may present their psychological problems somatically (Van Ommeren et al., 2002).
Postmigration difficulties and the process of acculturation in a new society that forced displaced individuals encounter also put them at a greater risk of mental health problems. There is evidence suggesting that these postmigration factors have a significant effect to the development and perpetuation of mental disorders such as anxiety disorders, somatization disorders, and depression (Vijayakumar, 2016). Alcohol misuse is also common in the refugee population (Vijayakumar, 2016).
There is overwhelming evidence that being a refugee and an asylum seeker are directly and indirectly make up stressful and disturbing experiences. These experiences are closely related to suicide and self-harm (Vijayakumar, 2016). However, as Vijayakumar (2016) commented, there is limited information in the literature about suicide among refugees and asylum seekers. This could be due to a lack of reliable data, a lack of permission to study suicidal behavior among refugee due to political reason, limited access to official archives, and under-reporting of suicidal behavior. According to a review in 2010, the prevalence of suicidal behavior among refugees ranged from 3.4 to 34% (Vijayakumar, 2016). Studies of asylum seekers have shown there is also an increased rate of attempted and completed suicide compared with the general population, with differences in risk related to origin, gender, and age (Goosen et al., 2011).
With the increased suicidal rate among refugee, prevention and intervention to reduce suicidal behavior cannot be ignored. However, the suicide prevention that show promise in the general population may not be appropriate to the refugee because of different contexts within which these strategies have been implemented (Vijayakumar, 2016). Risk factors may not be the same and thus have implications in suicide prevention efforts. Assessment, prevention, strategies, and interventions should be culturally and contextually appropriate. According to Vijayakumar (2016), the “Inter-Agency Standing Committee (IASC) Guidelines for Mental Health and Psychological Support in Emergency Settings” is the most commonly used intervention guidelines among refugees in camps. However, these are general guidelines – they do not specifically address the reduction of suicidal behavior. The guidelines include providing counseling and emotional support upon arrival, relocation or repatriation; providing early education on the language and culture of the host country; providing for economic activity; ensuring communication and connections to the family, friends, and ethnic groups; and portraying the refugees in a positive framework through media effort. Mental health professionals should be culturally sensitive and should provide a compassionate and caring environment that allows refugees to express their suicidal thoughts and/or plans without fear of marginalization and stigmatization (Vijayakumar, 2016). 
Through interviews with 165 recently resettled refugees from Afghanistan, Iraq, and the Great Lakes Region of Africa, it was revealed that one of the primary and major destressing aspects of their resettlement experiences is family separation (Miller et al., 2018). Family separation plays an important role on the additional variance in depression/anxiety symptoms, PTSD symptoms, and psychological quality of life after controlling for overall trauma exposure. Refugees experienced family separation both as a premigration trauma and as an ongoing postmigration stressor (Vijayakumar, 2016). Thus, familial separation is a phenomenon that connects pre- and postmigration experiences and links in the unbearable past. Counselors working with refugees, aside from helping refugees to deal with the past traumatic experiences, ongoing stressors as related to family separation should be addressed. 
The associations between depression and traumatic experiences, stress, loss, and bereavement are well established (Slodnjak et al., 2002). Slodnjak et al. (2002) conducted a study on Bosnian refugee adolescents that indicated that this association is not inevitable. Compared with their Slovenian peers, the Bosnian refugees showed significantly lower rates of depressive symptomatology despite very high rates of posttraumatic stress symptoms. This study highlighted the potential positive influence from the refugees’ culture, the opportunity to share a common fate and life space in asylum with refugee peers, and the sense of security from the cohesion of the refugee community. The social support from the refugee peers can help them to cope (Slodnjak et al., 2002). Counselors working with refugees should consider helping them to develop a supportive network in the host country. 
Religion and spirituality can help individuals from the negative and emotional and physical state resulted from the disaster. Individuals’ strong faith, hope and spirituality staved off the depression and anxiety that was related to exposure of those who experienced 9/11 (James & Gilliland, 2017). Hence, counselors should be comfortable in allowing refugees to find healing and hope in their faith and spirituality.
According to Taylor et al. (2020), psychological resilience typically incorporates both the experience of stress or risk and positive achievement despite adversity. Research has shown that the development of resilience in refugees helps to adjust to their predicament and protects them from the negative effects of trauma (Taylor et al., 2020).  Resilience further helps to reduce symptoms of depression and emotional problems and anxiety and posttraumatic stress disorder. There is also potential for posttraumatic growth (PTG) among some refugees and asylum seekers. Some of the factors that contribute to the likelihood of PTG in refugees and asylum seekers include an attitude of hope and cognitive coping; participation in counseling/psychotherapeutic treatment and religion/faith-based practices; social support; access to community and legal services, an altruistic attitude, and social acknowledgment (Taylor et al., 2020). 
Hussain and Bhushan (2011) examined posttraumatic stress and PTG among 226 Tibetan refugees across two generations. This study has indicated that refugees may also thrive or grow out of their traumatic encounters and PTG can be an important therapeutic goal. Therapists may act as facilitators in the process of unfolding of PTG by encouraging active cognitive processing such as schema revising, meaning making, and engaging in positive cognitive coping strategies such as positive refocusing and planning. Hussain and Bhushan (2011) suggested that refugee trauma is a collective phenomenon. In considering the social and religious factors that contribute to PTG, psychosocial intervention at the community level should be integrated for promoting mental health and psychological and social growth of the community. Psychosocial intervention at the collective level may include activities such as developing self-help groups, re-establishing cultural and religious activities, re-establishing schooling, and encouraging common interests and productive activities in the community among others (Hussain & Bhushan, 2011).
Treatment and Intervention Strategies Begins 48 Hours Versus After 2 Years 
During the immediate aftermath of forced displacement, individuals exposed to life-threatening situations are often in need of practical assistance such as food, shelter, and medical care, connecting with their friends and families if they were separated, as well as immediate emotional and psychological support (Akoury-Dirani et al., 2015). Psychological First Aid (PFA) is considered the chief approach in early mental health crisis interventions to promote coping and adaptation to immediate circumstances in order to improve the potential for long-term adjustment and better future life outcomes (Akoury-Dirani et al, 2015). 
Individuals who face forced displacement, due to the associated traumatic experiences, may also suffer from peritraumatic stress symptoms. Treatment may include providing basic psychoeducation about the psychological process occurring within them as a start to developing coping skills and in regaining emotional and cognitive control (James & Gilliland, 2017). 
 	Aside from meeting the refugees’ basic needs, therapists’ provision of anticipatory guidance designed to prepare families for the hardships of exile could be helpful (Gonsalves, 1990). One focus for such efforts might be the disruption in family roles or role reversal. Wives may need to take on new responsibilities for the welfare of the family and may be forced to be more assertive. Interventions may also include helping children enrolled in outreach programs in school to address their special needs or helping single people to establish support systems to help overcome their alienation and loneliness (Gonsalves, 1990).
Treatments that commenced two years after the arrival of forcibly displaced individuals would highly depend on individuals’ needs. Research indicated that some refugees experienced PTG while others still suffered from various mental health issues (Hussain & Bhushan, 2011). For individuals who suffered from PTSD, high efficacy treatment approaches for PTSD such as prolonged exposure therapy, cognitive processing therapy, and traumatic focused cognitive behavior therapy can be used (Blackenship, 2017). However, counselors should be aware that individuals’ persistent mental health issues can also be caused by postmigration difficulties that they are currently facing and should be addressed accordingly.      
Treatment During Both Phases
James and Gilliland (2016) commented that treatment during the immediate aftermath of a crisis focuses on helping individuals to stabilize and restore psychological equilibrium. Depending on individuals’ needs and problems, counselors may offer emotional support, and access to prayer room, food, shelter, medical care to alleviate the crisis symptoms in the current environment. Crisis workers may utilize brief and structured therapeutic interventions to reduce trauma-related symptoms. Lane et al. (2016) utilized narrative methodology in trauma treatment with Haiti earthquake survivors. The study indicated that a brief narrative-based trauma treatment that is culturally based might be effective for relief of symptomatology associated with natural disasters and provide longer-term recovery for disaster communities.
Treatment provided during the later phase focused on the underlying causes of the individuals’ emotional health and the associated problems. Therapists used a variety of techniques to systemically affect a wide array of short-term and long-term gain toward fulfilling individuals’ total functioning needs across work, academic, and social environment (James & Gilliland, 2017). 
Western culture traditionally values confession and sharing distress. Angel et al. (2001), in a study of refugee children from the Dinka tribe of southern Sudan, described how boys raised as shepherds from an early age are taught to repress fear and distress. Mozambicans similarly use forgetting as their normative way of coping. Thus, disclosure may have different consequences in different cultural settings. In contexts where disclosure is encouraged, it is likely to increase support and emotional involvement for the victim. However, in context where disclosure is discouraged, it may evoke contempt and hostility (Angel et al, 2001). Mental health interventions using a working-through approach need to adapt to the context in which they are to be implemented.
Regardless of when the treatment is commenced, cultural competence should be considered both at the individual and at the institutional level. At the institutional level, access and availability to care, the use of qualified interpreters or cultural brokers, and culturally appropriate structures such as food and room for prayer should be provided (Sundvall et al., 2018). Counselors must have an awareness and understanding of the refugees’ language and socioeconomic class differences, their collective worldview, their perception of help and healing, and the importance of religion and spirituality in their lives (Dass-Brailsford, 2008). This cultural expertise and knowledge allow therapists to provide psychological services to refugees so that the meaning of their circumstances can be reframed in the context of survival and the resiliency of the human spirit.
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