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ABSTRACT

A survey of available literature on mental health status of
refugees and immigrants has indicated that this population is at
risk for anxiety and depression. The aim of the present study was
to identify pre- and post-migratory factors related to self-
reported symptoms of anxiety and depression and to investigate
differences in psychological functioning among migrants in New
Zealand. Goldlust and Richmond's (1974) multivariate model of the
immigrant adaptation process, Sluzki's (1986) model of the
migratory process and Murphy's (1977) circumstances of migration
were tested. 129 Indochinese refugees, 57 Pacific Island
immigrants and 63 British immigrants to New Zealand were
surveyed. A questionnaire and the Hopkins Symptom Checklist-25
(HSCL-25), in English and in three Indochinese translations, were
administered face-to-face. All respondents were over 18 years of
age and had arrived in New Zealand within the last 15 years. The
findings suggested that post-migratory factors distinguish
between refugees and immigrants and were related to levels of
depression and anxiety. Pre-migratory characteristics were not
associated with symptom levels. The study confirmed that
circumstances of migration (Murphy, 1977) affect symptom levels.
However, Sluzki's (1986) model of the migratory process tended to
be contradicted, as refugees and immigrants did not experience a
symptom free period in New Zealand. Goldlust and Richmond's
multivariate model was generally confirmed. Recommendations for
future research and the practical implications of the study were

discussed.
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CHAPTER 1

REFUGEES AND VOLUNTARY
IMMIGRANTS

INTRODUCTION

Immigration has been and remains an essential element in New
Zealand's development. It has contributed significantly to economic
growth and prosperity, it has presented new challenges for society
and it has created pressures for social change.

However, it has been a common observation in many parts of the
world that the immigrant's mental health status varies from that
of the non- immigrant (Garza-Guerrero, 1974; Cochrane, Hashmi, &
Stopes-Roe, 1977). Furthermore, it has been stated in overseas
literature, that refugees have more mental health problems than
voluntary immigrants (Lin, Tazuma, & Masuda, 1979; Cohon, 1981).

To date no systematic attempt has been made in New Zealand to
study the psychological effects of the migration and resettlement
of immigrants and the effects of past trauma and persecution of
refugees. On the whole examination of immigrants’' mental health

and psychological functioning in New Zealand has been neglected.

This study compares the mental health of three groups of
immigrants who have arrived and settled in New Zealand within the
last 15 years. These groups are the Indochinese refugees (from
Vietnam, Kampuchea and Laos), the Pacific Island immigrants

(Tongans, Fijians and Samoans) and the British immigrants. For an



account of some historical background of these three groups see
Appendix A.

For the purposes of the present study terms such as 'mental health’,
'refugee' and 'immigrant' need to be defined.

The concept of 'mental health' is generally used to designate a
person who is functioning at a high level of behavioural and
emotional adjustment, rather than one who is simply not mentally
ill (Reber, 1985). For example, Fromm (1941) defined people as
normal or healthy if they were able to fulfil their social roles.
However, a satisfactory conceptual definition is difficult to find
and for the purposes of this report mental health is operationally
defined as a certain range of scores on an anxiety and depression
scale. On the basis of previous empirically determined validity and
reliability, it is assumed that such a scale reflects, accurately, a
person's level of psychological functioning.

In the present study the distinction between refugee and
immigrant, as described by Kunz (1973) in his kinetic model of
flight, has been adopted. The key to the model is the idea of 'push'.
Refugees are described as being 'pushed out of' their home country
and so the reasons for migration are 'push forces'. On the other hand
voluntary immigrants are described as being 'pulled away from'
their homelands. They are responding to pull forces of the host
country, they are attracted by opportunities, such as a better living
standard or better job opportunities and education and they have
the choice of returning to their countries of origin.

In spite of the fact that many Pacific Islanders in New Zealand have
considerable decision-making power, many feel 'pushed out' of their
country of origin because of lack of economic resources and

educational facilities. Consequently, the term ‘'semi-voluntary




migrant' might be more appropriate. Likewise, wives of British
immigrants might not always be as voluntary as the term implies
since much depends on the subjective experience of the individual
immigrant (David, 1969). Thus, it is difficult to distinguish clearly
between the migrants who migrate voluntarily and those who do

not.

Such problems are beyond the scope of this study. Here, the term
'refugee’ has been applied to the Indochinese, who have been
registered with the United Nations High Commissioner for Refugees
before arrival, while Pacific Islanders and British migrants are
considered voluntary immigrants.

The present study was carried out in Palmerston North and in

Wellington.



IMMIGRATION IN NEW ZEALAND

In New Zealand, the Maori people established themselves as the
Tangata Whenua ('the people of the land') after migrating from
countries in the Pacific. Following them, in the last 200 years,
immigrants from European countries, particularly from Great
Britain, have changed the ethnic balance and altered the culture and
customs of New Zealand. More recently, the balance has been
altered once more with migratory movements from the South
Pacific and by refugees from all over the world, particularly from
South East Asia.

As the success or failure of settling immigrants and refugees in
New Zealand depends in part on official attitudes, immigration
policies and settlement programmes, all these factors need to be
outlined.

In the 19th century immigration to New Zealand was largely
unrestricted in recognition of the fact that the country depended on
immigrants for its economic development and growth. ‘Since then
immigration policy has become more controlled and selective in
response to changing circumstances and foreign policy aims. The
objectives in the 20th century have always fallen into two main
categories: those serving specific national interests, such as
providing needed staff resources for industrial and economic
development, and those of a humanitarian nature, such as family
reunification and acceptance of refugees (Department of Labour,
1986a).



Most immigrants to New Zealand provide the needed staff resources
and enter either on occupational grounds, offering skills on the
current Occupational Priority List, or provide skills which it is not
practicable to develop in New Zealand. These immigrants have been
personally interviewed by staff at New Zealand overseas posts and
they have had to demonstrate English language ability, good health,
a steady work record, recognisable qualifications, and good
employment skills. The New Zealand government's main concern is
to ensure that an immigrant or his family is in a position on arrival
in New Zealand to secure adequate accommodation without recourse
to government assistance. That will be determined principally by
the income of the breadwinner and the amount of capital the
individual or the family has available to transfer to New Zealand.

Therefore the majority of immigrants are a select group who speak
English, have a specific job and are often helped by their employers
with travel expenses, housing and settlement in New Zealand. They
generally have a reasonable economic basis, their knowledge of
English is adequate and they enjoy a cultural affinity that helps

them manage the transition.

The case is different for immigrants coming to New Zealand as part
of family reunification programmes, or for immigrants who have no
skills and have therefore to accept low paid labouring jobs. This
applies mainly to South Pacific Islanders who have been admitted
to New Zealand by bilateral agreements between their home
government and the New Zealand government. They have to meet
normal immigration requirements relating to age, health, character
and erﬁployment, but they are not restricted to the list of skills on

the current Occupational Priority List. The governments of Fiji,



Tonga, Tuvalu and Kiribati have individual arrangements with New
Zealand, particularly regarding work schemes with fixed lengths of
stay. All of these people are subject to a quota system (Department
of Labour, 1986D).

A very high proportion of these immigrants have no skills and come
from a very different cultural background, with little or no
knowledge of English. Most of them have low incomes and face
accommodation problems but some at least have the support and

assistance of family members already in New Zealand (Trlin, 1986).

Limited numbers of people have been allowed to migrate to New
Zealand on humanitarian grounds. Apart from family reunification,
this section of the immigration policy applies mainly to refugees.
The government acknowledges its preference for people who can
adapt quickly to New Zealand, and it takes into account any
previous contacts the refugees may have had with New Zealand
through friends or relatives.

Since 1944 New Zealand has accepted refugees from various
countries in Europe, Asia, South America and Uganda. Refugee
schemes are considered by the government of New Zealand in
response to requests from the United Nations High Commissioner
for Refugees (UNHCR) and following consultations with the Inter-
Church Commission on Immigration and Refugee Resettlement
(ICCl). The ICCI was set up on the initiative of the National Council
of Churches and became the co-ordinator for all religious and
secular agencies concerned with refugee resettlement in New
Zealand (Fitzgerald, 1982).

The main government assistance to refugees has been the

establishment of the Mangere Refugee Hostel in 1979. In its first



two years of operation, refugees stayed there for a maximum of
four weeks. Apart from medical check-ups, English is taught
intensively during this time. Since 1981 the period of residence at
the Hostel has been extended to six weeks (C. Hawley, personal
communication, September 3, 1987).

The TAP (now called ACCESS) courses for unemployed immigrants
and refugees have been valuable in helping migrants to settle.
Skills training is emphasised as much as English language
acquisition.

In most Western countries nearly all funding for the resettlement
of refugees comes from the government and, therefore, the
taxpayers of these countries share the costs (Wright, 1981;
Neuwirth & Clark, 1981). New Zealand is an exception in that
sponsors are mainly responsible for the settlement of the refugees.
These sponsors are volunteers and come predominantly from New
Zealand's active church people who either individually or as a
group, assist the refugees in arranging accommodation and

employment and offer support and friendship (Farmer, 1985).

For the large numbers of refugees coming to New Zealand as to any
other country, migration is not a voluntary, planned or organized
action from their point of view. It is in most cases, a forced and
hasty flight into a country of first asylum. They have had to
abandon all their material possessions and personal documents and
many are likely to have lost family members, had dangerous
journeys, or have spent months if not years of uncertainty in
refugee camps. Eventually they have come into an environment in
which the language and culture is totally alien to them.

Furthermore, before coming to New Zealand they would have had to



sign a statement acknowledging the possibility that their
occupational qualifications would- not be recognized (Farmer,
1985). The process of settling in New Zealand under these

conditions could be considerably prolonged.

Because of its geographical location and its island position, New
Zealand has had the advantage over other countries of receiving
mainly the 'quota-refugees' whose arrival is legal and organized
(Paludan, 1981). Between 1944-1952 New Zealand accepted a total
of 4582 refugees from Europe and since 1975 (the fall of Saigon)
New Zealand has made annual decisions on how many Indochinese
refugees it is able to settle. The number accepted has remained
steady over the last few years at around 650 per annum (Hawley,
1986). There are now about 20,000 refugees from all over the
world living in New Zealand (C. Hawley, personal communication,
September 3, 1987).

Whatever the reason for the departure from the country of origin
and however well disposed the newcomers may be to New Zealand,
they are likely to have varying degrees of difficulties in
adjustment.

The evidence that there is an association between migration, health
status and mental health has come from medical doctors, mental
health professionals, sociologists, economists and administrators.

This evidence is discussed in the next chapter.



CHAPTER 2

LITERATURE REVYIEW

MIGRATION AND HEALTH

The migrant's health is affected by both the geographical and
climatic changes in the environment and by cultural and
psychological factors. Seguin (1956) demonstrated in his studies of
Peruvian Indians, how both physical and emotional functioning can
be altered by migration, and that attention has to be paid to their
interactive effects. The Indians moved from the mountains at
13,000 ft altitude to sea level in Lima. They exchanged the close
family, clan and community life in the primitive villages of the
agricultural highlands for the struggle for survival necessary in the
industrial coastal city. Language and landscape, as well as a whole
way of life, separated the highland Indians from the coastal people.
The resulting physiological disorganization was attributed to the
descent from high altitudes. The migrant Indians were unable to do
as much strenuous work as they had done before and seemed to have
less resistance to illness, especially respiratory problems. After
three to four months on the coast, chemical and physiological
deviation from normal standards remained. Other somatic
symptoms involved cardiovascular or gastro- intestinal systems,
plus anxiety and depression. Seguin (1956) claimed that the reduced
functioning and the resulting illness might reasonably be
interpreted as emotionally as well as physically induced. This

interactive effect of the psychological and physical factors on the
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health of the migrant has received considerable attention and
recognition. However, most researchers have concentrated on the
physical aspects which are more easily identified, measured and
recorded.

Migration influences health directly at the biological level via
dietary changes, differences of local pathogens, lack of appropriate
immunity and through the risk of accidents in the new situation.
Climatic factors, altitude, air pollution, humidity, temperature,
amount of solar and other irradiation and intercurrent disease can
all influence the health of the migrant directly and indirectly
through food, air and skin and possibly in other ways (Hull, 1979).
The social-psychological effects may influence health indirectly
via the physiological effects of stress which affect the immunity
to endogenous and exogenous infections, and by hastening systems

failure in chronic disease (Scotch, 1963).

A body of overseas literature states that migrants, both between
countries and between social and cultural groups are more at risk
than the local population of coronary heart disease, hypertension,
and cancer at certain sites, as well as other diseases (Morris,
1959; Stamler, Kjelsberg, & Hall, 1960; Scotch, 1963; Syme,
Hyman, & Enterline, 1964). Catanzaro and Moser (1982) reported on
the high prevalence of medical disorders among the Indochinese
community in the San Diego area of the United States. The health
problems included tuberculosis, depression, anaemia, intestinal

parasites, malnutrition and hepatitis.

In New Zealand there has been considerable concern that foreign

born immigrant employees have more days off work because of ill
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health, than New Zealand born employees. It has also been noted
that a high proportion of the immigrants left their workplace after
a few months and returned to their country of origin (McNaughton et
al., 1983). Thus, several researchers have investigated the
relationship between immigration and the general health of the
immigrant population, and overseas findings have been largely
confirmed in the New Zealand context. Such conditions as, for
example, coronary and hypertensive heart disease, diabetes, high
blood pressure and ulcers have been associated with immigration
(Prior, 1986). An early study by Eastcott (1956) revealed a high
rate of lung cancer among British immigrants, an observation that
was later confirmed by Heenan (1976) in his examination of
respiratory disease mortality among birthplace groups in New
Zealand.

A great deal of emphasis has been placed on the effect c>_f
immigration on the health of Polynesian immigrants and all studies
(Sutherland, et al., 1984; Jackson, Beaglehole, Rea & Sutherland,
1982) report very high rates of diabetes and asthma -- among the
highest in the world. Since 1967, Prior (1986) has collected
medical data from a total of 4,300 Tokelaun adults and children
resident in Tokelau and New Zealand in order to explore the health
consequences of the different life style and dietary changes. He
found in his longitudinal study that blood pressure and the
incidence of diabetes and asthma had increased significantly for
Tokelauns living in New Zealand, and so confirmed earlier results.
The morbidity rate of British born European immigrants to New
Zealand, the most significant immigrant group (52% of the New
Zealand resident immigrant population), has been examined Dby

McNaughton et al. (1983). He and his colleagues concluded that, for
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all investigated diagnostic classes, the admission rates for British
born European immigrants was higher than for New Zealand born
Europeans, with significant differences in the incidence of diabetes
mellitus, alcohol-related liver diseases, duodenal ulcers and
gastric ulcers. McNaughton et al. suggested that these physical
conditions have a stress component as part of their aetiology,
although the issue of stress is neither defined nor examined.
A few studies with Pacific Island immigrants mention
psychological effects on health but do not investigate this matter
systematically (Gluckman, 1977). T. D. Graves and N. B. Graves
(1985) attempted to examine the impact of stressful environmental
circumstances on the incidence of illness in Polynesian immigrants
->to New Zealand and found that social support systems, instead of
buffering against stress as anticipated, caused more stress in the
Samoan immigrants.
Since 1978 the health problems of the Vietnamese, Kampucheans
and Lao refugees to New Zealand have been assessed and treated in
the Mangere Immigration Centre, prior to settlement. Over the
years tuberculosis has continued to be the disease requiring the
greatest medical effort with worm infestation being the second
most frequently occurring health problem (Prior, 1986). These
findings confirm results from the United States (Catanzaro &
Moser 1982).
In summary, there is considerable evidence in overseas literature
and in New Zealand that immigrants and refugees have a high
incidence of medical disorders.
The investigation of the relationship between immigration and
mental health has not received a similar amount of attention in

New Zealand. Much of the current overseas literature supports the
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association between migration and high rates of mental disorders
although in some studies a reverse trend has been noted. Several
theories have been proposed which attempt to explain the effects

of migration on mental health, and these are outlined in the next

section.
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THEORIES OF MIGRATION
AND MENTAL HEALTH

The earliest awareness of an excess of mental disorder among
immigrants seems to have been by the superintendents of American
asylums in the 1840's. Some blamed this phenomenon on the hard
conditions the immigrants had to endure while others thought that
immigration only attracted the destitute and unstable.

In the subsequent hundred years data was collected to support each
rival argument. The early literature dealt primarily with
populations of institutions and compared the proportions of the
foreign and native populations in mental hospitals. The authors
estimated the numbers of the mentally ill among the foreign born,
speculated about precipitating circumstances, examined claims
that the mentally ill had been induced to immigrate from some
particular countries and suggested procedures for more adequate
screening at ports of entry into the United States.

The early publications were relatively uncontroversal and
apolitical. Later literature reflected the developing political
pressures against the entrance of new immigrants, particularly
against the influx of Eastern Europeans. Only a few articles
contributed fundamentally to knowledge and formulated testable
inferences. Their methodology has been criticised and, as Malzberg
and Lee (1956) pointed out, many authors committed an important
statistical error since they did not take into account the different
age distribution of the native born versus the foreign born

population groups. Without correction, this factor would influence
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the ratio of mental illness making it spuriously high for the foreign
born.

Improvements were made in the quality of the data which was
collected, but no suggestion of a viable theory occurred until

@degaard's work in the 1930s.

Social selection theory

@degaard linked clinical observation to sound epidemiology. He
came to the conclusion that, mainly in respect to schizophrenia,
immigrants were liable to have an excessive incidence rate,
because, in part, this disease interferes with its victim's
attachments to his native community and makes him
disproportionately liable to emigrate (@Ddegaard, 1936).

@degaard suggested that constitutional vulnerability to mental
illness predisposes the person to migrate. The studies of @degaard
(1936, 1945) were based on admission rates in Minnesota for
Norwegian born immigrants compared with native Americans; and
for the general population in Norway compared with returned
migrants to Norway. The analysis took into account both the
selection process operating in immigration (by comparing
immigrants with the parent population), and the differentials
emerging in the process of assimilation (by comparing immigrants
with the indigenous population in the area of settlement). @degéard
found that the Norwegian born immigrants to the United States had
a 30-50% higher admission rate than the American born. There was
a higher admission rate for Norwegians born in Minnesota, than for
the population of Norway. Returned migrants to Norway had twice
as high an admission rate to mental institutions as the Norwegian

general population.
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@degaard concluded that he had found strong evidence that the high
incidence of mental disorder in the immigrant population was due
to the prevalence of certain psychopathic tendencies in the
constitution of those who migrate. Social selection seemed the
only possible explanation for this phenomenon.

@degaard's social selection theory was supported by Clark (1948),
Malzberg and Lee (1956) and Mezey (1968). Clark standardized his
data for social class, Malzberg and Lee looked at internal migration
within the United States, while Mezey investigated personal
characteristics of Hungarian refugees. All studies found a higher
incidence of psychoses in the migrant population.

The social selection theory, also called the premorbid personality
theory (Eitinger, 1959), or the self selection theory (Sanua, 1969),
was soon considered too deterministic. Moreover, it ignored
disorders other than the psychoses as well as the obvious hardships

of immigrant life at that time.

Social causation theory

An alternative theory, sometimes referred to in the literature as
the external stress theory (Eitinger, 1959), the stress hypothesis,
or the general hazard theory (Sanua, 1969), emphasizing social
causation was suggested by later researchers.

This theory implicated the severe stressors associated with
migration as the precipitating factors of the immigrants' high
incidences of mental disorder. These stressors included cultural
changes and economic and social difficulties. It was supported by
Ruesch, Jacobson and Loeb (1948) and by the Manhattan study
(Srole, Langner, Michael, Opler, & Rennie, 1962), both studies
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dealing with non-psychotic disorders in the community. Soon the
social causation theory appeared equally simplistic and
pessimistic and it became clear that prevention could not be

implemented unless society was restructured (Murphy, 1977).

While both the social selection theory and the social causation
theory were initially useful, they had limitations. In the early
1960s attention was drawn to data that came from countries other
than the United States of America. These suggested that
immigrants could have a lower admission rate for psychoses than
non-immigrants. The former belief, that immigrants always suffer
from an excess of mental disorder, was questioned, and the polarity
of the two theories lost much of its relevance (Murphy, 1977). This
brought about a change in the nature of the question being asked.
—Instead of asking why migrants have a higher rate of mental
disorder, it became necessary to ask under what conditions do they
have these higher rates.
The first reliable evidence of migrants having lower rates than
non-migrants came from Astrup and @degaard (1960). They found
that although internal migrants moving to the capital city of
Norway had higher rates than natives of that city, migrants moving
to other parts of the country tended to have lower rates than non-
migrants there. Similar findings were reported from Israel and
Canada, the difference applying mainly to the non-schizophrenic
psychoses but sometimes appearing in schizophrenia as well
(Murphy, 1965).
Assessment of minor disorders across cultures has always
presented difficulties and the data cannot be accepted with the

same confidence as data regarding the psychoses. However, there is
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sufficient evidence and support for the general conclusion that
immigrants need not have higher rates of mental disturbances than
non-immigrants. Migration, in itself, is no longer related to mental
disorders and researchers have found it is necessary to examine the
elements that comprise the process of migration. Since different
immigrant groups are differentially exposed to each of these
elements, the traditional division into immigrants and non-

immigrants or foreign-born and native-born no longer applies.

Multivariate model of the immigrant adaptation process
Instead of favouring either the social selection or the social
causation theory, Goldlust and Richmond (1974) after studying the
native and foreign born population in Toronto, proposed a
multivariate model of the immigrant adaptation process. This
model considered pre-migration conditions and characteristics, the
situational determinants in the receiving society, and the length of
residence in the society of settlement (see Figure 1).

Goldlust and Richmond emphasized the importance of individual
characteristics of the immigrant by defining three elements within
the immigrant's subjective state:

(i)identification, involving modification of the sense of personal
identity and the transference of loyalty

(ii) internalization, referring to the changes of attitudes and values
that were part of the socialization process, and

(iii)level of satisfaction with various aspects of the immigrant's
life relative to his or her pre-migration situation as compared with

specific reference groups against which the immigrant measured
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himself. This emphasis on the individual personality of the

immigrant was consistent with the findings of Ruesch et al. (1948).

Most researchers favoured the multivariate model of the immigrant
adaptation process as it took into account pre-migratory and post-
migratory factors, individual characteristics and the length of
residence in the society of settlement. Several mental health
workers such as Tyhurst (1977), Cohon (1979) and Sluzki (1986),
who worked with refugees and immigrants, selected one component
of Goldlust and Richmond's model such as the length of residence in
the receiving society, tested it and suggested different time
patterns of adaptation.

Tyhurst (1977) proposed a pattern of refugee adjustment dynamics
which he called the Social Displacement Syndrome. He reviewed 27
years of clinical experience and field work with refugees in Canada
and aimed at an all-inclusive picture of the psychological reactions
of refugees. Four groups of refugees to Canada were studied: the
displaced people, who arrived in the late forties and early fifties,
the Hungarian refugees admitted in 1956, the Czechoslovakians who
came in 1968, and the Asians expelled from Uganda in 1972.
Tyhurst formulated three inter-related stages in the clinical
phenomena that emerged among refugees, and considered that the
general structure of these stages has been consistent for all
refugee groups.

The first stage or the initial period lasts about two to three
months after arrival and consists of an 'incubation period' that is
symptom free and during which the refugee's outlook is often
positive, even euphoric. This is followed after three months by the

onset of general personal disequilibrium in the refugee subjects
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which reaches its peak six months after entry. This second stage is
characterised by a cluster of symptomatology presented by

(i) a range of paranoid behaviors from suspiciousness to acute
paranoid psychotic episodes

(i) generalized hypochondriasis with pain as the central complaint
and fatigue often being the earliest subjective symptom, and

(iii) a mix of anxiety and depression with somatic complaints
predominating.

Tyhurst states that the paranoia observed during this stage is mild
and benign except in cases of refugees with concentration camp
experience.

The third stage of the Social Displacement Syndrome consists of a
series of phenomena that are situation specific and affect the
individual's sense of continuity of self, his orientation to place and
time, with accompanying fluidity of mood, and at times vivid
hallucinations related to the previous experience of flight. Another
characteristic of this third stage is impairment of interpersonal
and social skills manifested by contradictory tendencies of social
withdrawal or hostility. Tyhurst did not suggest whether symptoms
gradually ameliorated after reaching the peak after six months of
residence in the society of settlement or when this might occur.
Cohon (1979) suggested a similar pattern of refugee adjustment
but with different time intervals. In his analysis of data collected
on 54 Indochinese refugee-clients treated in the San Francisco
area, he noted that during the first year of residence in the United
States the most frequent difficulties were related to socialization
as, for example, issues related to housing or other practical
matters. From a mental health point of view, however, the first

year of residence was symptom free. Beginning with the thirteenth
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month and slowly increasing in frequency, depression was the
mental health problem diagnosed most often. For refugees who
lived in the United States longer than two and a half years, severe
depression was the problem of most concern, and was diagnosed in
92 % of the cases. Therefore, the peak of presenting mental
problems occurred after two and a half years.

Sluzki (1986) proposed a model of the migratory process that
applies to all migrants and not only to the displaced people or
refugees. The model is 'culture free', regardless of how culture-
specific the styles of coping may be. In his investigation of
immigrant families, Sluzki suggested that a period of
overcompensation and euphoria, lasting for some six months is
followed by a period of major crisis, one in which the long-ranged
responses to migration take place. This period of crisis can last for
several years and might reach its peak from one to six years after

arrival.

Although Cohon (1979) and Sluzki (1986) generally support
Tyhurst's (1977) Social Displacement Model, there are some slight
differences in the timing of these events. All three researchers
confirm an initial symptom free period, for three months (Tyhurst,
1977), six months (Sluzki, 1986) or one year (Cohon, 1979). In
Tyhurst's Social Displacement Model the onset of crisis occurs
after 3 months, reaching its peak at about 6 months, whilst Cohon
found that problems increased after one year and that after two and
a half years symptoms of depression were most severe. Sluzki
stated that with immigrants and refugees the peak of the crisis
could be found between one year and six years. None of the authors

explicitly stated a drop of symptom levels after the crisis or the
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peak has been reached, although it appears that this is implied (see

Figure 2).
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Figure 2.

Diagramatic representation of three different time patterns
of adaptation (Tyhurst, 1977; Cohon, 1979; Sluzki, 1986).

Murphy (1977) agreed with Goldlust and Richmond's (1974)

multivariate model in general outline, but formulated it with slight

differences in detail. He suggested additional factors of importance

to migrants’' mental health. He proposed that the mental health of a

migrant group is determined not only by factors inherent in the,

(i)society of origin (including personal characteristics), and by

elements operating in the,

(ii)society of settlement, including the length of residence, but as

well by,

(iiiycircumstances of migration
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According to Murphy, all three sets of factors need to be considered
if understanding and reduction of the level of mental disorder in

any immigrant group is to be achieved.

(i) The society of origin

The society of origin plays a crucial role in shaping the attitude of
the individual and how emigration is perceived. In Europe, for
example Holland has, overall, encouraged emigration during the last
100 years, seeing it as an admirable act, requiring courage and the
willingness to work hard. Under these circumstances a positive
selection (that is, a selection of people likely to have no prior
mental health problems) is likely to take place, whereas if
emigration is looked upon as a desertion or a betrayal to the
community, then negative selection is likely to occur. This view is
based on personal observation by Murphy (1977) who found that
Dutch immigrants to Canada had lower rates of mental hospitali-
zation than immigrants from France. He speculated that France,
with a lower birth rate and a greater need for soldiers, has been
traditionally critical of emigration. Thus, negative selection could

be a contributing factor for higher rates of mental disorders.

The information provided to emigrants regarding conditions in the
country of settlement is similarly relevant. Weinberg (1954) and
David (1969) found a general consensus in the literature, namely,
that emigrants who were prepared and well-briefed on their new
socio-cultural environment tended to adapt more readily than those
who were ill-informed. The transition into the new society was
better accomplished and, as a consequence, the incidence of mental

disorder was lower.
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Consideration must be given, too, to the fact that certain societies
seem to have a high predisposition for, and therefore a high
incidence of, certain disorders, such as schizophrenia in the case of
the Irish (Murphy, 1975). On these grounds it would be expected
that the Irish immigrant population would show a higher rate of
this condition than other immigrant groups. Similarly, a high
incidence rate of peptic ulcers in the Japanese immigrant cannot be
solely attributed to immigrant stress since Japan has the highest
rate of this disorder in the world (Stocks, 1968).

Furthermore, Nguyen (1984) in accordance with Goldlust and
Richmond (1974) suggested that the immigrant's characteristics,
his or her age, sex, educational level, social class, personality and
the language and culture of the society of origin have to be
considered, if one seeks to understand the mental health problems

of any immigrant group.

(i) The society of resettlement

In the society of resettlement the factor most likely to affect
mental health is the relative size of the immigrants's own minority
group (Sanua, 1969). In Singapore, for example, where the Chinese
population is divided by marked language differences, it was found
that there was a strong inverse correlation between the size of the
language group and the incidence of mental disorders (Murphy,
1977).

Until very recently governments have tried to discourage the
establishment of immigrant communities or ghettos. The 'melting
pot', a romantic American idea, was considered to be the ideal. It
was hoped that both the native and the immigrant or refugee would

be changed and merged into a new, supposedly stronger, alloy
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(Stein, 1981). It was slowly recognized, however, that small
resettlement communities had poorer mental health than larger
ones (Murphy, 1973). Murphy's findings were consistent with the
idea that ethnic enclaves are important for recently arrived
refugees and immigrants, serving a mediating function between the
newcomer and the host culture (Brody, 1969). Thus, the model of
assimilation considered appropriate became cultural pluralism, and
some governments have encouraged it. It was hoped that the
immigrants or refugees would adapt to the dominant cultural
patterns, particularly in politics, play, education and work, while
at the same time preserving their communal life and much of their
culture (M. M. Gordon, 1964). This meant, from the point of view of
mental health, that migrants who were linguistically and culturally
very different from the society of resettlement, should be
encouraged to settle in large groups of the same origin.
Unfortunately, many governments are still resisting this type of
cultural pluralism. They do not consider that the forced dispersion
of immigrants, the so called 'pepper pot' policy, while possibly
reducing political risks, increases the psychiatric ones.

The greatest protection against mental health problems is not only
the existence of large clusters of people of the same origin but, as
well, the recognition of the full professional equality of migrants,
their social acceptance and respect for their vocational and
cultural aspirations (David, 1969). Krupinski, Stoller, and Wallace
(1973) have shown that in Australia, central European
professionals had quite abnormally high rates of mental breakdown
which appeared to be linked to the fact that recognition of their
professional qualifications was denied for many years. Vignes and

Hall's (1979) Louisiana study confirmed the findings of Krupinski et
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al., and called attention to the risk factors for psychopathology if
there was status dislocation, loss of professional identity and the
loss of employment status among heads of households.

Many immigrants experience a xenophobic hostility, directed by the
population of the host country toward their particular minority
group. Most Pacific Islanders to New Zealand face negative
stereotyping (Gluckman, 1977; Misa, 1987). Prejudice in the society
of resettlement is felt strongly by some ethnic groups, especially
when great distances in religious, ideological, and other cultural
traits exist, or when there are obvious physical and anthropological
differences (Lazarus, Locke, & Thomas, 1963). The resulting
discrimination, social isolation, and the sense of not belonging, can
influence negatively the mental health status of many refugees and
immigrants (Weinberg, 1954).

In the society of resettlement, factors such as remaining in one
residence, closeness or distance from people of the same ethnic
group, English language ability, the presence of relatives and
support groups, and an adequate social network seem to affect the
mental health of the immigrants. Westermeyer, Vang & Neider
(1983a) compared patient status with premigration and
postmigration factors in a group of Hmong refugees to Minnesota.
The findings suggested that remaining in one residence and greater
distance from other Hmong, were significantly correlated with
fewer emotional problems. However, the relative drop in occupation
or social class, insufficient English language acquisition, and lack
of relatives and support groups, were associated with higher
symptom levels and patient status. Formal English instruction,
however, was found to have only limited effects. Another universal

risk factor for mental health problems mentioned in the literature
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is the lack of an adequate social network (Yamamoto &
Satele,1979).

(i) The circumstances of migration

The conditions of migration appear to influence the future
psychological functioning of the immigrant. Of these conditions the
most important is whether the migration has been forced or free. If
it has been forced, as in the case of refugees, by real threat of
persecution, famine or war, the trauma created by these
experiences, and the fact that the migration has been undertaken
without adequate preparation, can be the cause of considerable
mental health problems.

Researchers from all over the world have confirmed that refugees
are more psychologically at risk than voluntary immigrants
(Koranyi, Kerenyi, & Sarwer-Foner, 1963; Krupinski, Stoller, &
Wallace, 1973; Garza-Guerrero, 1974; Cohon, 1981).

Summary

The above outline of theories of mental health describes the shift
away from the social selection and social causation theory to a
multivariate model of the immigrant adaptation process.
@degaard's social selection theory proved to be unsatisfactory in
explaining the relationship between immigration and mental health.
It attributed the occurrence of mental health problems in the
immigrant population to a predisposition of the individual to
mental disorder. It Iignored the difficulties experienced by the
immigrants in the society of settl