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Abstract: The COVID-19 pandemic is a defining global health crisis of our time. While the impact
of COVID-19, including its mental health impact, is increasingly being documented, there remain
important gaps regarding the specific consequences of the pandemic on particular population groups,
including refugees and migrants. This study aims to uncover the impact of the COVID-19 pandemic
on the mental health of refugees and migrants worldwide, disentangling the possible role of social and
daily stressors, i.e., experiences of discrimination and daily living conditions. Descriptive analysis and
structural equation modeling were used to analyze the responses of N = 20,742 refugees and migrants
on the self-reporting global ApartTogether survey. Survey findings indicated that the mental health
of refugees and migrants during the COVID-19 pandemic was significantly impacted, particularly
for certain subgroups, (i.e., insecure housing situation and residence status, older respondents, and
females) who reported experiencing higher levels of increased discrimination and increases in daily
life stressors. There is a need to recognize the detrimental mental health impact of the COVID-19
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pandemic on particular refugee and migrant groups and to develop interventions that target their
unique needs.

Keywords: refugees; migrants; mental health; discrimination; COVID-19

1. Introduction

Since the beginning of 2020, the coronavirus disease (COVID-19) has been dominating
the world. A year later, more than two million deaths can be attributed to the outbreak [1].
Looking back on previous epidemics and pandemics (e.g., Ebola, Zika, HIV), numerous
studies have documented a range of negative mental health outcomes linked to the viruses
and diseases, such as experiences of depression, anxiety and post-traumatic stress, affecting
both patients and their families [2–4]. A study on the mental health impact of the Ebola
epidemic on the general population found that increased symptoms of post-traumatic stress
disorder (PTSD), depression and anxiety are common, even one year after the outbreak [5].
Moreover, detrimental effects on mental health were not directly related to or limited by the
proximity to the infectious outbreak, with studies indicating that elevated fear of contagion
related to Ebola were evident in the general public [6,7]. In addition, three years after
the SARS-CoV-1 outbreak in China, higher levels of depressive symptoms and alcohol
dependence have been reported, especially within the populations that were quarantined
or were in high-exposure areas [8].

Unfortunately, COVID-19 seems no different. According to a longitudinal study set in
the UK, the mental health of the participants had significantly deteriorated when compared
to before the pandemic [9]. In addition, a systematic review of the current existing evidence
regarding the mental health impact of COVID-19 found psychiatric symptoms and/or
low psychological well-being in patients, health care workers and the general public [10].
While the impact of COVID-19, including its mental health impact, is increasingly being
documented [11–13], there remain important gaps regarding the specific consequences
of the pandemic on particular population groups, such as refugees and migrants. Even
in previous epidemics and pandemics, no studies have been carried out that focus on
the psychological well-being of refugees and migrants in this context. This is surprising,
given the size of this group worldwide: almost 4% of the world population lives outside
their country of origin [14] and, according to the United Nations High Commissioner for
Refugees (UNHCR), there are 80 million refugees worldwide [15]. Moreover, this lack of
knowledge on the mental health impact of epi-/pandemics in this group is also surprising,
considering that these populations already suffer from an increased psychological vulnera-
bility [16], and the psychosocial risks presented by a pandemic have potential to further
exacerbate their susceptibility to experiencing mental health difficulties.

The social–ecological model of Miller and Rasmussen (2016), a frequently used theo-
retical model in the field of refugee studies, points to the strong mental health impact of
so-called daily stressors that migrants and refugees experience during the migration trajec-
tory and after settlement [17,18]. Research has documented how migrants and refugees
are extensively exposed to a cumulative convergence of risk factors which may negatively
impact their mental health, such as precarious living situations, living in neighborhoods
characterized by social exclusion and material deprivation, experiencing long-lasting uncer-
tainty regarding their legal status and future, and enduring barriers to accessing the labor
market and securing economic stability [19,20]. In the context of a pandemic, especially
when governments take particular sanitary measures to prevent the further spread of the
virus, such as the closure of certain labor market segments (e.g., cafes and restaurants) or
schools, the already stressful daily living conditions experienced by socially vulnerable
population groups can be further exacerbated. This has already been well documented in
the general population in relation to the COVID-pandemic, as rates of poverty are on the
rise [21,22].



Int. J. Environ. Res. Public Health 2021, 18, 6354 3 of 14

Further, the social–ecological model of refugees’ and migrants’ distress underscores
the importance of assessing environmental stressors that take place in refugees’ and mi-
grants’ post-resettlement lives, specifically indicating stimuli that are harmful and out of
a person’s control [18]. They point out to the importance of perceived discrimination, as
a harmful recurrent stressor related to the post-migration journey [18,23]. Experiences of
discrimination have a well-documented negative effect on victims’ mental health [24,25],
such as increased symptoms of anxiety and depression [26]. Moreover, emergencies and
their aftermaths often give rise to increasing discrimination [27]. An outbreak of disease,
such as COVID-19, generates fear and anxiety, leading to stigma towards particularly
affected groups, such as people that have traveled abroad or people of Asian descent [28].
Soon after the coronavirus outbreak, outbursts of racism, xenophobia and stigmatization
have been widely reported [29]. Increased discrimination as a result of the COVID-19
pandemic may further contribute to the already deleterious risk of refugees and migrants
experiencing mental health difficulties.

This article presents a sub-section of data from the ApartTogther study, which aimed
to assess the mental health of refugees and migrants in the context of a pandemic, hereby
looking at particular aspects of their lives that already have been documented to influence
the mental health of these groups, such as increased discrimination and additional daily
stressors. Through exploring the impact of COVID-19 on the mental health of refugees
and migrants, we aim to identify who within these populations is most at risk and why.
It is argued that the study findings could consequently inform the strategic selection of
targeted and context-responsive psycho-social interventions for the refugees and migrants
that are most at risk.

2. Materials and Methods
2.1. Study Design

A quantitative global study was performed to assess the mental health of refugees and
migrants during the COVID-19 pandemic. Data was collected in an online global survey,
as part of the ApartTogether study, a collaboration between a large European consortium
of academics and, as of June 2020, the World Health Organization (WHO) [30]. An iterative
back-translation was carried out in these 37 languages, namely English (base language),
Amharic, Arabic, Bengali, Bosnian, Bulgarian, Chinese, Croatian, Danish, Dutch, French,
German, Hindi, Italian, Kurdish (Kurmanji), Oromo, Pashto, Persian, Polish, Portuguese,
Portuguese (Brazilian), Romanian, Russian, Serbian, Spanish, Swahili, Swedish, Tagalog,
Tamil, Tigrinya, Turkish, Ukrainian, Urdu, and Yoruba. The online survey ran from April
2020 until November 2020. Ethics approval for the entire project was granted by the Ethics
Committee of the Faculty of Psychology and Educational Sciences of Ghent University and
by the WHO Ethics Review Committee.

2.2. Study Population and Procedure

In total, N = 20,742 participants entered the survey; however, given the participants
could stop the survey at any time, not everyone completed all items. All participants
were older than 16 years old. Table 1 shows the socio-demographic characteristics of the
participants in this study. ‘Citizen science’, understood as the public’s participation in
scientific research, was a primary recruitment strategy [31]. An extensive media campaign
was rolled out to reach participants through Facebook, Twitter and WhatsApp and net-
works of researchers and individuals associated with the target population were informed
to encourage participation. In addition, in countries with a large number of refugees,
local enumerators were contracted to further the dissemination of the survey, particularly
within harder-to-reach groups. Participation in the survey was entirely voluntary. In-
formed consent, indicating the aims and conditions of the survey, needed to be approved
at the beginning of the survey. At the end of the survey, people were given contact details
of the research team, as well as a link to the WHO-website to have more information
on COVID-19.
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Table 1. Demographic characteristics of the participants.

Variables N %

Gender
Male 11,946 57.6
Female 8696 41.9

Residence status
Citizen 5905 28.5
Permanent documents 5294 25.5
Temporary documents 7702 37.1
No documents 1472 7.1

Housing situation
House or apartment 18,260 88.0
Asylum center 430 2.1
Refugee camp 1428 6.9
On the street—insecure accommodation 230 1.1

2.3. Study Questionnaire

The current study focuses on four different parts of the ApartTogether survey, socio-
demographic characteristics, mental health, daily stressors and social well-being.

Participants completed questions about sociodemographic characteristics, including
age, gender, housing situation (i.e., living in a house or apartment, asylum center, refugee
camp or on the street/in an insecure accommodation), and residence status (i.e., citizen,
permanent documents, temporary documents, no documents).

Further, respondents were asked to indicate whether their mental health has deterio-
rated, remained the same or improved on a scale from 0 to 2 for 11 mental-health-related
items. These items inquired about feelings of depression, anxiety, worries, feelings of
loneliness, anger, unpleasant reminders of past traumatic experiences, physical reactions to
stress, feelings of irritation, hopelessness, sleeping problems, and substance use, such as
alcohol and drugs.

Third, to measure the experiences of discrimination of respondents, six items were
created: being differently treated because of your origin, being called names because of
your origin or religion, being avoided, other people being anxious of you, being unfairly
treated by the police, and being treated with kindness. Respondents were asked to indicate,
on a scale of 0 to 2, whether they felt their treatment by others had gotten worse, stayed
the same or had improved since the outbreak of the coronavirus. Finally, respondents
were asked to report whether their daily living conditions had deteriorated, remained the
same, or improved on a scale from 0 to 2. Items regarding daily stressors consisted of
housing situation, access to work, feelings of safety, food, clothes, financial means, medical
care, health situation, support from non-governmental organizations (NGO’s) and other
organizations, relationship with partner, and relationship with children.

2.4. Statistical Analysis

Descriptive statistics were used to describe participants’ socio-demographics in rela-
tion to the considered variables.

Previous to the structural equation modeling, an exploratory factor analysis (EFA)
was conducted on the different items created in the questionnaire to test the factor structure
for the included dimensions. Next, a confirmatory factor analysis (CFA) was performed
to determine if the theorized measurement model shows an acceptable fit for each latent
construct. To check for common method bias in the self-reported questionnaire, two
separate tests were conducted. First, Harman’s single factor test was performed, with
a variance of less than 50%, indicating that a common method bias should not be a
problem [32]. In addition, the common latent factor technique was used as a second check,
with a variance of less than 50% again indicating no problem of common method bias [32].

The package used for the EFA and CFA was the lavaan package, version 0.6–8 [33].
The weighted least squares mean- and variance-adjusted (WLSMV) estimator was used,
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implying diagonally weighted least squares (DWLS) to estimate model parameters and the
full weight matrix was used to compute robust standard errors and a mean- and variance-
adjusted test statistics. The following fit indices were used: the chi-square test statistic and
p-value, Root Means Square Error of Approximation (RMSEA), Standardized Root Means
Square Residual (SRMR), Tucker–Lewis Index (TLI), and Comparative Fit Index (CFI).
For the RMSEA, a value below 0.06 is required for a good fit [34] and a value below 0.08
indicates an acceptable fit [35]. For the SRMR, a value below 0.08 was recommended [34].
For CFI and TLI, values above 0.95 indicate a good fit, while values above 0.90 indicate an
acceptable fit to the data [34,36,37]. If these fit indices were not adequate, the measurement
models were adjusted based on the standardized factor loadings or on the modification
indices. Cronbach’s alpha was used to test the reliability of the scales, a value of 0.70 or
higher indicating a satisfactory level of reliability [38].

Finally, a structural equation model (SEM) was used to examine the full model fit,
again using the lavaan package version 0.6–8 [33] and the ‘WLSMV’-estimators. Fur-
ther, the structural equation model (SEM) was used to examine the predictors of mental
health, including the relation between mental health and experienced discrimination, daily
stressors and sociodemographic characteristics (i.e., age, gender, housing situation, and
residence status) in the context of a pandemic.

To deal with missing data, multiple imputation was performed, using the R-package
mice, version 3.12 [39]. Rubin’s (1987) rules were used to pool point estimates and standard
error estimates across five imputed datasets [40]. The fit of the model to the data was
evaluated, using the same fit indices as previously mentioned.

3. Results
3.1. Descriptive Statistics

Some descriptive analyses, using crosstabulation, were conducted to get an overview
of the differences between the different housing situations and residence statuses in re-
ported deterioration of mental health, experienced discrimination, and experienced daily
stressors. In Table 2, an overview for residence status can be found. It is notable that a
higher percentage of respondents within the more insecure residence statuses tend to report
a deterioration of their condition on all three topics. The same tendencies are found within
the different housing situations (see Table 3), where a higher percentage of respondents
that are living in more precarious circumstances (i.e., asylum centers, on the street or in
insecure accommodations) report a deterioration in their experiences regarding mental
health, daily stressors, and discrimination since the pandemic began.

Table 2. Percentage of respondent reporting a deterioration in their condition in relation to resi-
dence status.

Citizen Permanent
Documents

Temporary
Documents

No Documents—
Undocumented

Mental health
Depressed 50.9% 60.2% 61.9% 59.1%
Worry 52.1% 61.1% 59.7% 61.1%
Anxiety 49.2% 57.0% 59.2% 58.6%
Loneliness 43.7% 54.0% 56.1% 55.1%
Anger 37.8% 47.6% 49.3% 49.5%
Reminders 31.7% 42.2% 44.9% 47.7%
Physical stress reactions 31.6% 41.4% 43.4% 45.6%
Irritable 38.5% 45.6% 46.8% 46.4%
Hopelessness 38.2% 46.1% 49.1% 52.0%
Sleep problems 35.3% 40.6% 47.2% 48.4%
Drugs and alcohol 16.4% 26.8% 25.2% 34.3%
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Table 2. Cont.

Citizen Permanent
Documents

Temporary
Documents

No Documents—
Undocumented

Daily stressors
Housing 27.0% 24.4% 32.1% 47.9%
Work 45.6% 48.2% 53.9% 57.7%
Safety 57.1% 57.9% 56.6% 60.8%
Food 28.3% 25.3% 33.4% 43.2%
Clothes 22.8% 22.5% 24.4% 39.9%
Financial means 54.1% 47.8% 55.2% 60.0%
NGO + other support 25.3% 24.4% 25.1% 35.6%
Medical care 30.6% 25.8% 33.3% 42.4%
Health situation 25.8% 27.1% 31.6% 34.2%
Relationship with partner 14.4% 20.0% 16.2% 20.8%
Relationship with children 10.2% 18.0% 13.1% 16.7%

Perceived discrimination
Treated differently because of origin 10.1% 14.4% 16.4% 24.9%
Treated with kindness 6.7% 11.6% 11.3% 15.0%
Called names because of origin/religion 4.6% 10.4% 11.0% 16.2%
Being avoided 9.4% 15.4% 18.2% 21.7%
Being anxious about me 9.1% 13.1% 15.9% 19.4%
Unfair treatment police 4.2% 9.0% 7.1% 15.6%

Table 3. Percentage of respondents reporting a deterioration in their condition in relation to hous-
ing situation.

House or
Apartment

Asylum
Center

Refugee
Camp

On the Streets—
Insecure

Mental health
Depressed 59.1% 69.6% 43.4% 65.3%
Worry 58.6% 71.5% 46.2% 64.3%
Anxiety 56.4% 68.3% 43.5% 64.2%
Loneliness 52.5% 65.9% 41.0% 60.8%
Anger 45.2% 64.3% 42.5% 60.9%
Reminders 40.8% 57.7% 33.6% 54.1%
Physical stress reactions 39.5% 55.3% 33.9% 59.3%
Irritable 43.7% 58.5% 42.9% 52.0%
Hopelessness 45.4% 60.1% 40.6% 58.1%
Sleep problems 42.0% 54.2% 41.9% 51.9%
Drugs and alcohol 22.8% 33.2% 24.2% 46.8%

Daily stressors
Housing 29.8% 49.6% 31.0% 56.0%
Work 50.1% 66.8% 45.4% 68.9%
Safety 58.3% 61.9% 44.5% 67.7%
Food 29.1% 40.6% 40.5% 60.2%
Clothes 23.5% 42.4% 27.7% 52.6%
Financial means 53.5% 54.1% 48.5% 73.8%
NGO + other support 25.2% 36.8% 27.1% 46.8%
Medical care 30.8% 47.4% 31.0% 56.7%
Health situation 28.9% 35.8% 24.6% 48.6%
Relationship with partner 16.6% 30.4% 20.0% 44.2%
Relationship with children 12.7% 25.1% 18.3% 34.0%

Perceived discrimination
Treated differently because of origin 13.7% 26.6% 19.8% 31.5%
Treated with kindness 9.7% 14.8% 12.7% 21.1%
Called names because of origin/religion 8.8% 16.4% 12.8% 18.8%
Being avoided 14.1% 24.6% 21.4% 23.7%
Being anxious about me 12.7% 23.7% 15.5% 22.7%
Unfair treatment police 6.5% 12.6% 13.8% 21.1%

3.2. Exploratory Factor Analysis

Since no standardized questionnaire was used, an EFA was conducted to uncover
new underlying constructs from the measured items in the questionnaire. For the EFA-
procedure, a principal component analysis was used to determine the number of factors by
merging items that have relatively high factor loads. The eigenvalues and factor loadings
can be found in Tables 4 and 5. For the mental health items, the principal component
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analysis with varimax rotation suggested a two-factor solution, with feelings of depres-
sion, anxiety, worry, and loneliness for factor 1, and anger, unpleasant reminders of past
experiences, physical reactions to stress, being irritable, feeling hopeless, sleep problems,
and substance use for factor 2. The TLI = 0.978 and RMSEA = 0.063 are good, which means
two factors are sufficient. The EFA on the six discrimination items suggested a one-factor
solution, TLI = 0.91 and RMSEA = 0.15. The RMSEA should be below 0.08; however, this
does not improve with two factors. For the different items regarding the daily stressors of
refugees and migrants, the EFA suggested a three-factor solution, with factor 1 consisting
of housing, work, safety, food, clothes and financial means, factor 2 consisting of NGO
support, relationship with partner and relationship with children, and factor 3 of access to
medical care and health situation. For item 7 (i.e., NGO support) and item 9 (i.e., health
situation) it is less clear to which factor they belong but given the context it was decided to
place item 7 within factor 2 and item 9 withing factor 3. The EFA with three factors for the
daily stressor items resulted in TLI = 0.915 and RMSEA = 0.10. Again, the RMSEA index is
too high, but using four factors makes it worse.

Table 4. Exploratory factor analysis.

Eigenvalue Proportion Cumulative

Mental health
Factor 1—Anxiety and depression 4.31 0.39 0.55
Factor 2—Hyper-arousal 3.54 0.32 1.00

Discrimination
Factor 1—Discrimination 3.91 0.65

Daily stressors
Factor 1—Basic needs 3.53 0.32 0.48
Factor 2—Social needs 2.01 0.18 0.76
Factor 3—Medical needs 1.80 0.16 1.00

Table 5. Factor loadings, varimax rotated.

Variable Item Factor 1 Factor 2 Factor 3 Uniqueness

Mental health
Depression 0.72 0.31
Worry 0.78 0.22
Anxiety 0.75 0.22
Loneliness 0.61 0.31
Anger 0.65 0.29
Reminders 0.64 0.34
Physical stress reactions 0.74 0.24
Irritable 0.75 0.23
Hopelessness 0.71 0.28
Sleep problems 0.71 0.33
Substance use 0.70 0.38

Discrimination
Treated differently 0.82 0.33
Treated with kindness 0.76 0.43
Called names 0.85 0.28
Avoided 0.82 0.32
Others are anxious 0.84 0.29
Police treatment 0.75 0.44

Daily stressors
Housing 0.63 0.50
Work 0.74 0.40
Safety 0.66 0.49
Food 0.77 0.31
Clothes 0.70 0.39
Financial means 0.72 0.44
NGO support 0.40 0.44 0.53
Medical access 1.05 −0.22
Health situation 0.51 0.47 0.46
Relationship partner 0.84 0.22
Relationship children 0.90 0.12
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3.3. Confirmatory Factor Analysis

Following the EFA procedure, a CFA was conducted to confirm the EFA. Details on
the fit indices of the model can be found in Table 6.

Table 6. Fit indices for the CFA.

TLI CFI RSMEA SRMR

Mental health 0.99 0.99 0.04 0.02
Discrimination 0.99 0.99 0.07 0.02
Daily stressors 0.99 0.99 0.05 0.03

Full SEM model 0.99 0.99 0.02 0.04

3.3.1. Mental Health

This two-factor model (i.e., factor 1 = symptoms of anxiety and depression and factor
2 = symptoms of hyper arousal) of mental health showed a good model fit, TLI = 0.99,
CFI = 0.99, RMSEA = 0.04, SRMR = 0.02. Cronbach’s α for factor 1 is 0.94 and for factor 2 is
0.95, indicating sufficient reliability of the scales.

3.3.2. Perceived Discrimination

This one-factor model with six items showed a moderate model fit. Further inspection
of the modification indices suggesting allowing a correlation between items 4 and 5 (i.e.,
respectively ‘others avoid me’ and ‘others seem to be anxious about me’). The model
showed good fit, TLI = 0.99, CFI = 0.99, RMSEA = 0.07, SRMR = 0.02. Cronbach’s α for the
discrimination scale is 0.93, indicating sufficient reliability.

3.3.3. Daily Stressors

The three-factor model of daily stressors showed a good fit at first inspection; however,
SRMR = 0.055 is a little too high. Further inspection of the modification indices suggests
allowing a correlation between items 10 and 11 (i.e., respectively ‘relationship with partner’
and ‘relationship with children’). This model showed a good fit, TLI = 0.99, CFI = 0.99,
RMSEA = 0.05, SRMR = 0.03. The reliability test showed a Cronbach’s α of 0.92 for factor 1,
α = 0.84 for factor 2, and α = 0.85 for factor 3, again indicating sufficient reliability for
these scales.

3.3.4. Common Method Bias

The proportion of the variance explained by the factor in the Harman’s single factor
test is 44%, indicating that the common method bias should not be a problem. A second
check was performed using the common latent factor technique, which showed a common
variance of 1%, indicating that the common method bias is not a problem. Therefore, it is
possible to proceed with the analysis using the factors mentioned above.

3.3.5. Full SEM Model

Lastly, a structural equation model (SEM) is used to examine the fit of the proposed
models and to inspect the predictors of mental health. The structural equation model that
was used showed a good fit to the data, TLI = 0.99, CFI = 0.99, RMSEA = 0.02, SRMR = 0.04.

3.4. Differences in Mental Health Outcomes

In Table 7 the regressions of the SEM analysis can be found. Since response values for
the mental health items were 0 = worse than before, 1 = same as before, and 2 = better than
before, scoring higher on the two mental health scales should be interpreted as showing
less symptoms of deteriorated mental health.
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Table 7. Structural equation modeling—regressions.

ß SE t df p

Mental health—anxiety and depression
Age −0.003 0.001 −3.487 1508.506 0.001 **
Male 0.110 0.018 6.142 79.775 0.000 ***
House or apartment 0.238 0.063 3.781 993.853 0.000 ***
Refugee camp 0.523 0.070 7.500 309.989 0.000 ***
On the street—insecure accommodation 0.167 0.099 1.677 259.769 0.095
Permanent documents −0.094 0.024 −3.978 104.899 0.000 ***
Temporary documents −0.205 0.022 −9.239 399.862 0.000 ***
No documents −0.119 0.037 −3.192 35.623 0.003 **
Discrimination 0.336 0.027 12.418 9.297 0.000 ***
Daily stressors—basic needs 0.520 0.023 23.020 1867.066 0.000 ***
Daily stressors—social needs −0.411 0.069 −5.919 9.840 0.000 ***
Daily stressors—medical needs 0.255 0.045 5.614 15.463 0.000 ***

Mental health—hyper-arousal
Age −0.002 0.001 −2.647 487.040 0.008 **
Male 0.068 0.017 3.909 135.512 0.000 ***
House or apartment 0.281 0.058 4.831 1352.808 0.000 ***
Refugee camp 0.428 0.065 6.630 1045.357 0.000 ***
On the street—insecure accommodation 0.131 0.095 1.386 218.742 0.167
Permanent documents −0.088 0.023 −3.792 58.559 0.000 ***
Temporary documents −0.198 0.022 −9.193 118.909 0.000 ***
No documents −0.167 0.036 −4.616 188.655 0.000 ***
Discrimination 0.410 0.023 17.835 44.130 0.000 **
Daily stressors—basic needs 0.369 0.021 17.941 20.073 0.000 ***
Daily stressors—social needs −0.203 0.058 −3.516 95.743 0.001 **
Daily stressors—medical needs 0.160 0.039 4.108 676.817 0.000 ***

** p < 0.01; *** p < 0.001.

The same significance and effects were found in both mental health scales, meaning
that the considered variables had the same impact on both anxiety and depression, and
on hyper-arousal. First, age showed a significant mediating effect on mental health out-
comes. Older participants of the survey reported a significantly lower score, indicating that
younger participants report a less negative effect of COVID-19 on their anxiety and depres-
sion, and on hyper-arousal. Next, a significant effect between gender and mental health
outcome was demonstrated, with males reporting significantly fewer negative impacts
of COVID-19 on their mental health outcomes, as compared to females. As regards the
relationship between housing situations and mental health outcomes, again a significant
effect was found. Specifically, those living in asylum centers and respondents living on the
street or in insecure accommodation reported the worst effect of COVID-19 on their mental
health. No significant difference was found between living in an asylum center and living
on the street or in insecure accommodation. Respondents in refugee camps reported the
least effect of COVID-19 on their feelings of anxiety and depression. Further, it was found
that residence status had a significant impact on the reported mental health outcomes.
Respondents with citizenship scored highest on both the anxiety and depression scale, and
on the hyper-arousal scale, meaning that they reported the least effect of COVID-19 on
their mental health.

Looking at the impact of experienced discrimination on respondents’ anxiety and
depression, and hyper-arousal, a significant effect was also found. Specifically, respondents
who perceived that discrimination towards them had become worse since the pandemic,
also reported their mental health to have become worse.

Lastly, all three of the different daily stressor scales indicated a significant effect on the
reported mental health outcomes. Respondents who felt that their stress concerning basic
needs had become worse since the pandemic also reported a deterioration of mental health.
Similar results are found for respondents that reported more stress concerning their medical
needs. Surprisingly, the results showed that respondents reporting less stress concerning
their social needs (i.e., NGO support, relationship with children, and relationship with
partner) reported worse feelings of anxiety and depression.
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4. Discussion

This study is the first to assess refugees’ and migrants’ mental health in the context
of the COVID-19 pandemic, including the role of experienced discrimination and daily
stressors. Perceived discrimination was found to have a significant effect on both the
anxiety and depression scale, and on the hyper-arousal scale of mental health. Respondents
that perceived discrimination to have become worse since the pandemic also report worse
mental health outcomes. This is consistent with existing research where exposure to
discrimination has been linked to higher levels of mental distress [24,25]. Specifically, in
the context of a pandemic where minority groups endure discrimination with elevated
frequency [29,41].

When it comes to the experiences of daily stressors, all three scales of daily stressors
showed a significant impact on mental health. First, regarding basic needs, such as housing,
work, food and clothes, this study found that participants reporting the most challenges
with regard to securing these basic needs also reported a deterioration in their feelings
of anxiety and depression, and their feelings of hyper-arousal. Likewise, respondents
that reported more difficulties with their medical needs during the COVID-19 pandemic,
reported suffering more from negative mental health outcomes on both mental health
scales. These findings support a wide array of previous studies that found material and
situational daily stressors significantly impacting people’s mental health—see, e.g., [17,42].
Further, results of the survey analysis showed that respondents whose social needs were
better fulfilled, reported being worse on both mental health scales. Possible explanations
for this are threefold. Social support has been found to be extremely important when
coping with mental health distress by a great body of research [43,44]. Migrants, who
often face high barriers to access formal support, tend to draw upon informal networks
for support in times of high mental health distress [45]. Alternatively, previous research
has highlighted the complexity of social support in situations with high levels of daily
challenges [46]. It states that avoidant coping strategies in highly stressful situations might
be the most helpful to overcome psychological distress. Lastly, the “pressure cooker effect”
could be at play [47,48]. Research found that social support, specifically talking about
trauma and distress with people in the same situation, might exacerbate distress.

The sociodemographic characteristics included in this study all showed a significant
impact on both mental health scales. In the current study, younger respondents reported a
less negative effect on their mental health, which supports previous findings. For example,
older age has been linked to decreased resilience and lower levels of mental health in
displaced populations [49]. However, it is important to note that this study did not include
children and only a small group of young adolescents, which is a population of refugees and
migrants that have been found to be particularly vulnerable for mental health in research
prior to the pandemic—see, e.g., [50,51]. In addition, this study indicated that COVID-19
had a more deleterious effect on women’s mental health outcomes as compared to males.
According to previous studies, refugee and migrant women, especially in low-income
countries, were already at risk for negative mental health outcomes [19,52,53]. On top of
that, gender differences in health risks are exacerbated during the pandemic with certain
negative health outcomes particularly impacting women (e.g., gender-based violence, drug-
development, mental health) [10,54]. Further, the current study identified the most at-risk
cohorts within refugee and migrant populations. Respondents that have no documents or
temporary documents, and respondents that live on the street, in insecure accommodation,
or in asylum centers, reported comparatively worse mental health outcomes as a result
of the COVID-19 pandemic. In studies conducted before the pandemic, it was already
apparent that sub-cohorts of refugees and migrants living in comparatively more precarious
situations are at higher risk to develop negative mental health outcomes [55].

Strengths, Limitations and Future Directions

This research forms an important steppingstone in highlighting the mental health
conditions of refugees and migrants during the COVID-19 pandemic, and to uncover
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important factors that play a significant role in shaping the psychological experiences of
this population. Given the sample size and the global outreach of the survey, the current
study is an important addition to the academic work on refugees’ and migrants’ mental
health. Moreover, the exceptional conditions in which this survey took place help to shape
necessary policy recommendations to move forward.

There are several limitations to this study that need to be mentioned. A first short-
coming of the current study lies within the method of recruitment. Due to the method
of recruitment, which primarily took place online, via social media, and the COVID-19
restrictive measures, it was easier to reach a younger population with higher literacy and
access to technical devices. It was more difficult to contact populations of harder-to-reach
groups, which are possibly the most impacted by the pandemic. Additionally, to reach
refugees and migrants across the globe it was essential to disseminate the survey in a wide
range of languages. Whilst the survey was translated and disseminated in 37 languages,
additional translations would have certainly facilitated reaching even more people. Fur-
ther, the survey was active over a seven-month period, meaning that respondents entered
at different epidemiological stages, which varied both between countries and over time.
Last, in order to frame the migration situation of the respondents, the survey chose to
differentiate between different levels of housing situation and residence status. The survey
does not conceptualize the difference between refugees and migrants, making it impossible
to compare both groups.

The findings of the current study are important for both research and practice, as they
shed a light on some vital aspects impacting refugees’ and migrants’ mental health in the
context of a global health pandemic. Future research should further study the interrelations
between these different risk factors and mental health, as well remaining aware of the
contextual elements that shape the pandemic. For example, we could see whether other
models on the impact of stressors on individuals’ mental health and coping strategies,
such as the Lazarus and Folkman’s stress and coping model (1984), can be validated in the
context of global impact events, such as a pandemic. In addition, it would be interesting
to include possible protective factors for refugees’ and migrants’ mental health in the
future. Again, theoretical models, such as the Conservation of Resources Theory, could
be inspiring or could even be validated in the wake of such a particular event. Including
qualitative data in future mental health research with refugees and migrants will support
the quantitative findings and help build a narrative that remains true to refugees’ and
migrants’ voices. This would be an important aspect of finding ways to cultivate refugees’
and migrants’ mental health when faced with accumulating stressors. Including qualitative
data in future mental health research with refugees and migrants in the context of a global
health pandemic will further elaborate the quantitative findings and help build a narrative
that is attuned to the lived realities and experiences of refugees’ and migrants’. Going
forward, it is important to include contextual factors in both research and practice, that
might impact mental health.

Given that a higher risk of experiencing negative mental health outcomes was reported
by refugees and migrants living in comparatively more precarious situations, the study
findings clearly indicate that the COVID-19 pandemic disproportionally impacts the most
socially vulnerable sections of society. These reported mental health rates call for targeted
interventions, specifically targeting more vulnerable groups (i.e., those living in asylum
centers or on the street, those without documents or with temporary documents). First,
the living conditions of these high-risk groups, especially undocumented migrants and
those living on the street and in unsecured housing situations need to be improved, in
terms of their access to proper housing, clothing and food, their work situation (both in
terms of access to proper jobs and overall working conditions), and their access to health
care. Second, for these groups, effective political action needs to be taken to ensure access
to mental health care services. A possibility could be to start with outreaching psycho-
logical support in informal camps of transit migrants or in shelters for homeless people.
Additionally, the increased mental health vulnerability of refugees and migrants living
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in asylum centers and refugee camps necessitate a broader availability of psychosocial
interventions in these settings. Third, it is important to be more mindful of the detrimental
effect of discrimination on mental health. Interventions that aim to mitigate the mental
health impact of the COVID-19 pandemic for refugees and migrants should include actions
that reduce discrimination.

5. Conclusions

To conclude, this study contributes to the understanding of refugees’ and migrants’
mental health in the context of a pandemic, where refugees and migrants who suffer from
increased discrimination and elevated stress regarding material and medical daily needs
report an elevated deterioration of their mental health during the COVID-19 pandemic.
In addition, refugees and migrants with a more insecure housing situation and residence
status are particularly susceptible to experiencing mental health distress.
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