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Abstract: Refugee children displaced by war suffer incredible amounts of physical and psychological
trauma during and post-displacement. War is not partial to children, and they are subjected to as
much extreme violence as adults. This paper explores the mental health of refugee children following
war and was guided by the research question: What are the mental health experiences of refugee
children displaced by war situations? A secondary data analysis was conducted on publicly available
documentary short films and instructional videos on psychological therapy with refugee children and
families. The data were analysed through Qualitative Conventional Content Analysis (QCCA). Three
major categories emerged regarding the well-being of refugee children: (1) children are not spared
from war trauma, (2) children live in perpetual fear and anxiety, and (3) war-related violence ignites
aggressive behaviours in children. To increase positive mental health outcomes, school psychologists
need to implement trauma-informed therapy that focuses on decreasing psychosocial reactions to
war. Culturally responsive therapy is recommended as it places indigenous ways of being at the
centre of the healing process.

Keywords: culturally responsive therapy (CRT); refugee mental health; refugee children; trauma-
informed therapy; school psychologists; war displacement

1. Introduction

There are approximately 89.3 million people displaced from their homes and country
of origin due to human rights violations [1]. While thirty percent of the world’s population
is made up of children, they account for forty-one percent of the refugee population [2].
A startling 34.15 million children are displaced due to forced migration, and a third of
children living outside their country of origin are refugees, compared to one in twenty
adults [1,3]. Thus, there are disproportionately high amounts of refugee children living
in displacement. Additionally, a significant number of refugee children relocate without
their families, bringing the total to about 153,300 unaccompanied and separated children
worldwide [1]. As a result of war and forced migration, refugee children have often
experienced extreme violence and may be living with numerous mental health issues. Poor
mental health negatively impacts academic, social, and psychological development. School
psychologists have a pivotal role in increasing refugee children’s mental well-being. Yet,
schools seem underprepared for diversity and inclusion [4], and many school psychologists
are still unaware of evidence-based treatments that are culturally appropriate for non-White
student populations [5].

The purpose of this study is to explore the mental health of refugee children displaced
by war and conflict. The study makes recommendations for school psychologists to imple-
ment trauma-informed therapies that are culturally responsive. Culturally responsive ther-
apy (CRT) acknowledges that clients bring diverse cultural mental health knowledge and
healing practices that are essential, valuable, and deserving of inclusion in psychotherapy.
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1.1. Background
1.1.1. Migration Experiences That Trigger Poor Mental Health

Thematically, refugee migration can be divided into three phases: pre-migration,
migration, and post-migration [6]. Premigration includes events that trigger refugees’ flight
from their homes and communities into displacement. In the context of armed conflict,
these events are often violent. For example, during the DRC electoral civil unrest, armed
soldiers were sent into villages to persecute unarmed citizens who had raised concerns
about the fairness of the electoral processes [7]. Soldiers burned and destroyed homes and
public infrastructure; they kidnapped, killed, and sexually assaulted adults and forced
children into the military [7]. Thus, during pre-migration, children witness traumatic events
such as kidnappings, arrests, imprisonment, torture, or killings of family and community
members [8,9]. The migration phase is a temporary residence between displacement and
resettlement; during this time, many children and their families live in informal settlements,
such as refugee camps. Temporary encampments do not have adequate resources to meet
human needs. There is inadequate housing, poor sanitation, low-quality water, and poor-
grade food [9]. There are also no schools, hospitals, or employment opportunities [10,11].
Therefore, during migration, children live in dire poverty, do not attend schools, and
do not receive proper physical and mental health care. Some children also experience
sexual and physical abuse [11]. The stress of living in refugee encampments can lead to
Post-Traumatic Stress Disorder (PTSD), depression, anxiety, and somatisation symptoms
in children and adults alike [11]. Post-migration is the permanent resettlement into a host
country after asylum has been granted. Post-migration offers families an opportunity to
resettle in a new country and rebuild their lives, but like any other life transition, it comes
with its stressors. Lengthy asylum processes, insecure immigration statuses, and political
barriers can increase vulnerability to poor mental well-being [12]. Resettlement stressors for
children include acculturation into new cultures, communities, and schools. Acculturation
begins with learning the local language, and the inability to speak the local language may
impede learning and cause school-related barriers [13]. Additionally, host communities
are not always receptive to refugees, and children can face social injustice, isolation, and
rejection [14]. Research reports that children who had experienced discrimination were
more likely to have symptoms of PTSD and depression [15].

All migrant and non-migrant children with mental health challenges deserve quality
health care. Refugee children’s mental well-being is unique for several reasons. Firstly,
refugee children have experienced severe cumulative trauma across the migration stages.
Open war trauma and forced migration “rank among the most traumatic life experi-
ences” [16]. This alone should make the mental well-being of refugee children an urgent
school agenda. Secondly, refugee children are underrepresented in mental health ser-
vices [17]; family factors such as limited mental health knowledge [18], a shortage in
finances, transportation, and time make it challenging for refugee parents to access help for
their children [19]. In addition to conducting their professional roles, school psychologists
have the task of increasing access to mental health care for displaced children. Lastly,
because of COVID-19, the global rates of mental health for non-migrant children have
risen. World reports are showing similar rates of anxiety and depression in migrant and
non-migrant children. Nevertheless, psychologists should consider that refugee mental
health tends to be comorbid; for example, refugee youth with anxiety also present with
depression and PTSD symptoms [20,21]. Considering the unique nature of refugee chil-
dren’s mental health, this study recommends an inclusive therapy framework, culturally
responsive therapy (CRT), for the mental health care of refugee children. Through inclusion,
schools have the potential to become places of genuine refuge for displaced children.

1.1.2. Rates of Mental Health Difficulties Refugee Children

COVID-19 decreased the mental well-being of all children around the world [22,23],
making mental health rates of anxiety and depression in non-immigrant children similar to
those of refugee children. For example, 36.6% of non-immigrant children in China reported
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suffering from depression, and 19% reported experiencing anxiety disorders [24]. Fur-
thermore, 24.1% of non-immigrant children in Germany reported anxiety symptoms [25],
and 30.6% of children in the United Kingdom reported psychological distress [26]. The
mental health of refugee children during COVID-19 has not been widely documented [22].
However, before COVID-19, 15.77% of refugee children worldwide presented with anxiety
disorders [27]. Recently, 23.2-28.9% of Ukrainian refugee children exposed to the recent
war reported anxiety disorders [8]. While post-COVID-19 rates of anxiety and depression
in non-migrant and migrant children may be comparative, what is also unique about the
mental health of refugee children is the aetiology, nature, and reasons for the difficulties.
Refugee children’s mental health rates differ based on the type of exposure to violence
(i.e., indirect or direct exposure to war) and immigration status (accompanied versus un-
accompanied minors). Overall, 38.2% of unaccompanied refugee minors and 23.3% of
accompanied minors reported anxiety symptoms [28], compared to 9.2% of Syrian children
exposed to war violence [21]. Unaccompanied minors may report higher rates of distress
because they have lost family during migration, and they arrive in the resettlement country
alone. Depression rates are also country- and context-specific. For instance, 2.9-7.5% of
Ukrainian refugee children exposed to the recent war reported experiencing depression
symptoms (Osokina et al., 2023) [8]. Furthermore, 42.6% of unaccompanied minors versus
30% of accompanied refugee children residing in Germany reported depression symp-
toms [28]. Depression rates were also high (27.9%) for refugee children living in a refugee
camp [29]. Syrian refugee children presented with a lower than global rate prevalence
of 12.5% [21]. For Syrian children, the number of traumatic events was the most robust
predictor for depression, anxiety, and PSTD [28].

Depression and PTSD disorders present the most significant mental health differences
between non-migrant and refugee children (Hodes, 2022) [22]. Iraqi refugee children living
in a Turkish refugee camp reported a very high rate of 43.4% for PTSD [29]. This rate
is similar to the 21% to 44.6% rate reported for children exposed to the ongoing Israeli—
Palestinian conflict [30]. These rates could be similar because children from Iraq and
Israel have been directly exposed to open war. Exposure to war trauma seems to increase
the risk of developing adverse mental health; for example, Ukrainian children who had
experienced and witnessed more violent events were more than four times more likely
to develop PTSD [8]. Children living in open conflict zones also present with high levels
of behavioural difficulties [31]. Bosnian refugee children who experienced a long-term
separation from a parent, direct exposure to armed combat, or the death of a close friend or
relative presented with a 77% rate of behavioural challenges [32]. It seems that exposure to
war-related violence leads to behavioural-emotional problems [31]. Due to high exposure
to violence, refugee children can act out through aggressive behaviours and thus have
reduced interactions with peers [30,33].

Research shows that school psychologists provide trauma-informed therapy for
refugee children [34-36]. This study suggests a culturally responsive approach to trauma-
informed therapy for displaced children. Cultural responsiveness acknowledges the differ-
ent ways that refugee children have suffered and prioritises indigenous health systems for
addressing their mental health.

1.2. Framework: Culturally Responsive Therapy

CRT emphasises the importance of the client’s culture and socioecological location in
health services. Culture is the foundation of one’s beliefs, norms, and values and deter-
mines attitudes and actions [37]. It influences children’s development, worldviews, and
social participation [5]. In mental health, culture influences how families understand their
mental health symptoms and directs their health-seeking behaviours [38]. In some cultures,
mental health symptoms are experienced, interpreted, and described somatically [39] and
as spiritual disturbances/attacks from evil spirits [40]. Clients from these cultures will seek
help consistent with their belief systems. CRT offers school psychologists a framework that
includes different ways of understanding mental health. CRT has similar intentions as cul-
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turally competent and sensitive models; sometimes, the terms responsiveness, competence,
and sensitivity are used interchangeably [41]. These approaches challenge monocultural
practices within mental health by acknowledging diversity in mental health ways and
providing a therapeutic space for inclusive mental health practices. Furthermore, CRT thera-
pists are proactive about acquiring cultural knowledge and transforming their practice [42].
CRT is not a therapy modality like Cognitive Behavioural Therapy (CBT), Emotionally
Focused Therapy (EFT), or Solution-Focused Therapy (SFT). It is a therapy framework
that prioritises the way culturally diverse clients conceptualise, diagnose, and treat their
mental health. As a framework, it can be integrated into therapeutic modalities such as
CBT, EFT, and SFT. For example, SFT focuses on the client’s capacities, resources, and assets
rather than emphasising problem patterns [43]. A culturally responsive therapist using
SFT will inquire about resources and capacities that are culturally important. Therapy
techniques can also be made culturally relevant; for example, the miracle question or
crystal ball technique from SFT can be posed culturally responsively. The rationale behind
these techniques is to inspire the client to imagine and anticipate life without the problem,
thereby inspiring hope for the future [44]. Knowing the rationale for these techniques, the
therapist might think of a question that captures that motive and will resonate with the
client’s worldview, belief systems, and cultural metaphors.

Across the mental health literature, CRT can be summed up in the following principles.
These principles can be integrated into trauma-informed therapies when treating refugee
schoolchildren:

1.  CRT requires cultural humility: It compels therapists to reflect on their cultural biases
and practice cultural flexibility and humility. Cultural flexibility and humility are the
attitudes that precede the practice of CRT. Cultural competence involves flexibility—
an ability to understand the child or family’s experience from their frame of reference
rather than from one’s own [45]. Cultural humility is the life-long commitment to
personal reflexivity and the self-critique of one’s culture and enables medical service
providers to develop non-authoritarian relationships with their clients [46]. Culturally
responsive school psychology has an ethos of cultural reflexivity where cultural
flexibility and humility are practised.

2. CRTis radical: It challenges dominant and exclusive knowledge systems and high-
lights the importance of indigenous ways of being [38]. Therefore, CRT is inclusive
and can potentially revolutionise school psychology to benefit diverse learners.

3. CRT gives prominence to indigenous cultures: Responsive therapists are lifelong
learners who commit to learning about their client’s cultures (author, 2020) [47] and
seek proactive opportunities to acquire cultural knowledge (Parekh et al., 2014) [42].
They are also mindful of within-group variations and honour how each family cul-
turally identifies [47]. They can locate family indigenous cultural norms, customs,
and practices by asking. School psychologists honouring indigenous knowledge can
maximise cultural healing practices that are natural to refugee learners.

4.  CRT is accountable to the needs of stakeholders [41]. Meeting the needs of fami-
lies as they state them creates an atmosphere of accountability that benefits refugee
families [42]. A responsive therapist is accountable because they put their cultural
knowledge into practice. As previously stated, migrant children are underrepresented
in mental health services [17], and for many refugee children, consultation with a men-
tal health practitioner may be a novel experience; accountability can increase trust and
respect in the therapeutic relationship. Rapport, respect, and mutual understanding
may increase therapy interest and retention among refugee families.

5. CRT is collaborative [47]: Refugee families often present with urgent physical and
economic needs that cause them emotional distress. While assisting refugees in
acquiring material and financial resources may not be within the scope of practice
for psychologists, therapists should not ignore or disregard learners’ material and
economic needs. Continuing with psychotherapy with learners who do not have their
basic needs met is possibly counterproductive. School psychologists can collaborate
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with refugee agencies that provide material and financial services to refugee families to
assist learners in getting their basic needs fulfilled. Thus, therapists need to establish a
strong network of collaboration with agencies that provide various services to refugee
families [47].

2. Materials and Methods
2.1. Research Design

A Qualitative Conventional Content Analysis (QCCA) by Hsieh and Shannon (2005)
underpinned this study. QCCA is designed to analyse content such as texts, transcripts,
videos, and images [48,49] and was used in this study to analyse video materials
and transcripts.

2.2. Data Collection
2.2.1. Sample

This study included archived videos on the issue of refugee mental health (N = 5). Two
documentaries and three instructional videos were included for analysis. Archival data
were used due to the availability of these data compared to data on refugee participants
in North America, where the researcher was based at the time of data collection. Table 1
provides details of the final five videos analysed.

Table 1. Videos Included for Analysis.

Video Reference

Helping Professional’s

Video Information Biography (at the Time of Recording)

Ampersand Film & Video 56 min recording

Tape Productions,

& Films Media Group [50]. of the University of Georgia video

Multimedia Group of Canada [51].

American Psychological Association [52]. 100 min recording

Dr. Christian Lachal is a psychoanalyst
and ethnopsychiatrist who, at the time of
filming the documentary, was the head of

the mental health programme at
Medecins Sans Frontieres.
Dr. Cecile Rousseau is a psychologist
who has worked with refugee families
from Asia and has extensive experience
working with refugee children and
their families.

Lieutenant Commander Sylvain Landry
is a war/veteran’s psychiatrist and the
Operational Trauma and Stress Support
Center director.

Cécile Rousseau is a psychiatrist working
with refugee children at a
children’s hospital.
Déogratias Bagilishya is a psychologist
working with refugee children at a
children’s hospital.

Louise Gaston is a psychologist and the
director of Traumatys.

Danielle Dion is an art therapist working
with survivors of sexual abuse.
Danielle Droplet is a social worker
working with survivors of
domestic violence.

Dr. Rita Chi-Ying Chung is a licensed
marriage and family therapist and a
professor in counselling and
development at the College of Education
and Human Development at George
Mason University in Fairfax, Virginia.

Documentary film
Retrieved from Films on Demand, a part

archives.

Documentary film
53 min recording
Retrieved from the University of Georgia
library video archives.

Instructional video

Sourced from the APA video database.
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Table 1. Cont.

Helping Professional’s
Biography (at the Time of Recording)

Dr. Angelea Panos holds a Ph.D. in
clinical psychology. She is a licensed
marriage and family therapist and a

licensed clinical social worker.

Dr. Frank Ochberg is a psychiatrist, the
former Associate Director of the National
Institute of Mental Health, and a member

of the team that wrote the medical

definition of Traumatic Stress Disorder.

Video Reference Video Information

Instructional video
18 min of recording
Retrieved from the University of Georgia
Library.

Frank Ochberg & Angie Panos [53].

Educational video
68 min recording

Retrieved from Ms. Kathleen To is a licensed clinical
VoicesAcademy [54]. Video file https: social worker with extensive refugee
/ /voicesacademy.com/interpreting-for- resettlement programme experience.

refugees-in-social-service-encounters/
(accessed on 16 December 2023).

2.2.2. Inclusion Criteria

Video documentaries are films that tell the stories of people’s lived experiences, social
concerns, and political phenomena [55] and were used in this study to explore the experi-
ences of war, mental health and psychological therapy of refugee children. Documentaries
included in this research study featured stories of the following:

e  Refugee children who had experienced open war and were displaced as a result of
violent conflict.

e  Refugee children participating in family or individual trauma-informed psychologi-
cal therapy.

Instructional videos were selected for use in this study because vignette case studies
can connect research with practice [56]. The instructional videos included showcased
the following:

e  DPsychologists and therapists providing family therapy to refugee children.
e  Expert discussions on refugee children’s experiences of pre-migration, migration, and
post-migration traumatic stressors.

2.2.3. Search Criteria

Videos were identified in academic and professional organisations’ libraries, archives,
and databases. The final videos were sourced from the American Psychological Association
(APA) video database, the University of Georgia library systems, and the VoicesAcademy
professional online continuing education platform. Internet video platforms, such as
YouTube and Vimeo, were also searched. However, videos from these platforms were
excluded from the final analysis as they did not meet the inclusion criteria.

2.3. Data Analysis

In QCCA, data analysis is conducted in the following steps: immersion, initial coding,
categorising, clustering, defining categories, reporting the findings, and memo writing [57].
In this study, four additional steps were added to enhance the validity of the findings.
Three experts were consulted, one after each step in the analysis, to provide clarity and
validation for the emergent codes, and three senior researchers assessed the data audit trail
for credibility. The analysis procedure is duplicated in Figure 1.
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Step2 : Immersion through watching video recordings and transcribing
video recordings

N2

Step 3: Expert interview 1- Establishing key ideas and concepts

\Z

Step 4: Initial coding

A4

Step 5: Expert interview 2- Validating initial codes

N\

Step 6: Categorizing

\Z

Step 7 : Expert interview 3 - Validating categories

R 5

Step 8: Clustering

N/

Step 9: Defining major and sub-categories

\Z

Step 10: Establishing credibility

A4

Step 11: Reporting results

Step 1: Immersion through memo writing

Figure 1. Data analysis procedure.

Analysis Procedure

1.  Immersion through memos. The researcher used memos to conceptualise and theoret-
ically link emerging themes.

2. Immersion through watching and transcribing video recordings. The researcher
watched the video materials several times to become familiar with the data and then
transcribed the video materials into written documents.

3. Expert interview 1—Establishing key ideas and concepts. This expert was considered
an extension of the literature on psychotherapy with refugee families because the
literature on this topic is lacking, and they assisted the researcher in defining key
ideas and concepts.

4. Initial coding. Initial coding was conducted through word-by-word and line-by-
line coding.

5. Expert interview 2—Validating initial codes. The second expert validated the emerg-
ing initial codes.

6. Categorising. Initial codes were compared to each other and then conceptually
organised into categories.

7. Expert interview 3—Validating categories. The third expert validated emerging cate-
gories.

8.  Clustering. Major and sub-categories were organised into meaningful units to create
conceptual clusters.
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9.  Defining major and sub-categories. The definitions of the categories were constructed
as an ongoing process from initial coding to clustering. In this step, emerging defini-
tions were solidified.

10. Establishing credibility. Three senior researchers ensured the study’s credibility by
analysing the audit trail.

11. Reporting results. Findings are reported in major categories. Exemplar quotations
from the transcripts are given to substantiate the reported categories.

2.4. Ethical Considerations

Due to the use of publicly available data, this research study is exempt from institu-
tional ethical permission. Nevertheless, research using publicly available data should be
carried out with beneficence, respect, and justice [58].

3. Results

Three major categories relating to children’s experiences of war trauma are
reported [47]: (1) children are not spared from war trauma, (2) children live in perpet-
ual fear and anxiety, and (3) war-related violence ignites aggressive behaviours in children.

e Theme 1: Children are not spared from war trauma.

Children are not spared from war trauma, which means that exposure to violent
events has no age limit. The children in this study experienced personal physical and
psychological harm, the murder of family members, and massacres of their community
members. The perpetrators did not consider them too young for brutality, and they were
attacked as viciously as adults [47]. The psychologists in this study reported that memories
of war horrors and psychological trauma can stay with child survivors into adulthood.
Jacques was five years old when his family was attacked, and as an 18-year-old, he has not
forgotten his experiences and vividly remembers the war events.

L was terrified. I didn’t know what was happening. I saw everyone running, and I had no
idea why. Everyone was screaming. When war broke out in my region, we were taken to a
stadium, it was a soccer stadium. I stayed there for about four days. There were so many
people and lots of disease and massacring. Then things went bad to the very worst. The
weather was awful. It was raining, and blood flowed everywhere. We were swimming in
blood; there were so many wounded. That has stayed with me; it won't go away. . .. At
five, I had no idea what a massacre was. (Ampersand Film & Video Tape Productions,
2005, 00:10:53)

Some children have never known peace. They have faced violence since birth. They
move from one refugee camp to another until they arrive in Canada. For these children,
the conflict remains within, and it’s still active. (Multimedia Group of Canada, 2000,
00:02:17)

Children such as Jaques, who lost family members during forced migration, have
the additional traumatic stress of being unaccompanied minors. Possibly due to the loss
or separation of/from family members, unaccompanied minors report higher rates of
anxiety and depression when compared to children who have immigrated with a family
relative [28]. While resettlement is conflict-free, poor mental health does not quickly
improve upon relocation to the host country. Dr. Chan put it this way:

Often, we have this myth or belief that now that they are in the U.S., life is fine. It’s just
everyday challenges, but some of the things we have to remember are, first, how the pre-

migration experiences impact the post-migration. (American Psychological Association,
2009, 00:00:22.11)

The children in this study lived in fear and anxiety during pre- and post-migration.
School psychologists should pay close attention to unaccompanied minors who have family
members left behind in countries in open war. Such children may be living in constant
worry and may, at any point, actually lose family members to the war.
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e  Theme 2: Children live in perpetual fear and anxiety.

Refugee children reported constant fear for their lives and the lives of their loved ones.
This fear arose from actual experiences of tragedy, including the death of loved ones during
the war and being personally shot by soldiers.

Soldiers scare me when they shoot. When they shoot real bullets, I am scared one of the
bullets might hit my brothers or sisters. (Ampersand Film & Video Tape Productions,
00:16:03)

This child had recently experienced her older cousin’s death in that war. Brutal killings
of family members are not uncommon during wartime [8,9]. Siblings often live in anxiety
and worry about older siblings who may be participating (as soldiers) in the war. These
anxieties can be expressed in different ways, for example:

She wakes up in the middle of the night crying. She has nightmares about tanks crushing
us. They will raze the house while we're asleep, crushing us, and no one will know.
(Ampersand Film & Video Tape Productions, 2005, 00:06.25)

Devastatingly, shortly after the recording of the documentary, soldiers came into the
child’s village and indeed razed her home to the ground. Refugee children live in a world
where their worst nightmares can quickly become a reality. A 21-year-old young man who
soldiers shot woke up from a four-month-long coma and had to return to the same village,
where the open conflict continued. Living amidst an open war can inspire constant anxiety
and worry and prolong psychological trauma from the experienced violence.

Ahmed is 21. He lives with his family in Rafah. A year ago, during an incursion by
the Israeli army, he was hit in the chest by two bullets fired from a tank turret. He was
plunged into a four-month coma but eventually awoke and survived. (Ampersand Film
& Video Tape Productions, 2005, 00.02.55)

Anxiety and worry often persist post-relocation. The psychologists in this study
report that anxiety and trauma reactions can be triggered in resettlement. This means that
school psychologists should not assume children live fear-free lives because they are out of
immediate danger. Fear- and trauma-related symptoms can manifest at a later stage of life.

Among children, post-traumatic stress disorders generally manifest themselves as anxiety
attacks, difficulty concentrating, loss of interest in everyday activities, trouble in school,
fatigue, insomnia, nightmares, and aggression. Such symptoms can appear months or
years after the trauma, the memory of which is triggered by a simple sensory event.
(Multimedia Group of Canada, 2000, 00:24:42)

o  Theme 3: War-related violence ignites aggressive behaviours in children.

This study demonstrates that refugee children can display behavioural and social
challenges. Significantly, aggressive behaviours are triggered by traumatic stimuli or are
a result of learned behaviours from prolonged experiences of violence. These findings
are congruent with the literature reports that indicate a link between experiences of war
brutality and behavioural difficulties [31]. Child psychologists shared their insights from
providing psychotherapy to refugee children.

In war situations, violence is constantly reactivated by events, of course. This is partic-
ularly important in children. How do they grow up in violence without that violence
becoming an integral part of them? (Ampersand Film & Video Tape Productions, 2005,
00:30:24)

All the anger and sadness they were exposed to ends up manifesting itself as destruc-
tiveness. The anger they carry inside must not become self-destructive or destructive to
others through anti-social behaviour. (Multimedia Group of Canada, 2000, 00:25:56)

These psychologists highlight that exposure to violence can lead to deep-seated psy-
chological traumatic responses such as anger and sadness, and these emotions can ignite
aggressive behaviours. Violent behaviours can also be due to a lack of social skills to resolve
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conflict with peers appropriately. One psychologist reported that war conflict leads to a
breakdown in human relationships because it involves human-on-human violence. Thus,
it breaks the trust in humanity and increases the fear of other human beings in children.

The most damaging traumas are those arising from human violence. The psychological
repercussions are always more significant in such cases. The capacity to trust others is
deeply affected. (Multimedia Group of Canada, 2000, 00:11:33)

While exposure to war violence can trigger anxiety and socially violent behaviours,
refugee children should not be viewed as inherently violent. School psychologists should
assist the school community in interpreting these behaviours for what they are: the residue
of having experienced extreme violence and cruelty.

4. Discussion

This study shows that refugee children experience as much violence as refugee adults.
Traumatic stressors experienced during forced migration lead to mental health disorders.
The children in this study presented with psychological trauma, fear, anxiety, and aggres-
sive behaviours. This is consistent with literature reports of a high prevalence of anxiety,
depression, and PTSD among refugee children [27,28]. This study shows that refugee chil-
dren have a hard time socially adjusting and concurs with [31] that aggressive behaviours
should be interpreted as a traumatic response to exposure to life-threatening violence.

Various psychotherapy models are effectively used to treat refugee trauma; for exam-
ple, see [35,59]. This study recommends the integration of CRT into the trauma-informed
treatment models for services offered to refugee children. CRT is based on ideas of multi-
culturism, which is complementary to social justice [60]. CRT, multiculturism, and social
justice all propose that therapy has an ethical obligation to acknowledge cultural diversity
and to treat clients in a culturally attuned manner that resonates with their indigenous
healing views and practices.

4.1. Considerations for Culturally Responsive School Psychology

In a strange and unfamiliar country, a culturally responsive approach may be necessary,
as it places the learner’s culture and sense of being at the centre of their healing process.
Table 2 provides suggestions for how CRT can be incorporated into psychotherapy.

The practice of CRT requires cultural humility. Therapists who do not give preference
to their own cultures are open to practising radical school psychology. Refugee children can
quickly acculturate to the culture of their host country and may seem to have assimilated
into the host country’s culture. However, school psychologists should ensure these children
understand the host country’s cultural nuances. The best practice would be to remain
culturally sensitive, even to children who seem to have acculturated.

Table 2. Culturally responsive considerations for refugee mental health.

CRT Principles CRT Integration in Therapy
e  Personal evaluation of their cultural knowledge of the
refugee children they are working with.
e Critical self-evaluation of cultural biases.
1. CRT requires cultural humility and compels therapists to e  Competence to ask culturally nuanced therapeutic
reflect on their cultural biases and practise cultural questions.
flexibility and humility [45,46]. e Ability to assess cultural stereotypes and challenge

personal bias.
o  Competence to integrate indigenous cultural ways of
being with host country cultural practices.
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Table 2. Cont.

CRT Principles

CRT Integration in Therapy

CRT is radical, challenging dominant and exclusive
knowledge systems and highlighting the importance of
indigenous ways of being [38].

CRT gives prominence to indigenous cultures, and
responsive therapists are lifelong learners who commit to
learning about their client’s cultures [47].

CRT is accountable to the needs of stakeholders [41] and
visibly integrates cultural knowledge into therapy
practice.

Recognition that therapists” preferred clinical assessment
tools may not be culturally appropriate for refugee clients.
Acknowledgement that a therapist’s preferred therapy
modality may not resonate with refugee clients’ cultural
beliefs.

Openness to using psychometric tools that have been
validated for a specific refugee’s ethnicity.

Willingness to learn a therapy modality designed and
validated for refugee populations.

The use of culturally responsive literature for case
conceptualisation and goal setting.

Use of clinical insight to adapt the preferred therapy
model to be culturally appropriate.

Curiosity about how clients define, understand, and
address the presenting problem indigenously.
Acquisition of cultural knowledge of the refugee
population they are working with.

Consultations with language translators.

Discussions with cultural consultants and brokers.
Ability to ask clients about their culture without expecting
them to be cultural brokers.

Validation of clients” cultural resources.

Acceptance of cultural healing practices.

Openness to providing psychoeducation in mental health
services and practices that may benefit clients.

e  Taking the time to establish rapport with clients.
Assessment of basic needs.
Partnerships with local refugee agencies.

e  Resource sharing of information about appropriate service
providers for various needs

5. CRT is collaborative and encourages clinicians to establish
a strong network of partnerships with agencies that
provide various services to refugee families [47].

4.2. Study limitations

It can be challenging to recruit refugee minors for research participation. Where
there is access to informed consent and assent, research can be limited by challenges such
as language barriers and a lack of language translators and cultural brokers. Thus, this
research study relied on publicly available data to address the research question. The
limitation of using secondary data is that there was no way for the researcher to interact
directly with the participants in the videos and, where necessary, engage in follow-up
questions and make full-view observations of non-verbal communications. To mitigate
this limitation, the researcher engaged with experts in refugee mental health to triangulate
emerging themes in refugee mental health.

5. Conclusions

This study showed that refugee children suffer enormous amounts of psychological
trauma during war displacement and, as a result, suffer poor mental health, including
psychological trauma, fear, anxiety, and aggressive behaviours. Therapists have an ethical
and moral obligation to ensure that psychotherapy is aligned with the values of inclusive
education and social justice. This study recommends CRT as a therapeutic framework that
is aligned with the values of inclusive education and social justice and prioritises diverse
ways of understanding and treating children’s mental health.
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