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Migration and Mental Health
• When migrants leave their country of origin, it
is inevitable that they will leave a number of
anchors behind.
• One of the key factors in the process of
migration is what the individuals carry with
them (both in material and emotional terms)
and what they leave behind.

D. Bhugra and S. Gupta, Migration and Mental Health , 2011

Migration and Mental Health
• These losses may include a cultural
bereavement, which may be related to some
loss of culture, cultural values and norms,
especially in the face of adjustment to the
new culture.
• Another response to the new culture has been
described as culture shock, although, again,
not every migrant will experience this.
D. Bhugra and S. Gupta, Migration and Mental Health , 2011

Cultural bereavement
• Eisenbruch (1990, 1991) described cultural
bereavement as the experience of the uprooted
person or the group related to loss of social
structures, cultural values, identity and an almost
unnatural attachment to the past.
• Eisenbruch (1991) noted that such individuals have
‘odd’ experiences (e.g. being visited by supernatural
forces from the past), feeling guilty (for abandoning
others and their culture, and perhaps because of
their own survival), intrusive images and thoughts of
the past with an urge to complete obligations to the
dead and feeling preoccupied with anxiety, morbid
thoughts and anger (PTSD?).

Cultural bereavement
• The sense of loss may be more acute in the
short term, whereas niggling feelings of
abandoning social value and cultural support
systems may become more evident later on in
the post‐migration phase.
• Kübler‐Ross (1969) described five stages of
grief: denial and isolation, followed by anger,
bargaining, depression and acceptance.

Cultural bereavement
• Bowlby (1980) described a four‐stage model of loss.
These stages include numbness or protest; yearning
and searching, disorganisation and despair and,
finally, reorganisation (eg. refugees and asylum
seekers).
• Loss of such a significant attachment ‘figure’ is
bound to lead to loss and anger at separation. Fear
expressed as a result of this loss will lead to anxiety,
which may also be influenced by separation anxiety.
Although Bowlby argues that parents are crucial
attachment figures, our contention is that they
cannot be seen in isolation from the culture in which
they are born and live.

Cultural bereavement
• Freud (1953) described the role of loss in the
development of melancholia, but attributed it to
unconscious motives and desires. Depressive
symptoms related to loss are well described.
Internalisation of such feelings leads to depression
and externalisation to violence, anger or aggression.
• Clinicians therefore need to be aware of ‘normal’
feelings of loss and grief before diagnosing these
symptoms as abnormal. It is also possible that an
individual’s self‐confidence and self‐esteem will
change with the stages of adjustment.

Culture shock
• Oberg (1960) used culture shock as a term to
describe ‘shock’ experienced by migrants as moving
to another culture. Culture shock is said to examine
aspects which include stress of moving to a new
culture, a sense of loss, confusion in role
expectations and self‐identity, a sense/feeling of
rejection by the new culture, and resulting anxiety
and sense of impotence in not being accepted as
part of the new culture (Taft, 1977).

Culture conflict
• The concept of culture conflict emerges from an
interaction of cultural factors between an individual
and their within culture and across two cultures
(Bhugra, 2004).
• A component of such conflict is related to cultural
identity (Bhugra, 2004). It is inevitable that in some
cases cultural and ethnic identity becomes more rigid
and problematic. Individuals may choose to cling to
their original identity, which may cause tensions with
the larger new society but acceptance within their
own. These tensions are also related to levels of
acculturation.

Berry, J.W. (1990 e 1997). Psychology
of acculturation
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of acculturation
….. From the point of view of non‐dominant groups, when
individuals do not wish to maintain their cultural identity and seek daily
interaction with other cultures, the Assimilation strategy is defined. In
contrast, when individuals place a value on holding on to their original
culture, and at the same time wish to avoid interaction with others, then the
Separation alternative is defined. When there is an interest in both
maintaining one’s original culture, while in daily interactions with other
groups, Integration is the option; here, there is some degree of cultural
integrity maintained, while at the same time seeking to participate as an
integral part of the larger social network. Finally, when there is little
possibility or interest in cultural maintenance (often for reasons of enforced
cultural loss), and little interest in having relations with others (often for
reasons of exclusion or discrimination) then Marginalisation is defined……

Cultural congruity
• It has been argued that cultures can be divided into
sociocentric and egocentric, as with individuals
(Hofstede, 1980/2001; 1984).
• In egocentric societies, ties between individuals are
relatively loose and each individual is supposed to
look after themselves or the immediate nuclear
family.
• In collectivist societies, individuals from their birth
integrate into kinship‐based structures and have very
strong in‐groups.

Language as a barrier
Since mental health treatment relies heavily on
verbal communication, language skills are
particularly important.
In general, lack of language fluency has been
associated with low satisfaction with medical
services and poor adherence to recommended
treatments (Bhugra & Gupta, 2011).

Benefits of working with an
interpreter
•
•

•

•

Farooq et al. (1997) found that the use of an experienced interpreter
provided reliable data for psychiatric diagnosis.
Hillier et al. (1994) and Kaufert and Koolage (1984) argue that interpreters
can usefully assist in establishing rapport and negotiating complex
terminology and different explanatory models of health, and clients have
reported a host of benefits, including feeling better understood and heard
(Hillier et al., 1994; Kline et al., 1980; Mudarikri; 2003).
It was also noted that patients using an interpreter had a higher return
rate following assessment, and believed they had received better
professional attention (Faust and Drickey, 1986).
An interpreter can also function as a safe attachment figure (Alexander et
al., 2004).

Models of interpretation
1. The linguistic mode, where the interpreter tries to interpret as far as possible word‐
for word and adopts a neutral and distanced position (Cushing, 2003; Tribe, 1998).
2. The psychotherapeutic or constructionist mode, where the meaning/feeling of the
words is most important, and the interpreter is primarily concerned with the
meaning to be conveyed and contextual variables rather than word‐for‐word
interpretation (Raval, 2003; Tribe, 1998, 1999).
3. The advocate or community interpreter, where the interpreter takes the role of
advocate for the client (sometimes called a link worker or health advocate in the
UK), either at the individual or wider group or community level, and represents
their interests within a health setting beyond interpreting language for them
(Baylav, 2003; Drennan and Swartz, 1999; Razban, 2003).
4. Cultural broker/bicultural worker, where he interprets not only the spoken word
but also relevant cultural and contextual variables (Drennan and Swartz, 1999;
Tribe, 1998). In some European countries, for example Belgium and Spain, this is
known as an intercultural mediator (Qureshi et al., 2010; Verrept and Louckx,
1997).

Relationship between a mother
tongue and emotion
• Research shows that languages are not directly
interchangeable; meanings may be coded, emotionally
processed and internalised in one language and not
always be directly accessible in another (Keefe, 2008).
• It is clear that the relationship between a mother
tongue, second language and emotions is complex, and
clinicians need to consider how they work with this
and the availability of emotions or clinical features in a
first and second language. Further research needs to
be conducted.

Language and migration
• Linguistic distance: a measure that captures the linguistic
proximity between two languages, ranges from 0 to 1
depending on how many levels of the linguistic family tree the
languages of both the destination and the source country
share.
• Linguistic diversity: measured with fractionalization and
polarization indices from Desmet et al. (2011). The linguistic
fractionalization index computes the probability that two
individuals chosen at random will belong to different linguistic
groups and the index is maximized when each individual
belongs to a different group.

Koineisation: through koineisation, new varieties of a
language are brought about as a result of contact
between speakers of mutually intelligible varieties of
that language. Koineisation is composed of the
mixing of elements from different dialects, followed
by levelling, which refers to “a process whereby, in a
dialect mixture situation, those elements disappear
which are marked either universally or in terms of
the particular language undergoing koineization”
(Trudgill 1986, 143).

Methods
LP was considered inadequate when index clinical
examinations had been conducted in a language
other than Italian, when a patient needed translation
for the majority of verbal interactions, or when they
required the service of an interpreter.
Average Italian‐LP (comprehension and spoken) was
rated good or moderate in 62.4% of patients, and
low or inadequate (needing an interpreter) in
37.6%.

We reviewed medical and pharmacy records
of all 85 immigrant psychiatric patients
hospitalized at the University of Foggia
Medical Centre in 2004 (n = 19), 2005 (n = 8),
2006 (n = 14), 2007 (n = 16), 2008 (n = 9) and
2009 (n = 19), and tested associations of
demographic and clinical factors between
those considered to have adequate versus
inadequate proficiency in the Italian language

We recorded age, sex, social and demographic
information, DSM‐IV‐TR consensus, discharge
diagnoses, as well as clinical presentation at
hospitalization, including suicide attempts
within 90 days, and days in hospital. We also
gathered data on the presence of co‐morbid
clinical conditions, treatments given (and
doses), as well as adverse events associated
with prescribed treatments.

In addition, functional (Global Assessment of
Functioning [GAF]), clinical (Clinical Global
Impression [CGI]) and psychopathological
(Brief Psychiatric Rating Scale [BPRS]) ratings
were extracted from medical records and
scored by investigator consensus, with
estimated percentage change in these ratings
between hospital admission and discharge.

Results
Subjects (44 men, 41 women; aged 35.7±10.0 years)
were immigrant psychiatric patients hospitalized at
the study site for an average of 10.0±6.79 days; they
represented 3.62±0.94% of all admissions over the
six years considered (2004–09), without significant
differences in rates by year. Patients had emigrated
from: other European countries (60.0%) > Africa
(22.3%) > Latin America (9.42%) > Asia (8.23%);
69.4% (n = 59/85) had entered Italy illegally and
were undocumented, but information regarding
status as an ‘asylum seeker’ was available for only
for 8/85 patients.

DSM‐IV diagnoses ranked: unspecified (NOS)
psychoses (40%) > adjustment (18.8%) >
substance use (14.1%) > mood (9.41%) >
anxiety (7.05%) > somatoform (5.94%) >
personality
disorder
(4.70%);
45.9%
represented first‐lifetime episodes.

Initial bivariate comparisons identified factors
preliminarily associated with LP status (Table
1). Factors significantly associated (p ≤ .05)
with inadequate LP were: (1) sex (men >
women); (2) having entered Italy illegally
(being
undocumented);
(3)
fewer
psychotropic drugs/person prescribed at
hospitalization; (4) younger age; (5) first‐
lifetime episode; (6) unemployed; and (7)
non‐EU country of origin.

Of the factors preliminarily associated with
inadequate LP, those significantly and
independently remaining associated in
subsequent logistic multivariate modeling
were (in descending order of statistical
significance): (1) men > women; (2) non‐EU
country of origin; (3) fewer psychotropic
drugs at hospitalization; and (4) having
entered Italy illegally (Table 2).

Discussion
• Our preliminary bivariate analyses suggest that
men had lower LP in Italian than women, perhaps
reflecting gender differences in acquisition rates
for new languages (Wallentin, 2009).
• Inadequate LP also was associated with being an
undocumented immigrant or having entered Italy
illegally. This association is not surprising, since
illegal immigration is frequently associated with
socially disadvantaged conditions and limited
access to foreign cultural environments (Carta et
al., 2005).

• Patients with poor or inadequate LP were also more
likely to be unemployed and to have come from a
non‐EU country, possibly in part reflecting lack of
benefits of efforts at social, cultural and economic
exchanges between EU countries (Carta et al., 2005).
• The only clinical factors associated with poorer LP
were greater incidence of first‐episode disorders, and
prescription of fewer psychotropic drugs at
hospitalization. Lack of LP can lead to higher distress
levels and poorer cultural adaptation among
immigrant patients, and these factors may
contribute to risk of first‐episode psychiatric
disorders severe enough to require hospitalization
(Carta et al., 2001; Carta et al., 2005).

• In addition, given that mental health treatment relies
greatly on verbal communication, LP may be
especially important in psychiatric care settings, and
patients with poorer language skills are probably
under‐diagnosed or at least less accurately
diagnosed. This conclusion is suggested by the high
observed prevalence of unspecified (NOS),
adjustment disorder and anxiety disorder diagnoses
in the present cohort.
• the greater number of psychotropic drugs received at
hospitalization by patients with good LP suggests
that better communication skills increased access to
treatment.

Limitations
• Limitations of this study include moderate numbers
of subjects, sampling from one institution, as well as
lack of comparisons of hospitalized and ambulatory
patients – all of which may limit generalization.
• In addition, reliable data about total time in Italy and
of exposure to the Italian language were not
available in most cases, nor were detailed reasons for
immigration, perhaps reflecting the high proportion
(69.4%) of undocumented immigrants, with a lack of
medical information and availability of family
members.
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