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Summary Identifying the causes of psychiatric and physical symptoms in asylum
seekers, refugees and other migrants and making definitive diagnoses can be
challenging. Ethical and legal challenges in the UK include the likely deterrent effects
of upfront charging for National Health Service (NHS) services. This paper focuses
on the fictitious case of an asylum seeker presenting to a mental health service in
England, highlighting some of the difficulties in assessing and treating this patient
group and providing advice to clinicians on clinical and practical management.
Current NHS entitlements for migrants are summarised and a list is presented in the
online supplement of non-governmental organisations that can provide further
support.
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Clinical scenario

You are a psychiatry trainee at an inner-city ‘place of safety’
unit in England. You have been called to see Mr S.T., a
30-year-old Tamil asylum seeker from Sri Lanka, who has
been brought in at 22.00 h by police. He is reported to be
‘responding to voices’ and to have collapsed twice, appar-
ently losing consciousness. S.T. speaks minimal English and
the Tamil telephone interpreter does not appear to be trans-
lating everything he is saying. Furthermore, S.T.’s ability to
use the telephone service is limited owing to his distractibil-
ity and apparent guardedness towards the interpreter.

S.T. had claimed asylum on arrival at the UK border in
2015. He describes having fled Sri Lanka, where he had been
detained and tortured for manymonths. However, his asylum
claim was refused a month ago because of inconsistencies in
his account. He was then evicted from accommodation pro-
vided by the Home Office and has since been street homeless.
The timeline is difficult to establish and his story is not fully
coherent.

S.T. states that since his traumatic experiences he has
been experiencing frequent visual and auditory hallucina-
tions, mood swings and ‘jumpiness’ whenever there is a
loud noise. He avoids being close to anyone wearing a uni-
form and prefers being alone. He has not had a physical
health check since arrival in the UK 4 years ago. He explains
that initially he was unaware of how the medical services
worked or what he was entitled to. Since his asylum refusal
he has been feeling intermittently dizzy and has experienced
several episodes of collapse, about which he can remember
little. He recently tried to register with a general practitioner

(GP); however, the GP practice refused to take him on
because he had no proof of address. S.T. stopped trying as
he became fearful that the GP would forward his where-
abouts to the Home Office and that he would then be sent
back to Sri Lanka, where he believes his life would be in
danger.

After carrying out an initial assessment, you are uncer-
tain whether there might be an underlying organic cause to
S.T.’s presentation, as he has not had any previous medical
investigations in the UK. You also feel that he would benefit
from a period of in-patient assessment to further clarify the
diagnosis and risk. Furthermore, because he is street home-
less there is no safe place to discharge him to. He is consent-
ing to in-patient admission but has no funds to pay for
National Health Service (NHS) secondary care and you are
unsure what NHS care he would be eligible for. The key
questions raised by this case are presented in Box 1.

Box 1. Key questions

• What is this person’s most likely diagnosis?

• What are the possible causes of his physical symptoms?

• What NHS treatment is he eligible for?

• What management would you provide?

• What political and social issues may you need to consider?
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Assessment, differential diagnosis and
formulation

Could there be a non-psychiatric cause for S.T.’s
physical symptoms?

Many migrants are not registered with a GP, for reasons
described below. It is therefore common to encounter some-
one such as S.T. who, despite being at high risk for physical
and mental illness, has not previously accessed healthcare
since arrival in the UK and may have multiple undiagnosed
and untreated illnesses. This adds significant complexity to
the diagnostic assessment as, although asylum seekers are
more likely to have physical symptoms as a result of psycho-
logical trauma, they may also have undiagnosed physical ill-
nesses and physical injuries as a result of torture. It is
therefore vital to complete a full physical health workup,
including screening for tuberculosis and sexually transmit-
ted infections where indicated, in order to identify and
treat medical conditions. Extra care should be taken during
physical examinations to avoid retraumatising the patient.

Dizziness and collapse are important features of S.T.’s
presentation. Not only does he find these episodes distres-
sing but his lack of awareness during the episodes renders
him vulnerable to injury, exploitation and violence. When
assessing patients who are in severe distress it is important
to be mindful of the potential for diagnostic overshadowing
and vital to identify possible medical causes for these
episodes. These could include epilepsy, non-epileptic
attack disorder, hypoglycaemia, dehydration and vasovagal
syncope (fainting), and potentially substance misuse. If a
neurological cause is suspected, referral to neurology may
be indicated. Epilepsy is often difficult to distinguish from
non-epileptic seizures and the two may both occur in the
same individual. Important causes of non-epileptic seizures
(particularly in people who have been severely traumatised)
include panic attacks and dissociative episodes.1 Panic
attacks are usually rapid but not immediate in onset and
are associated with prominent autonomic symptoms such
as palpitations, shortness of breath and tingling in the
extremities. Dissociation is a psychological defence mechan-
ism manifested as a perceived detachment of the mind from
the emotional state and the body. It often occurs in the
aftermath of severe trauma and may be triggered by remin-
ders of the trauma. In our clinical experience, episodes of
dissociative ‘unconsciousness’ are particularly common in
people who have been subjected to sexual trauma and who
have an overwhelming sense of shame and revulsion about
what has been done to them.

A detailed history, including a collateral history (where
possible), neurological examination and simple investiga-
tions (such as blood sugar and blood pressure, both during
and after the episode) can be helpful to distinguish between
these causes.

Psychotic phenomena in PTSD: a diagnostic challenge

S.T. was reported to be ‘responding to voices’. This might ini-
tially be thought to indicate a primary psychotic illness such
as schizophrenia. However, it is also important to consider
whether the voices might be a manifestation of post-
traumatic stress disorder (PTSD). In PTSD, individuals

may hear voices as part of a flashback to past traumatic
events. Flashbacks may be triggered by reminders of the
trauma or stressful situations and could therefore be inten-
sified when the person encounters uniformed officers or is
placed in a confined space (such as in hospital). Victims
may find it difficult to distinguish these vivid phenomena
from reality and may respond to them.

Ways in which flashbacks can be differentiated from pri-
mary psychotic experiences include: by their close relation-
ship to the past traumatic experiences; by their transience;
and by the preservation of some degree of insight.
However, many experts believe that some people with
PTSD also have more generalised psychotic experiences
which are best understood as part of the PTSD process.
This has been termed ‘PTSD with secondary psychotic fea-
tures’.2 A history of trauma is also common in people with
psychosis. Therefore, it can be challenging to make a differ-
ential diagnosis of a psychotic illness in someone with
comorbid symptoms of PTSD and it is common for clinicians
to disagree on the primary diagnosis.

Distinguishing complex PTSD from PTSD and
emotionally unstable personality disorder

Complex post-traumatic stress disorder (complex PTSD) is a
new diagnosis included in the forthcoming ICD-11.3

Complex PTSD is more likely to develop following exposure
to prolonged or repeated traumatic events from which
escape is difficult (such as torture, slavery, human traffick-
ing, prolonged domestic violence and repeated childhood
abuse), whereas PTSD tends to develop following isolated
traumatic events.4 Complex PTSD is also more likely to
develop following interpersonal trauma than following
events such as a road-traffic accident.4 Complex PTSD
shares the same core features of PTSD (exposure to a threa-
tening or horrific event, re-experiencing of the traumatic
event, avoidance of traumatic reminders, sense of current
threat and interference with functioning) but includes
three additional features, all of which must be present for
the diagnosis to be made. These are: interpersonal distur-
bances, affect dysregulation and a persistent negative self-
concept. These additional features are believed to result
from the degradation of the person’s self-identity and auton-
omy. Functional impairment tends to be worse in complex
PTSD than in PTSD, and standard PTSD treatment may
be less effective.4

It can sometimes be challenging to distinguish between
complex PTSD and PTSD with comorbid emotionally
unstable personality disorder (EUPD), since complex PTSD
and EUPD may both stem from trauma in early life and
share disturbances in affect regulation, self-image and inter-
personal relationships. Although a pertinent feature of per-
sonality disorders is that, by definition, they develop in
childhood, it can be particularly difficult to differentiate
the disorders in someone who has experienced traumas at
an early age or for whom we know little about their premor-
bid personality, like our patient S.T. However, there are
some key differences: in EUPD, the person’s self-image
and interpersonal relationships tend to be unstable, whereas
in complex PTSD the person is more likely to avoid relation-
ships and have a persistently negative self-image.5

76

PRAXIS

Waterman et al Assessing asylum seekers, refugees and undocumented migrants



Cultural idioms of distress

It is important to consider cultural idioms of distress when
assessing patients from different backgrounds. For example,
perceptual disturbances such as hearing voices might have a
different significance or meaning to that assumed in a
Western medical model. As with any symptom, asking the
patient what it means to them is often illuminating. The sec-
tion on cultural formulation in DSM-5 has some useful ques-
tions in this regard.6

A challenge for assessment: memory deficits are
common following trauma

Trauma and its associated disorders, including PTSD and
depression, are associated with relative deficits in autobio-
graphical memory retrieval,7,8 and there is evidence that
other aspects of memory may also be affected.9 As a result, asy-
lum seekers who have experienced trauma may tell a story that
is convoluted and has an inconsistent timeline, which can
make eliciting a clear history challenging. It is often helpful
to check back frequently with the patient to make sure that
you have understood correctly and to reflect with the patient
on elements of the account that you find inconsistent or
incomprehensible. The process of recounting may be distres-
sing for the patient; thus, breaks may need to be taken and
it is often not feasible to elicit a full account in a single session.

Of note, it is therefore possible that S.T.’s poor memory
had affected his asylum claim, since an inconsistent story or
inability to recall specific memories is often considered by
immigration systems to indicate poor credibility, despite
this link between trauma and memory deficit.10

Decompensation since refusal of the asylum claim

S.T.’s mental health worsened following the refusal of his
asylum claim. This is not surprising, since such refusals
are often associated with being discredited and disbelieved
and with the threat of imminent removal to a place where
the individual believes themselves to be unsafe. Refusal of
an asylum claim is also often associated with loss of accom-
modation and financial support. Even for those who are cur-
rently awaiting a decision, the research evidence indicates
that prolonged immigration uncertainty is associated with
a deterioration in mental health.11

Many asylum seekers’ claims are refused because of
inadequate legal representation and/or lack of evidence to
support their claim. These individuals may present in crisis
and healthcare professionals are often unsure how to help
people with such a precarious socio-legal situation. A num-
ber of useful charities that provide psychological, social
and/or legal support are listed in online supplement 1 (avail-
able at https://doi.org/10.1192/bjb.2019.67).

Eligibility for treatment from NHS primary care,
in-patient and community mental health services,
and common access barriers

Is it important to note that it is not your job as a clinician to
make decisions about who should receive NHS treatment
free of charge. This responsibility lies with the NHS trust.
According to General Medical Council guidance, the

clinician’s primary duty is to treat the patient. However,
you may be asked by your NHS trust about the clinical
urgency of providing treatment for patients who the trust
has deemed otherwise ‘ineligible’ for free treatment (as
highlighted below). Additionally, it is important to be
aware of the eligibility for NHS services of different migrant
groups so that, in making your management plan, you have
an idea of potential barriers to access for these patients
and can advocate for them as necessary.

Access and barriers to treatment in general practice

Eligibility for primary healthcare
According to guidance issued by NHS England in November
2015, anyone in England can register with a GP and receive
GP services without charge and ‘GP practices are not
required to request any proof of identity or of immigration
status from patients wishing to register’.12

Barriers to registering with a GP
GP practices often mistakenly believe that prospective
patients need to provide proof of address and residency,
even though that is not legally required. This can result in
vulnerable migrants being turned away. For example, of
1717 migrants who approached a charity following difficulties
registering with a GP, 20% were still wrongly refused GP
access even when supported by a charity case worker.13

Some GP practices register migrants as temporary patients,14

even though they are eligible to be registered as permanent.
Migrants such as S.T. may not have a fixed address or may
not have access to identity documents or proof of address.

Data protection and confidentiality issues

An additional barrier is that refused asylum seekers and
undocumented migrants may be afraid to give personal details
to a GP practice in case these details are accessed by the
Home Office, which could in turn lead them to be arrested,
detained and/or deported. Some try to get around this by
registering using an alias.15 Their fears are well-founded.
Non-clinical information about patients may be disclosed to
the Home Office by NHS services in certain situations, such
as if a patient who is ineligible for free treatment does not
pay their treatment bill within 2 months. Their debt to the
NHS may also affect their future immigration applications.12

Previously, a memorandum of understanding (MoU) stated
that NHS Digital could also disclose confidential patient
information to the Home Office for the purpose of assisting
immigration enforcement.16 However, this MoU was with-
drawn for amendment in May 2018 and it has not yet been
re-released.12 At the time of writing, it is unclear how confi-
dential information will be shared with the Home Office in
the near future.

Access and barriers to treatment in secondary care
(including community mental healthcare) and
in-patient services

Asylum seekers, refugees and victims of torture are exempt
from NHS charges across all services
All NHS services in England are currently free of charge for
asylum seekers (those who have claimed asylum in the UK
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and are awaiting a decision from the Home Office), those with
a rejected asylum/human rights application but who have offi-
cially appealed their rejected claim, refugees (those whose
asylum claim has been approved) and suspected victims of
human trafficking, among a number of other categories.12

Also, refused asylum seekers can continue, free of charge,
with any course of treatment already underway before their
application was refused.12 Additionally, a category of NHS ser-
vices that is currently free of charge irrespective of immigra-
tion status is ‘services for the treatment of a physical or
mental condition caused by torture, female genital mutilation,
domestic violence, or sexual violence’,12 which would apply to
S.T., whose reported history of undergoing torture may have
contributed to his current illness.

However, for those belonging to these exempt categor-
ies, the lack of clarity and misinformation about who is eli-
gible for free care has had a deterrent effect and made many
vulnerable individuals reluctant to present to services. These
individuals often have complex legal situations or are unable
to provide the documents requested. Furthermore, adminis-
trative staff rarely receive sufficient training in immigration
law to adequately determine eligibility for care.17

New upfront eligibility checks and upfront charging regulations
Following new government regulations introduced in
October 2017, all hospital departments in England are legally
required to check patients’ eligibility for free NHS health-
care. If a patient is unable to prove that they are exempt
from charges, they are required to pay upfront in full before
receiving any treatment.18 This requirement has now been
extended to all NHS community health organisations,
including community mental health services.19 If a patient
cannot prove that they are entitled to free care, they have
to pay the estimated price for their treatment upfront,
unless it is considered ‘urgent’ or ‘immediately necessary’.
Doctors will have to review each case to decide whether
care is ‘immediately necessary’ or ‘urgent’: if it is deemed
immediately necessary/urgent, treatment can be offered
and the patient will be charged later; however, any treatment
deemed non-urgent can be refused until the patient is able
pay upfront.20 However, this does not apply to GP care,
which is currently free to all, as described above.

The effects of upfront charging
Even though the treatment needed is often deemed immedi-
ately necessary or urgent, the worry about being charged
upfront can deter vulnerable patients from seeking help. A
recent analysis of case notes from a Doctors of the World
clinic found that 46 patients (over a third of all chargeable
cases) had delayed seeking necessary healthcare owing to con-
cerns related to charging, including concerns that their infor-
mation would be shared with the Home Office.20 A number of
the UK’s medical Royal Colleges have released statements
about the upfront charging policy, warning of its risks.21

What is ‘urgent’ or ‘immediately necessary’ treatment?
There is a lack of clarity from NHS England about what con-
stitutes ‘immediately necessary’ or ‘urgent’ treatment,
resulting in confusion and inconsistency between and within
services. ‘Immediately necessary’ is usually taken to signify
treatment that is life-saving or is needed immediately to

prevent a condition from becoming either damaging to the
person or life-threatening. Urgent treatment is usually
taken to signify treatment that, owing to pain, disability or
the risk of the condition worsening without treatment, can-
not wait until the person returns to their country of resi-
dence (it is usually expected that an undocumented
migrant will not return to their home country for at least
6 months).22 Treatment is deemed ‘non-urgent’ if ‘it can
wait until the patient can reasonably be expected to return
to their country of residence’.12 Many clinicians and health-
care providers believe that the vast majority of healthcare
treatment can be legitimately considered to be at least
‘urgent’, given that most physical and mental health condi-
tions could deteriorate without timely treatment.

Treatment under the Mental Health Act and Mental Capacity
Act
Those who are detained and/or treated under the Mental
Health Act 1983 or Mental Capacity Act 2005 are also exempt
from charges for treatment.12 Therefore, S.T. would not be
charged for his treatment if we decide to detain him.

What treatment would S.T. be eligible for without charge?
S.T. is consenting to an informal admission and would not be
appropriate for community treatment (as he is street home-
less). However, would he be eligible for an informal
in-patient admission without charge?

S.T. is not currently legally classified as an asylum
seeker as his asylum claim has been rejected and he has
not yet launched an appeal. However, it could be argued
that he still would be eligible for free voluntary psychiatric
treatment, both as an in-patient and in the community, as
a victim of torture.

Regardless, he should be eligible for voluntary psychi-
atric treatment (as an in-patient and in the community)
without being charged upfront, on the grounds that the med-
ical team consider his treatment to be ‘immediately neces-
sary’ or ‘urgent’. If he does receive treatment on this basis,
it is important to note that he would still get a bill for this
after his treatment and, if he is unable to pay that bill, his
details could be shared with the Home Office, putting him
at risk of being detained or deported.

It is vital that this eligibility is clearly explained to him
so that he does not become confused and frightened when
the hospital conducts its compulsory eligibility checks.

How about if he were in Scotland, Wales or Northern Ireland?
The above guidelines only apply to NHS England. Separate
guidelines apply to Scotland23, Wales24 and Northern
Ireland.25 In Northern Ireland, the eligibility guidelines are
similar to in the UK. Key differences are that in Northern
Ireland not all migrants are eligible for free GP care, and
refused asylum seekers who have had their asylum claim
refused since 2015 have the same entitlements as any
other ordinary resident. Undocumented migrants (who do
not meet the other exception criteria, such as being a victim
of human trafficking) are liable to be charged for GP,
inpatient and secondary care, but are not charged for A&E
treatment, compulsory detention in hospital or treatment
for some infectious diseases and HIV.25 In Scotland and
Wales, asylum seekers and refused asylum seekers are
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entitled to free primary and secondary healthcare on the
same terms as any other ordinary resident.23,24 Please see
the relevant guidance for further information.

Management of S.T.’s case

Which treatments are effective for someone in such a
precarious social situation?

In an acute situation such as S.T.’s, the priority should be to
allow the patient to feel as safe and comfortable as possible.
Measures should be taken to provide a quiet and private
space in which to talk to the patient. Short-term use of ben-
zodiazepines should be (cautiously) considered if the patient
is acutely agitated or anxious. If in-patient admission is
thought to be indicated, clinicians should be mindful of
how an acute in-patient psychiatric ward could be distres-
sing for someone with a history of trauma.

Regarding longer-term management options for S.T.,
psychological treatments appear to have the greatest benefit
in reducing PTSD symptoms.26 For example, there is robust
evidence supporting the use of narrative exposure therapy
(NET).27 Although a sense of safety is often considered to
be a prerequisite for psychological therapies to be effective,
NET (which was developed for use in conflict zones) may
be beneficial even for patients whose immigration status
and social circumstances remain unstable. The humanising
effect of having someone trusted to talk to regularly, in a
safe space and without judgement, can be an especially help-
ful aspect of talking therapies. There is emerging evidence to
suggest that arts-based therapies can be effective for those
who find it more difficult to express themselves verbally
about their trauma.28

Psychotropic medication can also be used to treat
PTSD-related symptoms. Antidepressants can be helpful in
treating depressive symptoms in people who have been
severely traumatised: mirtazapine is often used because of
its hypnotic effect. Antipsychotic medication (such as que-
tiapine, which is widely used) can be of benefit, particularly
in the context of vivid flashbacks or hallucinations or in the
management of persistent anxiety and agitation.29

Practicalities and primary needs

S.T. has been made street homeless since the refusal of his
asylum claim. This will also have implications for discharge
planning if he is admitted to a psychiatric hospital for
treatment. It is important to carry out a comprehensive
needs and risks assessment as soon as possible and to gener-
ate a care plan in which these needs are prioritised
appropriately.

If S.T. launches an appeal against his asylum application
rejection, he would become eligible for support such as
accommodation and certain other benefits; therefore, pro-
viding him with information on non-governmental organisa-
tions (NGOs) that provide legal advice may be a priority.
A number of NGOs also support asylum seekers by providing
therapeutic services, English language courses, social inclu-
sion projects, housing and general advice. For example,
NACCOM provides a useful list of charities/services that
help destitute migrants across the UK (https://naccom.org.

uk/projects/). Further information on some of these NGOs
is given in online supplement 1.

Online supplement 2 gives advice on working with and
assessing capacity via interpreters, which might help in fur-
ther assessment of S.T.

It is also important to consider that, even if S.T. has a
telephone, he might not have credit with which to make out-
going calls.

Suggested management plan for S.T.

• Informal psychiatric admission for further assessment
and formulation

• Obtain collateral history from friends or relatives if pos-
sible (and if S.T. consents to this)

• Thorough physical assessment to identify and treat any
non-psychiatric illnesses

• Early and proactive assessment of spectrum of needs:
including prioritising housing, finances and referral to
relevant charities for psychosocial and legal support

• Consideration of short-term use of benzodiazepines if
highly agitated

• Consideration of anti-depressant and/or antipsychotic
medication

• Referral for talking therapy with a trauma focus (if avail-
able locally or via a charity)

Conclusions

Diagnosing the causes of psychiatric and physical symptoms
in asylum seekers and torture victims and making definitive
diagnoses can be challenging. It is often difficult to
determine whether psychotic symptoms in this group of
patients relate to a primary psychotic disorder or to PTSD;
and a new diagnosis of complex PTSD in ICD-11 adds to the
pool of diagnostic options. Psychological distress is a common
aetiological factor in physical symptoms such as dizziness and
chronic pain. However, medical causes should not be excluded
without sufficient physical health assessment as migrants may
also have undiagnosed and untreated physical illness because
of difficulty in accessing medical care.

S.T., the patient discussed in this paper, is fictitious and
his case study was constructed to depict a realistic scenario
based on our clinical experience of working with refugees
and asylum seekers. Although his case may appear to be a
particularly complex one, it is very common for migrants
to encounter many of the barriers to accessing healthcare
highlighted here. This can be very stressful for the health-
care team involved, especially if they are unclear about the
frequently changing healthcare access requirements.
Charities such as the Health Foundation, Doctors of the
World, Medical Justice, Freedom from Torture, Medact
and the Helen Bamber Foundation regularly release updated
guidance that can be helpful.

There remain many ethical and legal issues that need
addressing nationally, including the sharing of patient data
between NHS services and the Home Office and the likely
deterrent effects of upfront charging for NHS services. An
urgent assessment is needed into the impact on vulnerable
groups of extending charging into NHS community services.
There is often confusion for both patients and healthcare
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staff about eligibility for free NHS care. This can result in
patients who are eligible for free healthcare being denied
this care, disengaging from healthcare services or not
seeking care in the first place.

Acknowledgement
We thank R.M., our patient contributor, for her useful reflections on this case.
She particularly emphasised how difficult it is for asylum seekers to tell an
autobiographical story and the effects of prolonged immigration uncertainty
on mental health.

Supplementary material
Supplementary material is available online at https://doi.org/10.1192/bjb.
2019.67. Further information on useful NGOs providing support for migrants
is given in online supplement 1. Online supplement 2 gives advice on working
with and assessing capacity via interpreters.

About the authors
Lauren Waterman is an ST4 higher trainee in psychiatry at South London
and Maudsley NHS Foundation Trust and an Academic Clinical Fellow at
the Institute of Psychiatry, Psychology and Neuroscience, King’s College
London, UK. Cara Katona is an ST6 higher trainee at Camden and Islington
Mental Health NHS Trust, London, UK. Cornelius Katona is Medical
Director of the Helen Bamber Foundation, Emeritus Professor of Psychiatry
at the University of Kent and Honorary Professor in the Division of
Psychiatry of the Faculty of Brain Sciences at University College London, UK.

References
1 Perez DL, LaFrance WC. Nonepileptic seizures: an updated review. CNS

Spectr 2016; 21: 239–46.

2 Braakman MH, Kortmann FA, van den Brink W. Validity of ‘post-
traumatic stress disorder with secondary psychotic features’: a review
of the evidence. Acta Psychiatr Scand 2009; 119: 15–24.

3 World Health Organization. International Classification of Diseases, 11th
Revision (ICD-11). WHO, 2018 (https://icd.who.int/browse11/l-m/
en#/http://id.who.int/icd/entity/585833559).

4 Brewin CR, Cloitre M, Hyland P, Shevlin M, Maercker A, Bryant RA,
et al. A review of current evidence regarding the ICD-11 proposals for
diagnosing PTSD and complex PTSD. Clin Psychol Rev 2017; 58: 1–15.

5 Cloitre M, Garvert DW, Weiss B, Carlson EB, Bryant RA. Distinguishing
PTSD, complex PTSD, and borderline personality disorder: a latent
class analysis. Eur J Psychotraumatol 2014; 5: 10.3402.

6 American Psychiatric Association. Cultural formulation. In Diagnostic
and Statistical Manual of Mental Disorders (5th edn) (DSM-5): 749–
59. American Psychiatric Association, 2013.

7 Schönfeld S, Ehlers A. Posttraumatic stress disorder and autobio-
graphical memories in everyday life. Clin Psychol Sci 2017; 5: 325–40.

8 Graham B, Herlihy J, Brewin CR. Overgeneral memory in asylum see-
kers and refugees. J Behav Ther Exp Psychiatry 2014; 45: 375–80.

9 Brewin C. Memory and forgetting. Curr Psychiatry Rep 2018; 20(10): 87.

10 Herlihy J, Turner SW. Asylum claims and memory of trauma: sharing
our knowledge. Br J Psychiatry 2007; 191: 3–4.

11 Laban C, Gernaat HBPE, Komproe IH, Schreuders BA, De Jong JT. et al.
Impact of a long asylum procedure on the prevalence of psychiatric
disorders in Iraqi asylum seekers in The Netherlands. J Nerv Ment Dis
2004; 192: 843–51.

12 Public Health England. NHS Entitlements: Migrant Health Guide (updated
January 2019). GOV.UK, 2019 (https://www.gov.uk/guidance/nhs-
entitlements-migrant-health-guide). Accessed 11 October 2019.

13 Bates E. Safe surgeries: how Doctors of the World are helping migrants
access healthcare. BMJ 2019; 364: 88.

14 Doctors of the World. Registration Refused: A Study on Access to
GP Registration in England (Update 2017). DoTW, 2017 (https://www.
doctorsoftheworld.org.uk/wp-content/uploads/import-from-old-site/
files/Reg_Refused_2017_final.pdf).

15 Roberts N. GPs register migrant patients as ‘no fixed abode’ to block Home
Office tracking. GPonline, 2017 (https://www.gponline.com/gps-register-
migrant-patients-no-fixed-abode-block-home-office-tracking/article/
1431129).

16 Home Office, Department of Health, NHS Digital. Memorandum of
Understanding between Health and Social Care Information Centre and
The Home Office and The Department of Health. NHS Digital/
Department of Health, 2017 (https://assets.publishing.service.gov.uk/
government/uploads/system/uploads/attachment_data/file/774071/
MoU_between_HSCIC__Home_Office_and_DH.pdf).

17 Helen Bamber Foundation. The Helen Bamber Foundation’s Evidence to the
Department of Health Formal Review of ‘The National Health Service
(Charges to Overseas Visitors) (Amendment) Regulations 2017’. Helen
Bamber Foundation, 2017 (http://www.helenbamber.org/wp-content/
uploads/2018/02/2018.02-DoH-review-evidence.pdf).

18 UK Parliament. The National Health Service (Charges to Overseas Visitors)
(Amendment) Regulations 2017. GOV.UK, 2017.

19 Doctors of the World. Deterrence, Delay and Distress: The Impact of Charging
in NHS Hospitals on Migrants in Vulnerable Circumstances. DoTW, 2017
(https://www.doctorsoftheworld.org.uk/wp-content/uploads/import-from-
old-site/files/Research_brief_KCL_upfront_charging_research_2310.pdf).

20 Ockert-Axelsson H. Sick and Tired, and Afraid: Assessing the Relationship
between Unpaid Hospital Bills and the Consequences Debt Can Have on
Immigration Status for Undocumented Migrants at an East London Charity
Clinic. King’s College London, 2017 (https://www.doctorsoftheworld.
org.uk/wp-content/uploads/import-from-old-site/files/Ockert-Axelsson_
Capstone_Report_v1.1.pdf).

21 Campbell D. Medical colleges criticise charging migrants upfront for
NHS care. Guardian News 2018; 20 Dec.

22 Doctors of the World. Healthcare Entitlement and Charging in England.
DoTW, 2018 (https://www.doctorsoftheworld.org.uk/wp-content/
uploads/import-from-old-site/files/DoTW_Guide_to_Healthcare_entit
lement-2018_final.pdf). Accessed 11 October 2019.

23 Scottish Government. Overseas Visitors. Scottish Government, 2017
(https://www2.gov.scot/Topics/Health/Services/Overseas-visitors).
Accessed 11 October 2019.

24 Overseas Visitors and the NHS. NHS Wales, 2011 (http://www.wales.
nhs.uk/governance-emanual/overseas-visitors-and-the-nhs).
Accessed 11th October 2019.

25 The Department of Health, Social Services and Public Safety. The
Ordinarily Resident Regulations (Northern Ireland) Operational Guidance.
The Department of Health, Social Services and Public Safety, 2015
(https://www.health-ni.gov.uk/sites/default/files/publications/
health/guidance-to-the-PNOR-regulations-2015-July-2018.pdf)
Accessed 11th October 2019.

26 Nosè M, Ballette F, Bighelli I, Turrini G, Purgato M, Tol W, et al.
Psychosocial interventions for post-traumatic stress disorder in
refugees and asylum seekers resettled in high-income countries:
systematic review and meta-analysis. PLoS ONE 2017; 12(2): e0171030.

27 Tribe RH, Sendt KV, Tracy DK. A systematic review of psychosocial
interventions for adult refugees and asylum seekers. J Ment Health
2017; 9: 1–15.

28 Beck BD, Lund ST, Søgaard U, Simonsen E, Tellier TC, Laier GH, et al.
Music therapy versus treatment as usual for refugees diagnosed with
posttraumatic stress disorder (PTSD): study protocol for a randomized
controlled trial. Trials 2018; 19: 301.

29 Cipriani A, Williams T, Nikolakopoulou A, Salanti G, Chaimani A, Ipser J,
et al. Comparative efficacy and acceptability of pharmacological treat-
ments for post-traumatic stress disorder in adults: a network
meta-analysis. Psychol Med 2018; 48: 1975–84.

80

PRAXIS

Waterman et al Assessing asylum seekers, refugees and undocumented migrants

https://doi.org/10.1192/bjb.2019.67
https://doi.org/10.1192/bjb.2019.67
https://doi.org/10.1192/bjb.2019.67

	Assessing asylum seekers, refugees and undocumented migrants
	Summary
	Clinical scenario
	Box 1
	Assessment, differential diagnosis and formulation
	Could there be a non-psychiatric cause for S.T.&rsquo;s physical symptoms?
	Psychotic phenomena in PTSD: a diagnostic challenge
	Distinguishing complex PTSD from PTSD and emotionally unstable personality disorder
	Cultural idioms of distress
	A challenge for assessment: memory deficits are common following trauma
	Decompensation since refusal of the asylum claim

	Eligibility for treatment from NHS primary care, in-patient and community mental health services, and common access barriers
	Access and barriers to treatment in general practice
	Eligibility for primary healthcare
	Barriers to registering with a GP

	Data protection and confidentiality issues
	Access and barriers to treatment in secondary care (including community mental healthcare) and in-patient services
	Asylum seekers, refugees and victims of torture are exempt from NHS charges across all services
	New upfront eligibility checks and upfront charging regulations
	The effects of upfront charging
	What is &lsquo;urgent&rsquo; or &lsquo;immediately necessary&rsquo; treatment?
	Treatment under the Mental Health Act and Mental Capacity Act
	What treatment would S.T. be eligible for without charge?
	How about if he were in Scotland, Wales or Northern Ireland?


	Management of S.T.&rsquo;s case
	Which treatments are effective for someone in such a precarious social situation?
	Practicalities and primary needs
	Suggested management plan for S.T.

	Conclusions
	Acknowledgement
	Supplementary material
	About the authors
	References


