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Background
In 2015 UNHCR estimated that over 60 million persons were forcibly displaced, the highest number since World War 2 (UNHCR 2015). This means that there has been an increase by about 1/3 over the last 10 years and an increasing number among them are unaccompanied minors. By the end of 2015, 1 in every 122 humans was someone who had been forced to flee his home. Furthermore, in 2016, this number rose to 65.3 million. Among them werenearly 21.3 million refugees, over half of whom wereunder the age of 18. If this were the population of a country, it would be the 23rdmost populated country in the world and 3rd such in Europe (UN, 2016). 
Today, nearly 34,000 people are forcibly displaced every day (UNHCR, 2016).The exact statistics may, however, vary as there are different ways to delineate this population which comprises primarily persons forcibly displaced, such as refugees; asylum-seekers; and internally displaced persons as well as stateless persons and persons who are returnees. 

According to the UNHCR, refugees are persons who are outside their country of citizenship because they have well-founded grounds for fear of persecution because of their race, religion, nationality or political opinions ormembership in  a particular social group. These groupsare unable to obtain sanctuary from their home country or, because of perceived threat, are unwilling to avail themselves of the protection of that country; or in the case of those not having proof of nationality and who have left  their former countries of residence , are unable or, because of perceived threat, are unwilling to return to their former countries of residence. The UNCHR defines asylum-seekers as individuals who have sought international protection and whose requests for refugee status have not yet been adjudicated, irrespective of when they may have been lodged.

The main reasons for being forced to leaveone’s country of origin can be codified as war, persecution, organized violence, armed conflicts and human rights violations due to a person’s ethnicity, religion, sexual orientation to mention only a few. But poverty and climate change are increasingly prominent reasons as well.
It is well known that migration is one of the risk factors for developing mental disorders, and that traumatized migrants in particular may face psychological distress and even serious psychiatric illness as they havebeen exposed to adverse conditionsbefore, during and after migration. All of these in turn may affect their health duringresettlement in the host country. This has implications for both short term andlong term mental health status.
As pointed out in a report to the Health Council of the Netherlands (2016) the current situation with a large number of refugees poses political as well as moral dilemmas, but it represents further a public health imperative that may have long-term consequences. There is increasing evidence that a large proportion of refugees and asylum seekers residing in Europe suffer from the consequences of traumatic eventsand exhibit psychological problems including, but not limited to,Post-Traumatic Stress Disorder (PTSD).
As a European professional organization, the European Psychiatric Association (EPA)considers as one of its major tasks to raise awareness onthis important problem and outline strategies for how its member societies and the psychiatric profession at large may contribute to managing these challenges. As a consequence, the EPA has created a Task Force that will focus on these topics and providethe EC and Board with suggestions regarding the role of EPA.  

Statistical data

The topthree source countries of origin of forcibly displaced people are Syria, Afghanistan and Somalia, while the top three host-countries worldwide in absolute numbers are Turkey, Pakistan and Lebanon. When compared by numbers of refugees per 1 000 inhabitants, Lebanon and Jordan carry the biggest part of the burden (UNHCR, 2015). This means thatmore than 80 % of the world’s refugees live in developing regions close to their countries of origin the number of whichis much higher than 10 years ago. The Least Developed Countries provide asylum to 25 % of the global total (Schouler-Ocak et al 2016).
Europe – in particular the European Union –has faced a huge increase in the number of refugees in the last years.The top three countries of origin of refugees fleeing to European countries are Syria, Kosovo and Afghanistan and i. In 2014, the number of refugees increased by 51%. ;  (Eurostat, 2016a). 

Furthermore, EU member states received over 1.2 million first time asylum applications in 2015, more than double of thenumber in the previous year with more than half of them originating from Syria (Eurostat, 2016b).
From the spring of 2015 on, the EU has been faced with an influx of migrants that has given rise to serious political, societaland social problems and joint actions within the EU have so far been difficult to establish. This trend has continued in 2016: The number of first time asylum applicants increased by 40 % in the second quarter of 2016 compared with the same quarter of 2015. The highest number of first time asylum applicants in the second quarter of 2016 was registered in Germany (61% of total applicants in the EU Member States), followed by Italy (9%), France (6%), Hungary (5%) and Greece (4%). These 5 Member States together accounted for 85% of all first time applicants in the EU-28 (Eurostat, 2016b).
During the same period (2015) Greece became the first EU country of arrival, receiving a flow of refugees and migrants crossing the Mediterranean Sea and subsequently moving on through Balkan countries to Northern European countries, in particular to Germany and Sweden(Schouler-Ocak et al 2016).
Different countries have chosen different ways to manage the large number of migrants. We have seen increased border patrol operations also within the Schengen area, and strategies to fight migrant smugglers, quota systemshave been suggested to relocate the migrantsetc (Wikipedia 2016).
In the first months of 2016, more than 100,000 migrants arrived in Greece. However, following the implementation of the EU-Turkey agreement in March 2016 and the closing of the Balkan route, Greece experienced a drastic reduction in the number of migrants. Syrians, Afghans and Iraqis still account for the largest share. On the other hand, we now see a large number of mainly African migrants crossing the sea to Italyand more than 66,000 already have arrived in Italy during the first half of 2016.(Wikipedia 2016).
Mental health in the migratory phases
Migrants may have traumatic and adverse life events both prior to migration, during migration and post migration.The different factors as well as their impact on mental healthmay interact. 
Prior to migration, migrants may have been exposed to deprivation, persecution, violence, imprisonment, human rights violation, including sexual harassment, even torture. Previously there has been a particular emphasis on the pre-migratory stress factors as a reason for the subsequent mental health problems. These adverse life events and situations may give rise in particular to post-traumatic disorders. Studies have shown a large range in the rate of PTSDamong refugees and asylum seekers with severe traumatic experiences between 3–86 % (Bhugra et al 2014).The differences in the reported rates may be partly explained by differences in methodology and population samples studied (f. e. general population vs. clinical sample etc.).
It is however increasingly recognized that thetransition phase that often includes a temporary residence may also be perceived as very stressful which accounts as well for the postmigratory phase in the new host country.Data from studies on risk for psychosis show that stress factors in the post migratory stage over all have more impact on mental health than those in the pre migratory stage (Bourque et al 

2011)
During the process of migration, migrants may often undergo very dangerous moments as seen extensively lately when thousands have been crossing the Mediterranean Sea risking their lives and leaving everything behind. Having fled their country, it is however far from certain that safe conditions will be reached.  Migrants are frequently affected by deprivation and the most basic necessities beyond their reach. Inadequate access to medical care is frequent, safe housing is non-existent, and many - in particular women –experience different kinds of sexual harassment including rape as payment for food or protection of their children. The migratory period may often involve transient accommodation under unsafe and uncertain circumstances. As pointed out by Heeren et al (2012) this stageincludesother stress factors such as problems related to authorities, language problems, dependence upon charity or other subventions, uncertain future and threat of deportation.
In the post migratory phase many of the problems continue in the country of settlement. Migrants are faced with the fear that they may be deported and sent back home to an uncertain destiny. They face economic problems having lost their previous status and experience difficulties in finding work; they may have language difficulties; problems in adjusting culturally; encounter discrimination; experience lack of access to health or education as well as legal problems or a feeling of alienation in the new country and lack of identification with the new country. It may also be of importance that many migrants come from socio-centric, collectivistic societies and have difficulties in adjusting to a Western individualistic environment.

In addition, the asylum procedure in itself may also have serious implications. Laban et al (2005) have documented that there was a significant relationship between the post migration living problems and the psychopathological problems exhibited. Long lasting asylum procedures are related to a significantly lower quality of life, to functional disability and more physical complaints (Laban et al 2008). This implies a needto speed up the asylum procedure and make it more effective, and increase the awareness among authorities of these factors. Moreover, psychiatrists and other mental health professionals should be aware of how important the impact of post migration factors on the mental health of migrants is(Laban et al 2005).
A number of post-migratory factors contribute to the emergence of mental health problems. Absence of social support, lack of employment, and complications during the asylum process are important (Laban et al 2008). Low socio-economic status, low education, high age, rural residence, political or ideological inclination and personality factors may play an important role as well (Porter & Haslam 2005, Genefke&Vesti, 1998).  And it has been discussed whether it is the perceived stress rather than the objectively measurable stress that is decisive for the development of mental problems. (Schweitzer el al 2006). 
The strict migration policies that are being implemented have also in an Australian study been shown to havenegative effects on the mental health of asylum seekers and refugees (Hocking et al 2015). According to this study psychiatric morbidity correlated positively with the length of the a asylum seeking process, but decreased once the asylum seekers obtained residence permit,  work permit  and access to coverage of healthexpenditure. On the other hand unemployment and refusal of asylum was related to symptom severity. 
Mental health aspects

Migration can lead to a spectrum of mental health disorders including psychoses, post-traumatic stress disorder, depression, anxiety problems, eating disorders, substance abuse or suicidal behaviour.
Adverse life events and the stress factors described above will contribute to the development of mental illness before, during or after migration.The illness may have had its onset already before the migration and be already visible at arrival of the migrant in the host country. It may also develop soon after migration, or - what is frequently the case - it may develop after having spent some time in the new host countryas a result of the impact of the problems encountered 
The post migratory period is frequently described as passing through various stages. First there is a period of excitement inthe so called ” honeymoon-phase” in which life is viewed as filled with new chances and opportunities while frequently experiencing a relief having escaped persecution or poverty. This period isoften of short duration. As the migrant soon gets confronted with obstacles, disappointment and loss of trust in the future might follow. Different psychological ways of dealing with acculturative stress may be seen. In one of them the migrant gradually tries to integrate into the new country by accepting the new life conditions and reorganizing life accordingly thus after a while succeeding in contributing constructively tothe host country. Another possibility is that the migrant becomes passive, and loses faith inthe possibility for that integration to succeed. 
The mental health consequences of migration have already been described by Ødegaard who investigated the Norwegian migrant population in the US and demonstrated that migrants run a greater risk of becoming psychotic. Since then many researchers have shown similar findings and the studies in Afro-Caribbeans in the UK and of the Surinam population in the Netherlands replicate findings that the prevalence of psychotic disorders is more frequently among migrants. Many hypotheses have been brought forward over the years to explain this finding, including that there may be a selection bias, or thatthe presence of adverse psychosocial factors may be decisive.
Another important factor seems to be the degree to which acculturation influences mental health.It has been found that assimilated compared to integrated asylum seekers had a higher likelihood of developing depressive episodes, and that an effort to assimilate into the host culture at the expense of losing ties with the original culture may pose a particular risk (Nakash et al 2015, Behrens et al 2015).The degree of stigmatisation and discrimination faced by the migrant in the host country is also emphasized as a strong mediating factor in shaping the mental health consequences of migration (Küey , 2015). Cantor-Graee&Selten (2005) put forward the hypotheses of chronic experience of social defeat related to poor mental health and risk of psychosis in immigrants.
Not all types of migrants, however, have the same risk, thus the rate of mental disorders are found to be twice as high among refugees than among economic migrants (Lindert et al. 2009). Several studies have been focusing on the psychiatric morbidity among different types of migrants in different countries. A Swiss study found that illegal migrants, asylum seekers and refugees had higher psychiatric morbidity compared with native groups and that about half of the asylum seekers and refugees fulfilled PTSD criteria (Heeren et al 2014).Some forcibly displaced people are at particularly higher riskfor mental disorders: women in female-headed households; adolescents; the elderly; those lacking documentation; persons with disabilities or pre-existing health or mental health issues; survivors of various forms of violence; those in extreme poverty (Hassanet al, 2015).
In a recent report for WHO, Priebe et al report that in general, the rates of psychotic, mood and substance use disorders in groups of refugees and asylum seekers appear similar to those found in host countries. An exception is post-traumatic stress disorder (PTSD), which is more common in refugees and asylum seekers (Priebeet al 2016)

Studies focusing more specifically on refugees populations arriving in Europe start to emerge. Among Iraqi refugees in Western countries, depression was reported ranging from 28 – 75 % (Slewa-Younan et al. 2014) and PTSD was found to vary from 8 to 37.2 % in the same group.
Regarding Syrian refugees, while clinic-reported prevalence rates for mental disorder from camps in Turkey and Lebanon indicated high levels of psychosocial distress (42%), anxiety and depression among refugees, PTSD diagnoses have been generally lower than expected, despite reported rates of up to 33% in some refugee camp-based studies (Abbaraet al 2016). In another study studying PTSD in a sample of Syrian refugees in Lebanon, the authors found a lifetime prevalence of PTSD of 35.4%, and a point prevalence of 27.2% (Kazouret al 2016).

In a large study focusing on psychosis in Sweden, refugees were at increased risk of psychosis compared with both the Swedish-born population (adjusted hazard ratio 2.9) and non-refugee migrants (1.7) after adjustment for confounders (Hollander et al 2016).

As stated before, a significant proportion of refugees are children. In a study on Yazidi children and adolescents immediately after forced migration following ISIS attacks,all children and adolescents exhibited psychiatric problems and disorders: 50 % had one, and 50 % had more than one. The most relevant problems were disturbed sleeping (71 % of children), followed by depression (36.8 %), conversion disorders (28.9 %), adjustment (21.8 %), acute (18.4 %) and posttraumatic stress (PTSD, 10.5 %) disorders, and non-organic enuresis (18.4 %) (Ceri et al  2016).
Moreover, it should be emphasized that not everyone exposed to a traumatic event will develop a psychiatric disorder since there is always an individual constellation and interdependence of protective and pathogenic factors in play. In addition it is still a matter of debate why certain types of trauma are more likely to induce PTSD than others. Migrants are frequent victims of men- made trauma and organizational violence that are more likely to result in PTSD than accidental trauma,e.g. traffic accidents. Women are more likely to develop PTSD than men exposed to the same trauma and more than 50 % of the victims of rape, war, displacement and torture develop PTSD (Flatten et al., 2011). Others have reported that about 25 % among Sudanese refugees showed clinically high levels of psychological distress(Schweitzer et al 2006).
The study of resilience factors is important and still insufficient.But we see increasing attention being paid to understanding some of the protective aspects in different populations, and what may reduce the negative impact of trauma and modify the development of PTSD. 
Suicide attempts are frequently reported among migrants in particular among asylum seekers. Male asylum seekers show a higher suicide rate than the background population (Goosen et al. 2011) and had also a higher rate of hospital-treated suicidal behaviour. In a register-based cohort study in Denmark injury mortality in refugees/immigrants and the native Danish population was compared. The immigrant group consisted of people from 7 regions: Asia, East Europe, Ex-Yugoslavia, Iraq, Middle East, North Africa, and Sub-Saharan Africa. More research is needed to get more information on suicidality in refugees and asylum seekers.
A refugee is a person who has lost hispast for an unknown future: experiences of loss and dangerareimprinted in their selves; hence, it is a situation of die or fly. The health andmental health consequences are shapedon this psychological background (Küey, 2016).
Refugees and asylumseekersfrequently have concomitantphysical and psychological problems. As clinicians in countriesreceivingrefugees, wemayfrequentlyencounterrefugeespresenting a number of physicalcomplaintsthatareoftenassociated with post traumaticconditions and mayberelated to the violencethey have beenexperiencing. Manymay present ill-defined or uncharacteristicsomatic symptoms e.g. headaches, dizziness, tinnitus, chronicpainconditions, stomachache or somatoformsyndromes (Gupta 2013). 
Challenges for health care systems in Europe
What are the major challenges regarding mental health care with the high number of refugees coming to Europe? What is the situation of the receiving countries with respect to health checks of refugees including screening for mental health problems, e.g. in the receiving centres? These are some of the pertinent questions we are facing today in Europe.
WHO (2016) does not recommend obligatory screening of refugee and migrant populations upon arrival for diseases, as they see no clear evidence of benefits. One of the reasons is that itmay trigger anxiety in individual refugees and in the receiving community or the refugees may fear asking for a check-up of fear for the consequences.Instead WHO recommends that all refugees be offered health checks on a volunteer basis to ensure access to health care with respect for migrants' situation and dignity.

It is important to identify health problems in refugees and migrants – including mental health problems - soon after their arrival. As seen before, refugees might suffer from a range of disorders, and therefore emphasis should not only be put on PTSD, but professionals and institutions should take into account all psychosocial factors in a culturally sensitive approach (Jefee-Bahloulet al 2016). This also applies to young refugees, whose developing or preexisting serious mental disorders need to be identified to ensure access to mental health care (Anagnostopouloset al 2016).
WHO emphasizes that all refugees and migrants should have full access to a hospitable environment, and high-quality health care when necessary. The receiving countries should provide this without discrimination regarding gender, age, religion, nationality or race. Furthermore health care should be provided irrespective of the migrants' legal status.It is well known, thathe most fundamental barriers for refugees and asylum seekers in accessing health care services are inadequate legal entitlement and, where entitlement exists, mechanisms should be created to ensure they are well-known and respected in practice (Pace 2011). 
The EU Members States however do not all consistently address healthcare needs of asylumseekers in the same way. Their provision is influenced by the respectivehealthcare system in the givencountry, and their national legislation. As pointed out by HUMA network,most of the time, migration considerations take precedence over humanitarianand Human Rights considerations and sometimes even over publichealth concerns (Huma 2009). 
EU Member States in several cases have created barriers in order to reduce access to health care. Some of these states do not provide information about available services or establish administrative proceduresthat serve as barriers to accessing care. So despite the fact that legal protection may be recognized, in reality aneffective access to health care may be lacking and the resident population may have objectionsto migrants’ access to care.
Each EU Member State has its own administrative systemregulating asylum seekers’ accessto health care and they may greatly differ from country to country. Access to health care in addition can be influenced by differences in culture, lack of information on different cultures or time on the side of the health care providers, economic restraints,or language problems. 
WHO has been working on the health issues related to people's movements for yearsand has a keen interest to address the public health implications of the large influxes of refugees and migrants into the EU. In order to reach that goal WHO is working on a number of issues including the development ofhealth policies that are migrant-sensitive, the work on a more equitable access to services, and on the increase of cultural and gender sensitivity of healthcare providers.
Of particular interest for the European Region is the WHO European health policy framework Health 2020. This policy is paying particular attention to migration and health, with a focus on the vulnerability and human rights of the populations involved. In line with the above the policy has as an objective to meet the health needs of migrants; and develop migrant-sensitive health policies.
Challenges for mental health care provision in Europe
For many refugees and asylum seekers, a visit to emergency services or a primary health care clinic may be their only contact with health care services after having fled their country.  A major question is how the available health care services in the host countries deal with this huge public health problem?  There are both economic and logistic challenges.The refugeesand asylum seekersmay have been undergoing dramatic experiences damaging their health while fleeing, but lacked money to pay for any treatment. This situation results in that any injury refugees encountered during the flight may not receive timely treatment. Displacement may also result in the interruption of the continuous treatment that is crucial for those migrants who may suffer from chronic conditions, including mental illnesses. Refugees and asylum seekersmay also encounter stigma if seeking care or even experience a refusal for treatment by the health care system in the receiving country.  
Refugees and asylum seekers are in general without the means to pay for their treatment. The availability of services differs from one European country to the other and the legislation as regards provision of mental health care also differs.  In many countries, volunteers carry out the treatment of refugees and asylum seekers, so that only a low level of care can be provided, hence comprehensive medical care not being ensured.  Reducing barriers to access the mental health care system must be the aim. Another aim should be to ensure attainability of funding forinterpreters.  In many countries there is no possibility to finance interpreters. At the same time there often is also a lack of qualified interpreters.
One thing is the different legislations, another whether there is adequate help available in the countries receiving a large number ofmigrants?No matter who will support refuges, it is important to think about their own mental health. Vicarious traumatization is indeed a potential difficulty to be taken into account. In a recent study, it was reported that 90% of caregivers working with refugees in Greece presented with sleep disturbances, while 37% had post-traumatic stress disorder themselves, according to the criteria of the International Classification of Diseases-10 (Psasrroset al2016).
It also has to be taken under consideration that migrants may have very different help-seeking behaviour and approaches to seeking mental health care.  Many factors may play a role, including gender, culture and trauma-related factors such as shame or honour.
In their report for WHO, Priebeet al have summarised the barriers encountered by refugees, asylum seekers and irregular migrants in accessing mental health care (Priebeet al 2016):

- a lack of knowledge regarding their health care entitlements and of the health care systems in the host country

- poor command of the language of the host country

- belief systems and cultural expectations for health care that differ from those in the host country
- a lack of trust in professionals and authorities.
They also list recommendations for good policy in order to prevent or minimise the impact of mental health disorders within refugees:

- promoting the social integration of these groups to help to prevent the occurrence of new mental disorders and to improve the outcomes of pre-existing ones
- mapping existing outreach services and establishing them where required to facilitate access to mental health care
- ensuring strong links between different services and uncomplicated administrative procedures for appropriate referrals and pathways
- providing information on health care entitlements and available services both to people from these groups and to professionals
- providing training to professionals to increase their awareness of the barriers these groups face and to ensure skills in engaging and working with them
- creating methods to overcome language barriers.
More generally, Priebe et al suggest the following good practice to reduce barriers to mental health care and facilitate effective treatment when needed (Priebeet al 2016):

- supporting social integration through education, housing and employment

- providing outreach services to facilitate access to care

- coordinating different services within a health care system to ensure the integration of physical and mental health care and appropriate care pathways

- providing information on care entitlements and available services both to people from these groups and to professionals

- training health care professionals to ensure that they are open towards these groups, aware of the barriers to accessing care and engaging with services, and skilled in overcoming language problems.
Cultural Competence: Educational and training perspectives
It has become vital and increasingly recognized that service providers, policy makers and mental health professionals are aware of the different needs of the patients they are responsible for and that initiatives are taken to ensure the cultural competence of service providers. But not only do services encounter an increasing number of ethnic minority migrants, services do also havepsychiatrists with different cultural backgrounds from their patients (Schouler-Ocak et al2016).The cultural aspects of psychiatry should thus be seen as a matter of primary relevance and training in cultural competence should therefore be part of the psychiatric educational curricula, from the undergraduate level through continuing professional development.
Cultural competence deals with the skills that are required as a clinician in order to understand the cultural values, attitudes and behaviours of the patients, in particular those whose cultural background differs from that of the mental health professional (Schouler-Ocak et al., 2015). Cultural competence is necessary in clinical practice whereby the mental health professional see each patient in the context of the patient’s culture as well as their own cultural values and prejudices (Nicolai et al 2015).
With the large influx of migrants, a pertinent question remains how we envisage training modules to train the existing psychiatric staff. In some European countries cultural psychiatry is taught during psychiatric residency training, in others there is little focus on this. 

Initiatives have been taken to announce certain institutions as “migrant friendly” serving as a role model for others and these migrant friendly institutions share their experiences and provide inspiration to others.

Several institutions run courses on cultural awareness and cultural competence and such initiatives should be encouraged to be introduced in all European countries. 

Opening up as an institution to other ethnic groups is an important but not easy task. Special “open house”arrangements may be tried, but this may need assistance from local ethnic communities to overcome the barrier to cross the threshold. Leaflets, radio or TV spots or programs may be useful and the use of social media may be an innovative tool to reach large ethnic groups.

There is no unanimous agreement whether or not it is beneficial to establish treatment facilities focusing exclusively on migrant patients or whether one should direct migrant patients to the regular health care system facilities. The advantages of an organization directed toward migrant patients include that it allows for special expertise to be built up, that it may serve as a training institution, and that it may facilitate research on the topic. A disadvantage is that it may contribute to marginalization and stigmatization of migrants as being a “particular” group.

Treating migrants along with other patients has several advantages: that the cultural competence and awareness of staff in general is increased, that the knowledge acquired is disseminated to the entire organization, but with the disadvantage that it may be more cumbersome to build up sufficient expertise. This could be overcome by increasing the health literacy of refugees and asylum seekers as well as of the staff in general.
There are initiatives being introduced lately to work with trained health professionals among the refugees and asylum seekers to make use of their professional knowledge as well as cultural competence. Another possibility is to employ migrants asstaff members among health care providers.This could be a win-win situation where migrants may benefit from a better integration into their host country and find a meaningful employment, where at the same time the institution benefits from the cultural input. 
On a different notion anoption could be to have migrants working as volunteers in order for them to get acquaintedwith the new culture, e.g. as ex-in, peer counselling.
Role of EPA

“Refugees and migrants are not to be seen as a burden; they offer great potential, if only we unlock it,” (Ban Ki-moon, 2016)

In line with the above UN initiative, the European Psychiatric Association, with its active individual members in as many as 88 countries and 40 National Society/Association Members who represent over 78,000 European psychiatrists, and being the main association representing psychiatry in Europe, is dedicated to unlock the potentials in the fields of psychiatry and mental health in Europe. 

What role could EPA and its member National Psychiatric Associations have in helping to alleviate the mental health consequences of the current migrant crisis? 

Being an international professional organization gives EPA certain advantages when it comes to getting in contact with national professional organizations as well as having a voice in relation to super national organizations as the EU. At the same time it also implies responsibilities towards to member organizations which may have expectations that EPA goes in front and take initiatives on behalf of all its Member Societies.

EPA emphasizes the importance of 

· the size of the problem:an overview of the size of the problem related to  mental health aspects should be delineated thoroughly and considered as the bases for any future interventions. In particular, more epidemiological research is needed.
· an ethical, scientific and humanistic standpoint: mental health consequences of forced displacement should be managed in a principled comprehensive manner, not on the bases of daily pragmatic interventions. State and health authorities should provide political engagement, funding and concrete acts of solidarity in support of host countries and pursuit of solutions for refugees.

· improving awareness and skills: the awareness of  health professionals,  psychiatrists and mental health workers (i) on the mental health consequences of the problem; (ii) on the mental health consequences of living in refugee camps and being deprived the most basic necessities; (iii) on the effects of any discriminative and stigmatizing practices in host countries should be raised. Skills in culturally-sensitive approach to refugees with mental illness are needed for all professionals involved with refugees.
· a paradigm shift: being aware of the negative mental health consequences of war, armed conflicts, persecution and human rights violations, and related poverty and trauma, the EPA underlines the importance of a paradigm shift. This movement of large numbers of forcibly displaced people should not be taken as an issue of securing national borders and building new walls, but as an issue of improving, developing and establishing transnational peace for a better mental health.

EPA endorses the following actions:

· Service level

· In collaboration with the EPA-NPAs, review and announce the “refugee and migrant friendly” and resilience oriented exemplary institutions and experiences in Europe, as serving as a role model for others. Prepare a catalogue and a short video accordingly.
· Reviewthe efficiency and practice of e-mental health initiatives to overcome shortage of resources. Prepare a catalogue of existing applications.

· Reviewthe efficiency and practice of any health promotion activities, psycho-educational interventions, resilience and / or resource – oriented interventions. Prepare a catalogue of existing resources.
· Establish national service hotlines in every country provided by national experts in the field for consultation purposes through the NPAs 
· Training level

· Several institutions run courses on cultural awareness and cultural competence and such initiatives should be encouraged to be introduced in all European countries. Prepare a catalogue and a short video accordingly. 

· Develop concrete recommendations to be included in the training curricula suited to different levels, i.e. pre-graduate, and post-graduate. Prepare a concise and brief paper of recommendations. This work should be undertaken in liaison with the section of psychiatry of UEMS (European Union of Specialist Doctors)
· Offer different educational modules directed towards psychiatrists, as the itinerant courses to be included in the programs of psychiatry congresses of the NPAs. Prepare an informative catalogue.

· Take initiative to develop exchange programs, in collaboration with the early career psychiatrists and NPAs, where psychiatrists with a migrant background may be invited as volunteers to work at the well-established institutions.

· Research level

· Implement, support, and/or encourage a thorough review of the existing scientific evidence on the mental health aspects of the problem. Prepare a review paper.

· Prepare guidelines to support researchers in implementing “refugee and migrant sensitive” issues in their clinical and community researches. Develop and prepare a guideline paper.
· Facilitate/support collection of epidemiological data over Europe.

· Encourage member NPAs to facilitate awareness / prevention campaigns in mental health issues 

· Organizational level

· In collaboration with the EPA-NPAs, lobby at the national levels for more resources to and better mental health services to the refugees and migrants. Prepare a short video accordingly.
· In collaboration with the other professional organizations of psychiatrists and mental health workers, service users and service providers active in Europe, lobby at a European level for more resources to and better mental health services to the refugees and migrants. Prepare an invitation for collaboration and organize meetings during the upcoming EPA Congresses.
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