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MENTAL HEALTH DISORDERS AMONG ROHINGYA REFUGEES IN
MALAYSIA
ABSTRACT

Mental health disorders among refugees has been recognized as a major public health
issue. However, to date, there is limited evidence on the prevalence of Mental health
disorders among Rohingya refugees residing in transit countries such as Malaysia. This
study aimed to examine the prevalence and associated factors of Major Depressive
Disorder (MDD), generalized anxiety disorder (GAD) and post-traumatic stress disorder
(PTSD) among Rohingya refugees in Malaysia. Adult Rohingya refugees residing in
Selangor (n= 220) were randomly selected to participate in this cross-sectional study that
was conducted from June to November 2019. Perceived social support, religious
orientation, and food security was assessed using the Multidimensional Scale of
Perceived Social Support (MSPSS), Religious Orientation Scale-Revised (ROS-R) and
the Radimer/Cornell food insecurity instrument. Mini-International Neuropsychiatric
Interview (MINI) was used to examine MDD, GAD, and PTSD. The prevalence of GAD,
PTSD, and MDD was reported at 92 (41.8%), 84 (38.2%) and 71 (32.3%). Several factors
were significantly associated with MDD following multivariate analysis namely being
female (AOR =2.54; 95% CI1 1.21, 5.34), living in Malaysia for less than 1 year (AOR =
6.95; 95% CI 1.89, 25.57), having been physically injured (AOR = 3.25; 95% CI 1.52,
6.96), perceived low/moderate social support (AOR =2.17; 95% CI 1.13, 4.19) and food
insecurity (AOR = 2.77; 95% CI 1.19, 6.47). Exposure to violence (AOR = 38.46; 95%
CI116.27,90.91) and food insecurity (AOR = 3.74; 95% CI 1.41, 9.91) were significantly
associated with PTSD. The findings of this study provide new evidence relating to the
burden and risk factors of Mental health disorders among Rohingya refugees residing in
Malaysia, addressing these risk factors could improve mental health among this

population.

Keywords: Rohingya, MDD, PTSD, GAD



MENTAL HEALTH DISORDERS AMONG ROHINGYA REFUGEES IN
MALAYSIA
ABSTRAK

Gangguan kesihatan mental di kalangan pelarian telah diakui sebagai masalah kesihatan
awam yang utama. Namun, setakat ini, terdapat bukti yang terhad mengenai ‘prevalence’
gangguan kesihatan mental di kalangan pelarian Rohingya yang tinggal di negara transit
seperti Malaysia. Kajian ini bertujuan untuk mengkaji ‘prevalence’ dan faktor-faktor
yvang berkaitan dengan ‘Major Depressive Disorder’ (MDD), ‘Generalized Anxiety
Disorder’ (GAD) dan ‘Post Traumatic Stress Disorder’ (PTSD) di kalangan pelarian
Rohingya di Malaysia. Pelarian Rohingya dewasa yang tinggal di Selangor (n = 220)
dipilih secara rawak untuk menyertai dalam kajian keratan rentas ini yang dijalankan
dari Jun hingga November 2019. Sokongan sosial, orientasi keagamaan, dan
keselamatan makanan telah dinilai menggunakan Skala Multidimensi Sosial yang
Dirasakan Sokongan (MSPSS), Skala ‘Multidimensional Scale of Perceived Social
Support  (MSPSS)’,  ‘Religious  Orientation  Scale-Revised  (ROS-R)’  dan
‘Radimer/Cornell food’. ‘Mini-International Neuropsychiatric Interview (MINI)’
digunakan untuk memeriksa MDD, GAD, dan PTSD. ‘Prevalence’ GAD, PTSD, dan
MDD dilaporkan pada 92 (41.8%), 84 (38.2%) dan 71 (32.3%). Beberapa faktor
dikaitkan secara ‘significant’ dengan MDD berikutan analisis multivariat iaitu jantina
wanita (AOR = 2.54; 95% CI 1.21, 5.34), tinggal di Malaysia kurang dari I tahun (AOR
= 0.95; 95% CI 1.89, 25.57), kecederaan fizikal (AOR = 3.25; 95% CI 1.52, 6.96),
perasaan sokongan sosial rendah / sederhana (AOR = 2.17; 95% CI 1.13, 4.19) dan
keslamatan makanan yang tidak mencukupi (AOR = 2.77; 95% CI 1.19, 6.47).
Pendedahan kepada keganasan (AOR = 38.46; 95% CI 16.27, 90.91) dan keslamatan
makanan yang tidak mencukupi (AOR = 3.74; 95% CI 1.41, 9.91) dikaitkan dengan
PTSD. Penemuan kajian ini memberikan bukti baru berkaitan dengan beban dan faktor
risiko gangguan kesihatan mental di kalangan pelarian Rohingya yang tinggal di
Malaysia. Menangani faktor risiko ini dapat meningkatkan kesihatan mental di kalangan

penduduk ini.

Kata kunci: Pelarian Rohingya, MDD, PTSD, GAD
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CHAPTER 1: INTRODUCTION

This research aims to first determine the prevalence of MDD, GAD and PTSD
among Rohingya refugees in Malaysia. Second, this study examines the associated
namely demographic characteristics, perceived social support, religious orientation
and food security associated with MDD, GAD, and PTSD. This chapter outlines the
background of the study, the problem statement, the rationale, the research questions
and the objectives of this study and the outline of this thesis.

1.1 Background of study

Refugees worldwide are commonly affected by mental health disorders namely
MDD, PTSD, and GAD. Such mental health disorders require early diagnosis and
interventions to improve the recovery rates and prognosis of these mental health
disorders. Rohingya are individuals that initially originated from Myanmar, however,
in 1982 these individuals were denied citizenship in Myanmar, thus denying them
basic human rights (Tay et al., 2018). As a result, the Rohingya were stateless people,
which currently accounts for the majority of refugees worldwide (UNHCR, 2018).
Many of these Rohingya refugees seek asylum in countries such as Lebanon, Pakistan,
Bangladesh, Iran, Pakistan, Uganda, Turkey, and Malaysia (UNHCR, 2018). Since
Malaysia is not a signatory to the 1951 Refugee Convention, it does not provide for
asylum systems or laws to manage and regulate the status of refugees (Letchamanan,
2013).

With the rising number of Rohingya refugees in Malaysia over the past few
decades, exposure of these individuals to harsh living conditions and lack of healthcare
support, it is almost certain that many of them would be suffering from mental health

disorders (Tay et al., 2018). However, to date, there are limited studies conducted
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among Rohingya refugees in Malaysia that have reported on the prevalence and
associated factors (risk/protective) of mental health disorders (Tay et al., 2018).
1.1.1  Refugee and Asylum seeker

A refugee is as "a person who is outside his/her country of nationality or habitual
residence; has fear of persecution because of his/her race, religion, nationality,
membership in a particular social group or political opinion; and is unable or unwilling
to avail himself/herself of the protection of that country, or to return there, for fear of
persecution" (Lustig et al., 2004). As a result, these refugees leave their original
countries involuntarily, in fear of persecution and the constant dangers at home prevent
their return.

According to the United Nations High Commissioner for Refugees (UNHCR),
there are almost 22 million refugees located throughout the world. Most of these
refugees have not been resettled to safety. A large majority (86%) of refugees globally
reside in developing nations and may remain stuck in a limbo state in a post-conflict
country (UNHCR, 2016).

A person who has left their original country and seeks protection in a foreign state
is a person registered as an asylum seeker (Honkanen, 2016). Seeking asylum is
considered a basic human right (Honkanen, 2016). Hence, those who are not registered
as refugees are asylum seekers. Individuals who are granted asylum will obtain the
status of a refugee (Honkanen, 2016). Those who are asylum seekers are usually
awaiting formal processes and reside in the asylum seeker reception center. Respective
asylum systems will decide whether those seeking asylum should be granted any
protection internationally and they fulfill refugee status. Both Rohingya refugees and
asylum seekers are within the scope of this literature review as they represent the same

person in different stages of flight.
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1.1.2  Rohingya refugees in Malaysia

To date, around 70,000 Rohingya refugees are registered with UNHCR Malaysia,
while about 30,000 to 40,000 more remain unregistered. The Rohingya came in waves
with the highest numbers of arrivals in the period 1990 to 1994, 2000 to 2004 and
2012 to 2015. In the period from 2012 to 2015, many arrived by boat in Thailand after
undertaking dangerous journeys across the Andaman Sea before being smuggled or
trafficked into Malaysia (Tazreiter, Pickering, & Powell, 2017; UNHCR, 2017).
Rohingya live throughout Peninsular Malaysia, all being considered ‘illegal’ or
‘prohibited’ immigrants under the Immigration Act and therefore are at risk of arrest
(Wake, 2016; Wake & Cheung, 2016). The Rohingya in Malaysia live in overcrowded
housing with a lack of access to educational opportunities, employment, and
healthcare (Verghis, 2013). Some Rohingya have lived for decades in Malaysia and
have established livelihoods and/or receive remittances from relatives resettled in
Australia, Canada, Denmark or Sweden (Huennekes, 2018), but many continue to live
in precarious economic situations (Azis, 2014). Those who have been detained in
immigration detention centers are at risk of indefinite confinement, malnutrition,
physical and mental abuse and assault, exploitation, and extortion (International

Rescue Committee, 2012).

1.1.3  Mental health disorders disorder among refugees

Vulnerable populations such as Asylum seekers and refugees are predisposed to
develop mental health disorders (Honkanen, 2016). As a consequence, these mental
health disorders may impact as far as second or third-generation refugees (Honkanen,
2016). The risk factors for refugee mental health disorders mainly arise from traumatic

experiences such as violence, torture, separation from family and disorganization in
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their original countries (Honkanen, 2016). The mental health challenges of refugees
can be classified into three stages based on the status of their journey. (Honkanen,
2016). These phases are premigration, migration, and resettlement, each presenting
unique challenges (Lustig et al., 2004). During the pre-migration stage, they are
exposed to violence, struggle through war, conflicts of family members and
disappearances or deaths of loved ones (Henley & Robinson, 2011). Refugees families
also encounter threats during the pre-migration stage (Henley & Robinson, 2011).

The migration stage involves sudden evacuation which results in dangers that pose
through geographical challenges (such as crossing deserts, mountains, rivers),
encountering wild animals and lack of basic amenities (Geltman et al., 2005). This
stage would result in a long stay in refugee camps or transit centers in the first asylum
countries. Here they may be exposed to further stressors such as poor basic access to
food, water, security and education (Grabska, 2006). Others who escape by sea, further
face hazards such as starvation, dehydration and may also be witnesses to the death of
fellow travelers (Henley & Robinson, 2011).

These pre-migration and migration experiences would result in a wide range of
adversities. For example, refugees could be fearful of authorities and may result in
insolation (Henley & Robinson, 2011). Refugees could also endure injuries due to
conflicts or escape. Only about less than 1% of refugees worldwide are given the
chance for resettlement in a country (Henley & Robinson, 2011). These lucky few
confront additional challenges (Henley & Robinson, 2011).

Research internationally concludes that the environment during the post-migration
stage may have as much impact on the mental health of the pre-migration and
migration stage (Porter & Haslam, 2005). During resettlement, refugees must try to

adapt to a new environment with sociocultural diversities (Bates et al., 2005). Other
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stressors in the post-migration stage also include cultural bereavement and
acculturation stress (Crowley, 2009). Additionally, many refugees also suffer
separation from their family, friends and experience stress upon reuniting with lost
ones (Cécile Rousseau, Rufagari, Bagilishya, & Measham, 2004). Several studies have
reported that the commonest mental health disorder suffered by refugees worldwide

was MDD, PTSD, and GAD (Turrini et al., 2017).

1.2 Problem Statement
The problem statement based on the Rohingya refugees residing in Malaysia is

discussed in the following paragraphs.

1.2.1  An increasing number of Rohingya refugees

In the year 2018, there are about 158620 refugees in Malaysia, an increase of 4%
compared to the year 2017 (UNHCR, 2018). Of which 87% are persecuted ethnic
groups from Myanmar (UNHCR, 2018). The Myanmar refugees and asylum seekers
comprise of Rohingya 73900 (an increase of 62% from the year 2013) Chins, Shins,
Myanmar Muslims and Arakanese and Rakhine. The majority (66%) of these refugees
are males and 26% are below 18 years of age (UNHCR, 2018). Selangor state and the
Federal Territory of Kuala Lumpur have the largest number of refugees and asylum

seekers compared to other states in Malaysia (Letchamanan, 2013).

1.2.2  Under recognition of mental health disorders among the Rohingya
refugees

There are limited published prevalence data about mental disorders among

Rohingya groups aside from Bangladesh (Tay et al., 2018). There are also no

systematic studies around mental health problems of Rohingya in other countries,
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apart from a brief report that identified major stress factors for Rohingya refugee men
in the United States (Jeremiah, Magan, Oyewuwo-Gassikia, & Ibrahim, 2017).
Furthermore, the majority of the studies looking into the prevalence of mental health
disorders and factors (risk/protective) among Rohingya refugees in Malaysia were
unpublished reports conducted by non-governmental organizations (NGO) (Tay et al.,
2018). To date in Malaysia, there are only three studies that have examined mental
health disorders among refugee populations, two of which were conducted among
adolescent refugees (Gosnell, 2017; Low, Tan, Kok, Nainee, & Viapude, 2018) and
one among the adult refugees (Shaw, Pillai, & Ward, 2018). However, all the above
studies did not specifically report on the prevalence or association factors of mental
health disorders among the Rohingya refugees. A lack of studies could reflect a sense
of ignorance towards mental health disorders among this population (Tay et al., 2018).
It is only fair that since the Rohingya refugees make up the majority of refugees in

Malaysia, more studies are needed to address this gap in the literature.

1.2.3  Challenges and stress faced by Rohingya refugees

Refugees often experience trauma and mental distress, both before leaving their
country of origin and when seeking shelter in a country of the first asylum such as in
Malaysia. Experiencing or witnessing traumatic events such as death threats and
torture, exposure to war, financial insecurity and political persecution have been
associated with higher rates of mental distress (Buscher & Heller, 2010).
Displacement-related stressors such as social isolation, poverty, unemployment, a lack
of social support, discrimination and a loss of meaningful activity play a major role in
causing mental health concerns (Buscher & Heller, 2010). Due to these challenges and
stressors, effort must be made to report on the prevalence of mental health disorders

among these refugees. By identifying the protective and risk factors of mental health
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disorders among these populations, targeted intervention can be delivered to reduce
the burden of mental health disorders among the Rohingya refugees by private,

governmental and NGO.

1.2.4 Unmet mental health needs of Rohingya refugees

This population could be unaware of the underlying mental health problems that
they are facing due to poor mental health literacy (Henley & Robinson, 2011). Limited
accessibility to health care is common among refugees in Malaysia due to several
reasons such as are lack of finance, ongoing security threats of arrest, detention and
deportation, lack of recognition of their refugee status and language barriers (Buscher
& Heller, 2010). Many a time all these unmet needs would result in poor help-seeking
behaviors for mental health disorders, resulting in the worsening of underlying mental
health disorders and even high-risk behaviors such as suicide (Buscher & Heller,

2010).

1.2.5 Implications of untreated mental health disorders among Rohingya
refugees

Individuals with mental health disorders such as MDD, GAD, and PTSD would not
only have negative health consequences but also these disorders will lead to significant
financial and social constraints (Angold et al., 1998; Bodden, Dirksen, & Bogels,
2008). There could be a possibility to develop other forms of mental health disorders
due to an underlying existing mental health disorders. For example, MDD increases
the risk for other mental disorders (Angold & Costello, 1993). Individuals suffering
from mental health disorders may also have an associated increased risk of high-risk
behaviors such as suicide and substance abuse (Brent, Poling, & Goldstein, 2011; Ge

et al.,, 2009; Yaacob, Juhari, Talib, & Uba, 2009). The stigma of mental health
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disorders, which would interfere with help-seeking, compliance with treatment, and
social isolation (Corrigan, 2004; Sirey et al., 2001). Finally, this would likely disrupt
the functional, emotional, mental and social development, therefore resulting in an
impairment of interpersonal relationship with family, peers, and maybe even increase
the incidence of violence, legal issues, substance abuse, recurrence of mental health
disorders, impaired health, conduct disorders and suicide (Angold & Costello, 2001;
Brent et al., 2011; National Institute of Mental Health, 2014; Thapar, Collishaw, Pine,
& Thapar, 2012; Yaacob et al., 2009). In summary mental health disorders among
refugees have many negative consequences at an individual level, interpersonal level,

community, and societal level.

1.3 Study Rationale
1.3.1  Evidence-informed policies and programs

To date in Malaysia, there are a limited number of studies relating to mental health
disorders among Rohingya refugees. The reason for this is simply because of first,
difficulties in obtaining funding for refugee-related research, as existing research
funding is prioritized for health issues concerning citizens. Second, limited access to
information systems and databases containing data on the health of the migrant and
refugee population (Chuah, Tan, Yeo, & Legido-Quigley, 2019). Nevertheless, such
studies involving refugees are important as they highlight the prevalence of mental
health disorders which would reflect the burden of disease among this vulnerable
population, which otherwise would never surface. Besides, a study such as this one
would also provide some understanding regarding the sociodemographic profile and
factors (risk and protective) for mental health disorders. As Malaysia is a transit
country for these refugees, most of them face difficulties in accessing basic universal

healthcare. Current programs that look into the health and welfare of these refugees
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are mainly conducted by UNHCR, Malaysia as well as some NGO’s (Chuah et al.,
2019). Therefore, generating more evidence-informed policies for this underprivileged

population, more studies such as this one would be crucial.

1.3.2  Screening for MDD, GAD, and PTSD

With the harsh living condition, there is no doubt that the Rohingya refugees in
Malaysia may be suffering from mental health disorders. Unfortunately, many of them
do not seek help due to various reasons such as lack of awareness of mental health
disorders and cost associated with healthcare (Chuah et al., 2019). This study not only
bridges the gaps in the literature with regards to mental health disorders among
Rohingya refugees in Malaysia, but it also serves as a platform to detect participants
suffering from MDD, GAD, and PTSD. Additionally, this research study would also
provide help to those detected with mental health disorders in the form of counseling,
referral to a psychologist in UNHCR, Malaysia and referrals to hospitals. Participants
in this study would benefit from these additional services that otherwise would be

difficult for them to access.
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14 Research hypothesis, questions, and objectives
14.1 Research hypotheses and questions

Research question 1: What is the prevalence of Major MDD disorder, GAD and PTSD

among Rohingya refugees in Malaysia?

Research question 2: Is there an association between Perceived Social Support,
Religious orientation, and food insecurity and Major MDD disorder among Rohingya

refugees in Malaysia?

Null Hypotheses: Perceived Social Support, Religious orientation, and food insecurity

are not associated with MDD.

Research question 3: Is there an association between Perceived Social Support,
Religious orientation, and food insecurity and GAD among Rohingya refugees in

Malaysia?

Null Hypotheses: Perceived Social Support, Religious orientation, and food insecurity

are not associated with GAD.

Research question 4: Is there an association between Perceived Social Support,
Religious orientation, and food insecurity and PTSD among Rohingya refugees in

Malaysia?

Null Hypotheses: Perceived Social Support, Religious orientation and food insecurity

are not associated with PTSD.
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1.4.2  General Objectives
This study aims to examine the prevalence of PTSD, MDD, and GAD, and factors
associated with these mental health disordersamong adult Rohingya refugees in

Malaysia.

1.4.3  Specific Objectives

a) To determine the prevalence of MDD, PTSD and GAD disorders among
Rohingya refugees.

b) To determine the association of Perceived Social Support, Religious
orientation and Food security with MDD among Rohingya refugees.

¢) To determine the association of Perceived Social Support, Religious
orientation and Food security with GAD among Rohingya refugees.

d) To determine the association of Perceived Social Support, Religious

orientation and Food security with PTSD among Rohingya refugees.

1.5 Study outline

This thesis consists of six chapters. Chapter 1 provides an introduction to the thesis.
Chapter 2 presents a review of the literature which was conducted in this study.
Chapter 3 presents the methodology of this study. Chapter 4 is a presentation of the
results of data analysis. Chapter 5 is a discussion on the prevalence of MDD, GAD
and PTSD and justifications for the results obtained from the direction of the
association of the independent variables with MDD, GAD, and PTSD. Finally,
Chapter 6 presents the conclusions and recommendations generated from this thesis.

Directions for future studies are also suggested in this section.
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CHAPTER 2: LITERATURE REVIEW

2.1 Introduction

This chapter present is a review of literature that aims to summaries the literature
on the following (a) Statistics of refugees worldwide which are discussed in Section
2.2 (b) prevalence of MDD, PTSD, GAD among Refugees (including Rohingya
refugees) which is discussed in Section 2.3 and (¢) determinants of MDD, PTSD, and
GAD among refugees (including Rohingya refugees) which is discussed in Section
2.4. The theoretical and conceptual framework used in this study was described in this

chapter as well in Sections 2.6 and 2.7.

2.2 Statistics of Refugees
2.2.1  Global refugee statistics

As of 2018, about 68.5 million people have been forced from home (UNHCR,
2018). Of which 25.4 million are refugees, over half of whom are under the age of 18.
Only 102800 refugees have been resettled (UNHCR, 2018). There are 10 million
stateless people who have been denied nationality and access to basic rights. The
majority of refugees worldwide (57%) come from Syria, Afghanistan, and South
Sudan (UNHCR, 2018). The top refugee-hosting countries are Iran, Lebanon,

Pakistan, Uganda, and Turkey are top refugee-hosting countries (UNHCR, 2018).

2.2.2  Malaysian refugee statistics

According to UNCHR as of June 2018, there are 158620 refugees and asylum
seekers in Malaysia (UNHCR, 2018). Majority of these refugees are from Myanmar
(Burma) (137380) followed by Pakistan (5790), Yemenis (2860), Somalis (2810),

Syrians (2760), Sri Lankans (1900), Afghan (1660), Iraqis (1480) and Palestinians
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(780) (UNHCR, 2018). The Myanmar refugees and asylum seekers comprise of 73900
Rohingya, 30530 Chins, 9840 Myanmar Muslims, 4010 Rakhine and Arakanese
(UNHCR, 2018). Around 66% of these refugees and asylum seekers in Malaysia are
males and 26% (42017) are individuals ages below 18 years (UNHCR, 2018).
Selangor (617000) and Kuala Lumpur (29900) states have the largest number of total
refugees and asylum seekers compared to other states in Malaysia (UNHCR, 2018).
More concerning is the increasing number of Rohingya refugees in Malaysia when
compared to the year 2013 which reported only 28120 registered Rohingya refugees

to currently 70,000 (Letchamanan, 2013).

2.3 Prevalence of mental health disorders among refugees

An umbrella of a recent review published in 2017 identified 13 reviews that
reported data on the prevalence of common mental disorders among both adult and
children refugee and asylum seekers population (Turrini et al., 2017). They found that
MDD and GAD were at least as frequent as PTSD, accounting for up to 40% of asylum
seekers and refugees (Turrini et al., 2017). The estimated prevalence of mental health
disorders among refugees is as the following; GAD was reported between 4 to 40%, 5
to 44% for MDD and 9 to 36% for PTSD (Turrini et al., 2017). In Malaysia, limited
studies have reported on the mental health disorders among adult refugees, one study
by Shaw et al. (2018) reported that 98.8% of adult refugees in Malaysia suffer from
PTSD, MDD, and GAD (Shaw et al., 2018). The data on the prevalence of PTSD,
MDD, and GAD among Rohingya refugees are far limited and the majority were
focused on Rohingya refugees in Bangladesh. Riley et al. (2017) reported a prevalence
of MDD at 89%, PTSD at 36% and GAD at 14% among adult Rohingya refugees in

Bangladesh.
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24 Determinants of mental health disorders among refugees

The Social-Ecological Model (SEM) was used to classify the determinants of mental
health disorders among refugees into the following levels namely individual level of
influences, interpersonal relationship level influence, and community level influence
(Bronfenbrenner, 1994). Individual-level influences such as gender (being female) and
older age have been identified by studies as a significant risk factor for MDD and
PTSD among adult Rohingya refugees (Riley et al., 2017). Studies have also reported
that poor educational levels, unemployment, unmarried, exposure to violence and
physical injuries all being significant risk factors for developing mental health
disorders such as MDD, GAD, and PTSD among refugees (Kirmayer et al., 2011; Tay
et al.,, 2018). Interpersonal relationship level influences such as environmental
stressors have been identified as significant risk factors for both MDD and PTSD
among the Rohingya refugees such as food insecurity being homelessness, freedom of
movement, concern about safety and separation from a family member (Riley et al.,
2017). Community-level influences such as duration of displacement also have been
reported as a significant risk factor for mental health disorders among refugees
(Bronfenbrenner, 1994). A longer duration of displacement is reported to increase the
risk of mental health disorders among refugees (Gosnell, 2017). Finally, societal level
influences such as poor social support and poor religious orientation have been
identified as significant risk factors for developing mental health disorders such as

MDD, GAD, and PTSD among refugees (Kirmayer et al., 2011; Tay et al., 2018).

2.5 Gap in literature
The majority of studies on mental health disorders among refugees are conducted
in high-income countries and non-conflict countries while limited research is done in

post-conflict areas (first transit areas) such as Malaysia & Thailand (Gosnell, 2017;
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Turrini et al.,, 2017). There is inadequate assessment of mental health disorders
especially MDD, PTSD and GAD among adult Rohingya refugee populations in
Malaysia (Tay et al., 2018). Up-to-date information on the rate and characteristics of
mental health disorders such as MDD, GAD, and PTSD based on the latest Diagnostic
Statistic Manual (DSM) 5 criteria among refugees in Malaysia is needed (Honkanen,
2016; Kirmayer et al., 2011). There is a need to examine factors that contribute to
MDD, PTSD, and GAD among Rohingya refugees in Malaysia. The majority of
factors have been examined among refugees in western countries (Fazel, Reed, Panter-
Brick, & Stein, 2012). As Malaysia is not a resettlement country these refugees are
under constant conflict and they require periodic mental health assessment (Fazel et
al., 2012). Overall the above gaps need to be addressed to provide some light on
careful clinical and policy consideration of Rohingya refugee/asylum seekers in the

Malaysian context.

2.6 Theoretical framework

The SEM, analyzes the development of an individual’s in the context of the
relationships that make up their environment (Paquette & Ryan, 2001). It is also
known as the “Bio Ecological Systems Theory,” which focuses on the biology of an
individual which is the major element influencing development (Paquette & Ryan,
2001). The factors associated are their immediate family, community environment and
social landscape which play a role in their development (Paquette & Ryan, 2001).
Changes or conflict in any one layer will affect the other layers (Paquette & Ryan,
2001). Therefore, this model studies the interaction of the biological and social factors

of a person’s environment.
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The SEM has undergone many modifications in the past. The Urie
Bronfenbrenner’s Ecological Systems Theory, is the most frequently used model
(Bronfenbrenner, 1994). There are five factors within this model namely,
microsystem, mesosystem, ecosystem, macrosystem, and chronosystem. The SEM has
evolved to become a useful model in identifying risk factors of individuals in the field
of medicine. The Chronosystems involve the biological and personal factors that
predispose individuals to behave in a certain manner as individual-level influences
(Paquette & Ryan, 2001). Microsystems are characterized by interaction in
interpersonal relationship-level which would cause high-risk behaviors due to
informal relationships (Paquette & Ryan, 2001). The mesosystem layer focuses on the
networks within the individual microsystem such as those within the community
(Paquette & Ryan, 2001). Ecosystems emphasize on communal-level interactions that
have a higher risk in terms of an individual’s community and social relationships
(Paquette & Ryan, 2001). Macrosystems being the outermost layer in the context of
an individual’s environment and also includes other influences such as religious,
social, financial and political norms which normally would result in conflicts among

people (Paquette & Ryan, 2001).

According to the Centre of Disease Control (CDC) 2012, social-ecological
approach, the simplified version of these systems has been applied, where they have
classified by on individual-level influences, interpersonal relationship-level
influences, community-level influences and societal-level influences (Figure 2.1).
Several determinants for MDD, GAD, and PTSD among refugees have been identified

at each level.
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Individual-level influences include gender, age, poor educational levels,
unemployment, unmarried and exposure to violence physical injuries (Turrini et al.,
2017). Interpersonal relationship-level influences are those factors that make the
environment where the relationships between individuals and others occur (Turrini et
al., 2017). Examples include environmental stressors such as food insecurity being
homelessness, freedom of movement, concern about safety and separation from family
members. Communal-level influences are defined as those factors affecting
individuals such as the school or the workplace and duration of displacement (Turrini
et al., 2017). Societal-level influences are focused on the cultural influences on
individuals. This is based on one’s religion or traditional beliefs (Turrini et al., 2017).
Examples include perceived social support and religious orientation. A person is
responsible for establishing and upholding behavioral changes that are required to
improve health and eliminate risk. However, a person’s actions are influenced by their
social environment as described in the SEM. Hence, the most practical method which
results in inappropriate behaviors is usually an amalgam of all factors at each level.
The SEM is used to develop the conceptual framework of this study. This model has
been recommended for use when examining factors associated with mental health
outcomes among the refugee population (Derrick Silove, Ventevogel, & Rees, 2017).
In regards to these systems and influence, this SEM was initiated to identify the factors

that place refugees at risk of mental health disorders.
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Microsystems
(Individual)

Figure 2.1: The Social-Ecological Model
Source: Centers for Disease Control and Prevention (CDC). (2012). The Social-

Ecological Model: A Framework for Prevention. Retrieved November 15, 2018, from
http://www.cdc.gov/violenceprevention/overview/social-ecologicalmodel.html
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2.7

Conceptual framework

The SEM is used as a conceptual framework to examine the determinants for the

development of mental health disorders (PTSD, MDD, and GAD) among Rohingya

refugees in Malaysia as shown in Figure 2.2.

Individual:

Gender

Age

Marital status
Educational
attainment
Employment
status

Exposure to
violence
Physical injuries

Interpersonal:

Food insecurity
Homelessness

Separation from
Family member

Community:

Time spent in
Malaysia

Societal:

Perceived social
support
Religious
orientation

Figure 2.2: Conceptual framework

MDD

PTSD

GAD
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2.8 Summary of Chapter 2

This chapter has reported on the prevalence of MDD, GAD, and PTSD worldwide
among refugees. It also identified several determinants (many of which were
individual-level determinants based on the SEM) of MDD, GAD, and PTSD. Finally,
findings from this chapter provided some direction in deciding on developing a

conceptual framework for this project.
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CHAPTER 3: METHODOLOGY

3.1 Introduction

The specific research method used for the collection and analysis of data to fulfill
the objectives, along with the flow of the study, are described in this chapter. Sections
3.2 explain the design. The processes of ethical clearance and application are described
in Section 3.3. These are followed by Sections 3.4 and 3.5, which explain the study
setting and study population. Sampling methods are described in Section 3.6. These
are followed by Section 3.7, which describes the required sample size and sample size
calculation. Section 3.8 describes the study variables. Section 3.9 describes the study
instrument and the measurement scale. Methods of data collection and statistical
software used are described in Sections 3.10 and 3.11. Data management and analysis

are described in Sections 3.12 and 3.13.

3.2 Study design

The cross-sectional study design was selected to answer the objectives of this study
because it is practical in obtaining baseline data (British Medical Journal, 2011).
33 Ethics and Permission

The ethical code of this study is in line with the Declaration of Helsinki 1974 and
Nuremberg code 1949 (Tikveel, 1949; World Medical Association, 1974). This study
had applied for ethical approval from the University of Malaya Research Ethical
Committee (UMREC) on 31 May 2019 and ethical approval was obtained on 25"
June 2019 (UMREC reference number: UM. TNC2/UMREC — 581). The ethical
approval for this study is valid from June 2019 to June 2022. Ethical concerns/issues

are discussed in further details as in the following paragraphs:
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3.3.1 Preserving participants confidentiality

No personal identifiers were used during the process of collection of data, analysis
of data and reporting results. All participants were assigned to a serial code that is
unique to each participant. Each serial code corresponded to a particular participant.
The serial code was documented on each questionnaire and interview-based diagnostic
instrument sheet. All the processes of data codding (serial number codding), transfer
of data into respective software’s and data analysis were performed on computers in
the Department of Psychological Medicine, Medical Faculty, University Malaya
Medical Centre (UMMC). All these computers and files within it have security lock
functions that can only be accessed by Principal investigators. With the above
measures, we would be able to ensure that the participant’s confidentiality will be

maintained.

3.3.2 Safety and security of participants/researchers

To ensure the safety of participants, all study instruments were administered to
participants at their residence by the researcher. This avoided any possibility of harm
to participants as they were able to answer the questionnaires and interview at the
convenience of their residence without having to go out. To ensure the safety of
researchers, all researchers involved during the process of data collection were
accompanied by a representative from the RSM during each session of data collection.
Also, the researchers had with them their identification card (Malaysian Identification
card), UMMC Department identification card and an official letter from UMMC
which would indicate the purpose of the study. With these measures in place, any

possible safety or security threats to both participants and researches were minimized.
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3.3.3  Referral pathway

Participants who were found to have either MDD, PTSD or GAD following the
MINI International Neuropsychiatric Interview were managed in the following ways.
Participants diagnosed to have mild MDD, PTSD or GAD were given counseling by
the researcher. In cases of moderate MDD, PTSD or GAD, they were referred to the
clinical psychologist UNHCR, Malaysia for further management. Those participants
with severe MDD, PTSD or GAD who are unable to afford the financial cost of
treatment were referred to UNHCR, Malaysia for further assistance/support; while
those who can afford the financial cost of treatment, these participants were referred
to the nearest Government based Psychiatry Clinic by the researcher (A referral letter
was provided). All the above mention methods will only take effect provided the
participants give consent for it. Figure 3.1 shows the referral pathway for participants
to diagnose with mental health disorders. In the event participants disclose other
symptoms or issues unrelated to this study but may require necessary attention, these

cases would be taken note of and highlighted to UNHCR for further assistance.
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Figure 3.1: Referral pathway for participants diagnose with mental health
disorders
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Note. MOH, Ministry of Health, Malaysia; UNHCR, United Nations High
Commissioner for Refugees, Malaysia.
3.4 Setting

Data were collected from Rohingya refugees residing in Selangor as shown in

Figure 3.2. There is an estimated 66030 UNHCR Persons of concern in Selangor

which includes Rohingya refugees (UNHCR, 2018).
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Figure 3.2: Location of data collection

35 Study Population
The study population includes adult Rohingya refugees (ages 18 years and above)
who provide consent to participate in this study. Exclusion criteria include not

Rohingya refugees.
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3.6 Sampling method

A random sample of all Rohingya refugees residing in Selangor was performed.
The list/registry (with address and contact number) of Rohingya refugees residing in
Selangor was obtained from the RSM. Random selection was performed using an
Excel RAND function. A list of 11000 randomly generated numbers was obtained
from the Excel RAND formula, then the random values generated were ordered from
lowest to highest and the first 220 subjects in the sorted list were selected. Following
which the researcher called the contact numbers of the selected 220 subjects in the
registry (with help from RSM office secretary Mr. Muhamad Rayas Bin MD Ali) to
set an appointment to meet subjects at their residence to further explain the study and

obtain written consent.

3.7 Sample size calculation

Sample size was calculated based on the respective objectives as shown in Table
3.1 and the largest sample size finally selected was based on the sample size
calculation for the objective to determine the association of gender and MDD among
adult refugee population which reported that females are more likely to have MDD
compared to male with an adjusted OR of 2.4, a p-value of <0.05 and 95% CI of 1.75,

3.36 (Feyera, Mihretie, Bedaso, Gedle, & Kumera, 2015).

G* power software version 3 was used for sample size calculation for this phase
(Erdfelder, Faul, Lang, & Buchner, 2009). The following parameters in G* power
software was used: (a) Tail (s) two, (b) Odds ratio (adjusted) set at 2.4 based on study
by Feyera et al (2015) (Feyera et al., 2015), (c) Pr (Y=1|X=1)HO, the probability of
outcome (MDD) among participants without exposure (male gender) 0.26 based on

study by Feyera et al (2015) (Feyera et al., 2015), (d) alpha set at 0.05, (e) power set
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at 80%, (f) R? other exposure variable set as zero as Adjusted OR was used indicating
that effects from all other covariates have been adjusted/accounted for, (g) Binomial
distribution selected as exposure variable which is gender is a binomial variable and
(f) X parm, the proportion of those with outcome (MDD) who have the exposure
(female) = 0.65 (Feyera et al., 2015). The sample size required after a 5% inflation
rate was 220 (Feyera et al., 2015). Figure 3.3 shows the sample size calculation using

the G* power software.

To further validate the sample size estimation, using parameters from Feyera et al
(2015) (Feyera et al., 2015), Open Epi sample size software version 3.01 (Dean,
Sullivan, & Soe, 2013) was used with the following values: (a) alpha set at 0.05, (b)
Power set at 80%, (c) Ratio of Unexposed/Exposed =0.85, (d) Percentage of
unexposed with outcome =26%, (e) Percentage of exposed with outcome =42% and
(f) Odds ratio (adjusted) = 2.4. The sample size required after a 5% inflation rate was
220 (Feyera et al., 2015). Figure 3.4 shows the sample size calculation using Open

Epi. The actual sample size obtained was 220.

Table 3.1. Estimation of sample size based on objectives

Author Objectives a Power A B C Required  After 5%
(Year) sample size Inflation
Riley etal.  Determine the 0.05 0.8 185%* 194
2017 prevalence

of GAD
Riley etal.  Determine 0.05 0.8 151* 158
2017 prevalence

of MDD
Feyeraetal. Determine the 0.05 08 35 24 0.85 206* 216
2015 association of 209 220

factors (Gender)

with MDD
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Note. All the above studies are based on adult refugees; A, Percentage of unexposed with the
outcome; B, Adjusted Odds ratio; C, ratio of unexposed to exposed in the sample; * sample size
calculation using Open Epi; * sample size calculation using G-power software.

P& G*Power 3.1.9.2 — >
File Edit View Tests Calculator Help

Central and noncentral distributions Protocol of power analyses

critical z = 1.95996

0.4 4

0.2 4

0.1 4

Test family Statistical test
Z tests b Logistic regression

Type of power analysis
A priori: Compute required sample size - given o, power, and effect size

Input Parameters Output Parameters
Tail(s) | Two v Critical z 1.9599640
Determine == Odds ratio 2.4 Total sample size 209
Pr(Y=1|X=1) HO 0.26 Actual power 0.8004410
o err prob 0.05
Power (1-B err prob) 0.80
RZ other X I:I
X distribution |Binomial 5=
X parm T 0.65

Figure 3.3: Sample size output G power software

43



Sample Size:X-Sectional, Cohort, & Randomized Clinical Trials

Two-sided significance level(1-alpha): 95
Power(1-beta, % chance of detecting): 80
Ratio of sample size, Unexposed/Exposed: 0.85
Percent of Unexposed with Outcome: 26
Percent of Exposed with Outcome: 46
Odds Ratio: 24
Risk/Prevalence Ratio: 1.8
Risk/Prevalence difference: 20

Kelsey Fleiss Fleiss with CC

Sample Size - Exposed 102 100 111
Sample Size-Nonexposed 87 85 95
Total sample size: 189 185 206

Figure 3.4: Sample size output Open Epi software

3.8 Study variable

The independent variables collected were gender, age, marital status, educational
attainment, employment status, marital status, time spent in Malaysia (Time since
displacement), food insecurity, homelessness, separation from family members,
exposure to violence, physical injuries, perceived social support and religious
orientation. The dependent variables collected were MDD, PTSD and GAD
symptoms. The independent and dependent variables for the respective objectives in
this study are stated in Table 3.2. The operational definition and scales of independent

and dependent variables are shown in Table 3.3 and Table 3.4.
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Table 3.2. Independent and dependent variables

Objective (s)

Independent variables Dependent variables

To determine the
prevalence of MDD among
refugee

To determine the
prevalence of PTSD among
refugee

To determine the
prevalence of GAD among
refugee

To determine the factors
(risk/protective) of MDD
among refugee

To determine the factors
(risk/protective) of PTSD
among refugee

To determine the factors
(risk/protective) of GAD
among refugee

MDD symptoms -

PTSD symptoms -

GAD symptoms -

Factors MDD symptoms
Factors PTSD symptoms
Factors GAD symptoms

Note. Factors denote gender, age, marital status, educational attainment, employment
status, marital status, time spent in Malaysia (Time since displacement), food
insecurity, homelessness, separation from a family member, exposure to violence,
physical injuries, perceived social support and religious orientation.
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Table 3.3. Operational definitions and scales of measurement of the

independent variables

Variable

Operational definition

Scale of measurement

Gender

Age

Marital status

Educational
attainment

Employment
status

Time spent in
Malaysia

Physical
injuries

Homelessness

Separation
from Family
member

Exposure to
violence

As per identification card status
(Zimbrean, 2014).

Age as of last birthday (Petry,
2002).

Civil status of each individual
with the marriage laws or
customs of the  country
(Zimbrean, 2014).

Level of the highest completed
qualification reported for a
person in any field of study (C
Rousseau, Drapeau, & Platt,
2000).

Individual who has entered into
or works under a contract
of employment (Hodes, Jagdev,
Chandra, & Cunniff, 2008).

Duration since first arrived in
Malaysia (Gosnell, 2017).

Non-accidental use of
physical force by someone that
may result in Dbodily injury,
physical pain (Geltman et al.,
2005).

Not being able to secure shelter
(Riley et al., 2017).

Separated from a family member
since arriving in Malaysia
(Zimbrean, 2014).

Personal exposure to traumatic
events such as physical police
assault, brutal raids in the home,
imprisonment ~ with  torture,
witnessing assaults on their
family member and shelling
(Almgqvist & Broberg, 1999).

Male/Female

18 to 35 years (young adult)
36 to 55 years (middle-aged)

> 56 years (older adult)

Single/Married/
divorced

Less than secondary
School/secondary

school/college.

Full-time employment
/Part-time, Unemployed

<12, 12 - 23, 24-36, >36

(Months)

Yes, No

Yes/No

(No indicating homelessness)

Yes, No

Non-Exposed/Exposed
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Variable

Operational definition

Scale of measurement

Food insecurity

Perceived
social support

Religious
orientation

Food insecurity which is
characterized by the inability to
access, maintain, consume
quality food in sufficient
quantity (Radimer, Olson, &
Campbell, 1990)

Perception of social support
adequacy from family, friends
and significant others

Extrinsic -Personal

Extrinsic- Social

Intrinsic

Food secure: Negative
answers (Not true) to all
hunger and food insecurity
items

Low to moderate
(mean score of 1 to 5)
High support (mean score of
51t07)

support

Mean score
(range 3-15)

Mean score
(range 3-15)

Mean score
(range 8-40)

‘Table 3.3 continued’
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Table 3.4. Operational definitions and scales of measurement of the

dependent variables

Variable Operational definition Scale of measurement
PTSD Symptoms of PTSD based on the DSM V  Based on MINI
symptoms  criteria:  stressor, intrusion symptoms, PTSD (Yes)
avoidance, negative alterations in cognitions PTSD (No)
and mood, alterations in arousal and
reactivity, Symptoms last for more than 1
month, Symptoms create distress or
functional impairment (American
Psychiatric Association, 2013).
MDD Symptoms of MDD based on the DSM V Based on MINI
symptoms  criteria: Changes from previous functioning MDD (Yes)
either depressed MDD (No)
mood or loss of interest or pleasure within
the past 1 week including today
(Bienenfeld, 2016).
GAD Symptoms of MDD based on the DSM V  Based on MINI
symptoms  criteria: Excessive GAD and worry, difficult GAD (Yes)
to control the worry causing GAD (No)

cause clinically significant distress or
impairments and disturbance is not caused by
the direct physiological effects of a
substance (American Psychiatric
Association., 1994).

Note. < indicates less than MINI, MINI International neuropsychiatric interview for
schizophrenia and psychotic disorders studies.
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3.9 Study instrument
This study utilizes instruments that are self-administered questionnaires and are
described in the following paragraphs. The study instruments used in this study are

available in both English and Bahasa Malaysia.

3.9.1 Perceived social support using the Multidimensional Scale of Perceived
Social Support (MSPSS)
The MSPSS is a 12 item self-administered measure of social support that assesses the
perception of social support adequacy from three different sources: Family, Friends
and Significant Others (Zimet, Dahlem, Zimet, & Farley, 1988). The items are scored
on a 7-point Likert scale (1 very strongly disagree, 7 very strongly agree). The
classification of perceived social support is based on the mean scale scores as the
following: (a) low to moderate social support (score of 1 to 5), (b) high social support
(score of 5.1 to 7) (Zimet et al., 1988). The MSPSS has been translated to Malay and
reported to have satisfactory psychometric properties for use among adults in Malaysia
(Ng, Amer Siddiq, Aida, Zainal, & Koh, 2010). Permission to use the MSPSS Malay
version was obtained from the authors via email on 17 Mei 2019. In this study, the

internal consistency Cronbach alpha was reported at 0.91 (n=220).

3.9.2 Religious Orientation Scale-Revised (ROS-R)

The ROS-R is a 14 item self-administered measure of religious orientations that asses
three important dimensions of religious orientations; Intrinsic, Socially orientated-
extrinsic and Personally orientated — extrinsic (Gorsuch & McPherson, 1989). All the
items in ROS-R were rated on 5-point Likert scales ranging from strongly disagree (1)
to strongly agree (5). Resulting in a range of 8-40 for the intrinsic orientation scale

and 3-15 for each extrinsic orientation scale. Higher scores indicate higher levels of a
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specific religious orientation. The ROS-R has been translated to Malay and reported
to have satisfactory psychometric properties for use among adults in Malaysia
(Kamaluddin, Nasir, Wan Sulaiman, Khairudin, & Ahmad Zamani, 2017). Permission
to use the ROS-R Malay version was obtained from the authors via email on 17 Mei
2019. In this study, the internal consistency Cronbach alpha was reported at 0.68

(n=220).

3.9.3 Radimer/Cornell Food Insecurity Instrument

The Radimer/Cornell food insecurity instrument is a 10 item self-administered
measure of food security, household food insecurity, individual food insecurity and
child hunger (Radimer et al., 1990). All the items in this instrument were rated on 3-
point Likert scales ranging from 1 (not true), 2 (sometimes true) to 3 (often true). The
response is then categorized into negative answers (response not true) and positive
answers (response sometimes true or often true). Subsequently, for each measure of
food security, the following classification was used: (a) Food Security is considered
when negative answers are scored across all hunger and food insecurity items, (b)
Household insecure is considered when positive answers are scored to one or more
items (1-4) but not to adult or child level items, (c) Individual insecure is classified
when positive answers are scored to one or more of items (5-8) but not to items (9-10)
and (d) Child hunger is considered when Positive answer is scored to items (9-10)
(Kendall, Olson, & Frongillo, 1996). Food security status is collapsed into two
categories; household food security and household food insecurity, for analysis for
this study. The Radimer/Cornell food insecurity instrument has been translated to
Malay and reported to have satisfactory psychometric properties for use among the
Malaysian population (Zalilah & Merlin, 2001). Permission to wuse the

Radimer/Cornell food insecurity instrument (Malay version) was obtained from the

50



authors via email on 30 Mei 2019. In this study, the internal consistency Cronbach
alpha was reported at 0.95 (n=220).
3.9.4  MINI International Neuropsychiatric Interview

The MINI International Neuropsychiatric Interview version 7.02 was designed as
a brief structured interview for the major psychiatric disorders in DSM-5 and ICD-10
(Lecrubier et al., 1997). Validation and reliability studies have been done comparing
the MINIL. to the SCID-P for DSM-III-R and the CIDI (a structured interview
developed by the World Health Organization) (Lecrubier et al., 1997). The results of
these studies show that the MINI has similar reliability and validity properties, but can
be administered in a much shorter period (mean 18.7 £ 11.6 minutes, median 15
minutes) than the above-referenced instruments. The ratting responses are either ‘Yes’
or ‘No’. For this study, the MINI will be used to assess MDD, PTSD and GAD. There

are 6, 7 and 4 questions in the MDD, PTSD and GAD modules.

3.10  Data collection

A period of two months from July to August 2019 was allocated for data collection,
with strategic organization, planning and time management being major contributors
that enabled the completion of data collection within this time frame. The process of
data collection started as soon as ethical clearance is obtained. Data collection was

performed by the researcher and explained in the following paragraphs.

First, the training of translators was conducted by the researcher, to inform the
purpose of the study (participant’s information sheet) and requirements to answer the
questionnaire and obtain written consent from participants. Translators were engaged
during the process of data collection. Translators were recruited from the RSM and

they are well versed with both Rohingya, Malay, and the English language. The
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translator was given training sessions, whereby during this session all the translators
went through the items in the subject information sheet, consent forms and study
instruments (questionnaires) that were used in this study so that they were familiar
with the meaning of each item. In the event, certain terminologies in the
questionnaire’s subject information sheet and consent forms have no direct translation
into the Rohingya language. However, the closest meaning of the words in the
Rohingya language was obtained from the Glossary report (Appendix 4,5 and 6) by
Tay et al., (2018) (Tay et al., 2018). The translators were only used in the event
participants are unable to understand items in the subject information sheet, consent
forms, and study instruments. Questionnaires were distributed to all participants who
complied with the inclusion criteria during the designated dates for the questionnaire
session (No proxy was allowed). A registry was opened to register the date, time,
name, index number of the questionnaire and number of questionnaires distributed.
The timing of collection and answering the questionnaires was based upon allocated
time agreed upon participants so to ensure that the research process does not interfere

with the daily duties of participants.

The background and objectives of the research were explained to the participants.
Participants were also informed that there would be no use or release of personal
identifiers in this study, thereby maintaining confidentiality throughout the research.
After obtaining written consent, data collection began. Detailed instruction on how to
answer the questionnaire was provided to all respondents. Participants filled in the
questionnaire in their residence, which took approximately 30 minutes to complete.
The investigator was present during each questionnaire session to ensure independent
responding and also to address any inquiries from participants relating to the

questionnaire. A collection box was provided during each questionnaire session, with
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all completed questionnaires being immediately deposited into this box by the
researcher. Also, during this phase, the researcher conducted the MINI International
Neuropsychiatric Interview on participants that have completed the self-administered

questionnaires.

During the first few weeks of July 2019 data collection was slow as the researcher
was getting familiar with the locations of the subject’s residence in Selangor. The
progress of data collection gradually improved in August 2019, and the total number
of samples collected by the end of August 2019 was 220. Thus, a total of 220

questionnaires were collected during the process of data collection.

3.11  Software tool

The software tool used in this study was SPSS version 24.0. Raw data were entered
into SPSS software, following which data cleaning was performed. Also, descriptive
analyses, tests for interactions and multicollinearity, and logistic regression analyses

were performed using this software.

3.12 Data management
The SPSS 24.0 software was used for all the processes involved in data
management, such as data entry, cleaning, normality testing, and data analysis, as

presented in the following paragraphs.

During the process of data collection, the researcher reminded all participants to
answer all questions and not to leave any unanswered questions. Also, the researcher
checked all the questionnaire upon collection to detect any potential missing data and
immediately ask the participants to fill up any missing values. All primary data were

documented by hand on the questionnaires. Subsequently, a worksheet was created in
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Statistical Package for the Social Sciences (SPSS) 24.0 and all raw data were imported
into this worksheet. Information entered included participants’ demographic details,
perceived social support, religious orientation, food security and the mental health
disorders namely MDD, GAD, PTSD status variable. To minimize errors and increase
the accuracy of data entry, double data entry was performed. The first data entry was
performed from 1% November 2019 to 15" November 2019, while the second data
entry was performed from 16™ November 2019 to 30" November 2019. The data were
entered by the researcher at a rate of 16 cases per day, with one-hour intervals after
each session of 4 cases being entered into SPSS. There were no mismatches identified.
Following double data entry, data were merged and then checked for abnormal values

(abnormal data points). There were no abnormal values during the codding of data.

The majority of the variables were measured on a categorical scale and are free of
distribution, therefore, there was no need for testing for normality or outliers with
exception to one variable on religious orientation which was measured on a continuous
scale. The religious orientation variable was tested for normality visually using a
histogram as shown in Figure 3.5 and also using the test of normality (Shapiro-Wilk
and Kolmogorov-Smirnov) function in SPSS which reported p-values more than 0.05

indicating a normal distribution as shown in Table 3.5.
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Frequency

307 [T Mean = 51.76
Std. Dev. = 7.998
N =220
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ROS Score
Figure 3.5: Histogram for religious orientation variable

Table 3.5: Test of Normality

Kolmogorov-Smirnov® Shapiro-Wilk
Statistic Df Sig. Statistic df Sig.
ROS-R 051 220 200 993 220 428

a. Lilliefors Significance Correction

3.13  Data analysis

The data analysis is discussed in the following sections: (a) Statistical analysis used

based on each objective; (b) Assumptions of binary logistic regression analysis; (c)

Test of interaction and (d) Description of the multivariate binary logistic regression

the text below.
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(a) Statistical analysis used based on objectives

This section included an analysis of 220 participants using the SPSS 24.0 software

(International Business Machines (IBM) Corporation, 2016). Data analyses for the

specific objectives are described in Table 3.5. Sociodemographic data were analyzed

using descriptive statistics. Variables that were found to be significant at p < 0.25 in

the univariate binary logistic analysis were entered into multivariate logistic regression

(Bursac, Gauss, Williams, & Hosmer, 2008). The significance level was set at a p-

value < 0.05.

Table 3.6: Statistical analysis based on study objectives

Objective

Statistical analysis

Summary measure

To determine the prevalence of  Descriptive statistics

MDD, PTSD and GAD disorders
among Rohingya refugees.

To determine the association of
Perceived Social Support,
Religious orientation and Food
security with MDD among
Rohingya refugees.

To determine the association of
Perceived Social Support,
Religious orientation and Food
security with GAD among
Rohingya refugees

To determine the association of
Perceived Social Support,
Religious orientation and Food
security with PTSD among
Rohingya refugees

Multivariate binary
logistic regression
(Enter method)

Multivariate binary
logistic regression
(Enter method)

Multivariate binary
logistic regression
(Enter method)

Frequency (%)

Adjusted odds ratio
95% CI
P-value

Adjusted odds ratio
95% CI
P-value

Adjusted odds ratio
95% CI
P-value

Note. %, Percentages; CI, Confidence interval. For regression analysis, an overall total
score of religious orientation was used by combining the extrinsic and intrinsic domains

of the religious orientation scale.
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(b) Assumptions of binary logistic regression analysis

Several assumptions needed to be fulfilled to justify the use of a binary logistic
regression analysis model as follows: (a) there must be at least two cases for each
category of dependent variable; (b) dependent variables are mutually exclusive and
exhaustive; (c) the independent variables are independent of each other (test of
multicollinearity), and (d) errors (residuals) are randomly distributed (Chinna &
Yuen, 2014). Any violation of these assumptions would bias or mislead the regression
model. Assumption (a) is met as the dependent variable in the objectives examining
association in this study is MDD, GAD, and PTSD which is categorized into two
levels, namely depressed or not depressed, Anxious or not anxious, having PTSD or
no PTSD. Assumption (b) is met as the dependent variable in this study is either MDD
or not depressed, Anxious or not anxious, having PTSD or no PTSD and both
outcomes cannot occur simultaneously, meaning that the dependent variable is

mutually exclusive and exhaustive.

Assumption (c) is tested by cross-tabulating all the independent variables that are
significant from univariate analysis and the Cramer’s V value is calculated. Cramer’s
V is the most popular of the chi-square-based measures of the nominal association
because it gives good norming from 0 to 1 regardless of table size when
row marginal equal column marginal (Goodman & Kruskal, 1954). The range of
Cramer’s V and its interpretation is as follows: < 0.10 (weak correlation), 0.1 to 0.3
(moderate correlation) and > 0.3 (strong correlation) (Goodman & Kruskal, 1954).
Any two variables with a Cramer’s V value of > 0.3 are considered to be strongly
correlated, therefore one of them needs to be dropped from the multivariate analysis.
The degree of correlation between all independent variables (significant in the

univariate analysis at 0.25) was assessed in the data analysis section. For variables
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measured on a continuous scale namely the ROS-R total score, multicollinearity was
assessed using the variance inflation factor (VIF). VIF values are categorized as the
following (a) VIF 1 indicates not correlated; (b) VIF between 1 and 5 indicates
moderately correlated and (¢) VIF greater than 5 indicates highly correlated (Theme
Horse, 2015) Assumption (d) is not applicable as the dependent variable in this study

is measured on a categorical scale.

(c) Testing for interaction steps

Testing for interaction between the independent variables was performed on
variables significant at 0.25 in univariate analysis before including them in
multivariate analysis. A significant value (p < 0.05) indicates that interaction is

present.

(d) Multivariate binary logistic regression steps

Before performing multivariate logistic regression, univariate logistic regression
was performed. The reference category was selected based on the criteria proposed by
Garson (2006), who recommends that a category with many cases and with specificity
should be selected as the reference category (Garson, 2006). The enter method was
selected for the logistic regression as by selecting this method all independent
variables are entered into the equation at the same time and this is an appropriate
analysis when the researcher does not know which independent variables are
predictors of the dependent variable (Ranganathan, Pramesh, & Aggarwal, 2017).
Multivariate logistics calculation. All variables significant at p < 0.25 in univariate

analysis are included in multivariate logistic regression analysis (Sperandei, 2014).
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3.14 Gantt chart

The Gantt chart for this research is shown in Figure 3.6.

No | Activity 2019

2020

10
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1 Porposal Preparation
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Proposal Presentation and
Approval

Ethical Processes
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Data collection

Lh

Data Entry
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Report Writing
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Final report presentation

Figure 3.6. Gantt chart

3.15  Summary of Chapter 3

A detailed account of this study’s methodology is presented in this chapter. The

cross-sectional study design was utilized. Data were collected from adult Rohingya

refugees residing in Selangor between July to August 2019. The internal consistency

of all the instruments was reported as good. Data analysis involved descriptive,

univariate and multivariate logistic regression analysis.
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CHAPTER 4: RESULTS

4.1 Introduction

The results of this study are described in this chapter. Section 4.2 describes the
sample and variables in this study. All variables are described according to
percentages, frequency and mean score. Section 4.3 presents the descriptive analysis
of the demographic characteristics of participants, perceived social support, religious
orientation, food security, the prevalence of MDD, GAD, and PTSD. This section
gives us an understanding regarding the prevalence of mental health disorders among
Rohingya refugees residing in Malaysia as well as their availability of social support
and food. Further, it also sheds some light on Rohingya refugee’s religious orientation.
The results of the final analysis of logistic regression (univariate and multivariate) are
presented in Section 4.4. This section aims to identify which variables (namely
demographics, perceived social support, religious orientation, and food security) are
significantly associated with MDD, GAD, and PTSD after controlling for

confounders. A summary of the results of the analysis is presented in Section 4.5.

4.2 Sample and variable description

The variables collected were categorized as follows: Demographics (10 variables),
perceived social support, religious orientation, food security, the prevalence of MDD,
GAD, and PTSD. A response rate of 100% was reported in this study. Of these 220
respondents who completed the questionnaire, all provided usable questionnaires with

no missing data. A total of 220 samples were collected for each variable.
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4.3 Descriptive analysis

There were 116 (52.7%) male participants and 104 (47.3%) female participants.
The mean age of participants was 33.5 years, with the majority of 151 (68.6%) being
young adults between the ages of 18 to 35 years. The majority of participants were
married 176 (80%) and had attained secondary school education 119 (54.1%). Most
participants have been living in Malaysia for more than 3 years 187 (85.0%), however,
the majority of them were part-time or unemployed 124 (56.4%). The majority of
participants have been separated from their family members 160 (72.7%) and
fortunately, the majority of participants have not been exposed to violence 125
(56.8%) and non-accidental physical injuries 157 (71.4%). The majority of
participants reported high perceived social support 129 (58.6%). Food insecurity was
reported by the majority of participants 156 (70.9%). The mean overall religious
orientation score was reported at 51.8. The extrinsic (personal and social) and intrinsic
mean religious orientation scores were reported at 13.6, 5.4 and 32.8. The prevalence
of GAD, PTSD, and MDD was reported at 92 (41.8%), 84 (38.2%) and 71 (32.3%).

Table 4.1 shows the characteristics of the participants.
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Table 4.1: Characteristic of participants (N=220)

Characteristics Frequency N (%)
Gender Male 116 (52.7)
Female 104 (47.3)
Age (Years) 18to 35 151 (68.6)
36t0 55 51(23.2)
>56 18 (8.2)
Marital status Single 39 (17.7)
Married 176 (80.0)
Divorced 5(2.3)
Educational attainment Less than secondary 87 (39.5)
Secondary school 119 (54.1)
College 14 (6.4)
Employment status Full time employment 96 (43.6)
Part-time/Unemployed 124 (56.4)
Time spent in Malaysia (Months) <12 14 (6.4)
12t0 23 9(4.1)
24 10 36 10 (4.5)
>36 187 (85.0)
Homelessness Yes 1(0.5)
No 219 (99.5)
Separation from a family member Yes 160 (72.7)
No 60 (27.3)
Exposure to violence Non-Exposed 125 (56.8)
Exposed 95 (43.2)
Physical injuries (non-accidental) Yes 63 (28.6)
No 157 (71.4)
Perceived social support Low/Moderate 91 (41.4)
High 129 (58.6)
Religious orientation* Mean (SD) Overall® 51.8 (8.0)
Intrinsic® 32.8 (4.4)
Extrinsic -Personal® 13.6 (2.5)
Extrinsic -Social® 5.4 (3.6)
Food security Food secure 64 (29.1)
Food insecure 156 (70.9)
MDD Normal 149 (67.7)
Having MDD 71 (32.3)
GAD Normal 128 (58.2)
Having GAD 92 (41.8)
PTSD Normal 136 (61.8)
Having PTSD 84 (38.2)

Note. * For religious orientation higher mean score indicates higher religious orientation;
aScore range 14-70; ® Score range 8-40; ¢ Score range 3-15.
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4.4 Logistic regression
44.1 Association of demographic variables, Perceived social support,
Religious orientation and Food security with MDD

In total 8 variables were significant at 0.25 in the univariate analysis. Testing for
multicollinearity among these 8 variables revealed that there were four variables in
two pairs that had evidence of multicollinearity (Cramer’s V value of > 0.3) as follows:
(a) exposure to violence and physical injury (b) gender and employment as shown in
Table 4.2. The variable removed was exposure to violence and employment. The
balance 6 variable were tested for interaction and there was no significant interaction
present between these 6 variables and the outcome variable as the p-value was > 0.05
as shown in Table 4.3. Finally, a total of 6 variables were entered into multivariate
analysis. Out of the 6 variables entered into the multivariate analysis level, 5 were
significantly associated with MDD, including being female (AOR = 2.54; 95% CI
1.21, 5.34), living in Malaysia for less than 1 year (AOR = 6.95; 95% CI 1.89, 25.57),
having been physically injured (AOR = 3.25; 95% CI 1.52, 6.96), perceived
low/moderate social support (AOR = 2.17; 95% CI 1.13, 4.19) and food insecurity
(AOR =2.77; 95% CI 1.19, 6.47). Table 4.4 shows the results of both univariate and
multivariate logistic regression for the association of perceived social support,
religious orientation and food security variables that are significant (p < 0.05) with
MDD symptoms in multivariate analysis while adjusting for demographic variables.
The Hosmer-Lemeshow test p-value was 0.798 (not significant), meeting the

assumption of logistic regression.
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Table 4.2: Test of Multicollinearity (a)

Gender Time in Physically Social Food Exposure to Employment Education
Malaysia injured Support Security Violence
Gender 0.144 0.298 0.056 0.135 0.090 0.631 0.270
Time in Malaysia 0.144 0.030 0.116 0.069 0.182 0.177 0.103
Physically injured 0.298 0.030 0.162 0.295 0.463 0.132 0.126
Social Support 0.056 0.116 0.162 0.192 0.043 0.013 0.154
Food Security 0.135 0.069 0.295 0.192 0.195 0.120 0.123
Exposure to violence 0.090 0.182 0.463 0.043 0.195 0.010 0.036
Employment 0.631 0.177 0.132 0.013 0.120 0.010 0.169
Education 0.270 0.103 0.126 0.154 0.123 0.036 0.169
Note. Cramer’s V values of more than 0.3 indicate evidence of multicollinearity among variables
Table 4.3: Test for Interaction (a)
Variables in the Equation
B S.E. Wald df Sig. Exp(B)
Step Education attainment * Food Security * Gender * Living in Malaysia * .000 3 1.000

1* Perceived social support * Physically injured

Education attainment (1) by Food Security (1) by Gender (1) by Living 21.987 40192.969 .000 1 1.000  3539790464.000

in Malaysia (3) by Perceived social support (1) by Physically injured

(1)

Education attainment (2) by Food Security (1) by Gender (1) by Living 21.987 40192.969 .000 1 1.000  3539790464.000

in Malaysia (2) by Perceived social support (1) by Physically injured

(1)

Education attainment (2) by Food Security (1) by Gender (1) by Living 21.987 40192.969 .000 1 1.000  3539790464.000

in Malaysia (3) by Perceived social support (1) by Physically injured

(1)

Constant - 784 146 28.731 1 .000 456

Note. *Variable(s) entered on step 1: Education attainment * Food Security* Gender * Living in Malaysia * Perceived social support * Physically

injured.

64



Table 4.4: Factors associated with MDD

Variable Univariate logistic regression Multivariate logistic regression
Crude OR p-value Adjusted OR p-value
95% CI) (95%CI)
Gender
Male 1 1
Female 1.58 (0.89,2.78) 0.117* 2.54 (1.21,5.34) 0.014%*
Age (years)
18 to 35 1
36t0 55 0.92 (0.47, 1.83) 0.819
> 56 0.78 (0.26, 2,30) 0.649
Marital status
Single 1
Married 0.75 (0.36, 1.55) 0.437
Divorced 288" (0.00, 0.00) 0.999
Education
Less than secondary 1 1
Secondary school 0.68 (0.38, 1.23) 0.200%* 0.89 (0.45, 1.75) 0.726
College 0.45(0.12, 1.72) 0.241%* 0.68 (0.15, 3.23) 0.631
Employment status
Full-time employment 1
Part time/Unemployment 1.41 (0.79, 2.50) 0.248*
Time spent in Malaysia (Months)
<12 6.67 (2.00, 22.21) 0.002%* 6.95 (1.89, 25.57) 0.004%*
12t023 3.33(0.86, 12.90) 0.081%* 3.66 (0.81, 16.54) 0.092
24 t0 36 2.67 (0.74, 9.60) 0.133* 2.77 (0.61, 12.54) 0.185
>36 1 1
Homelessness
Yes 0.00 (0.00, 0.00) 1.000
No 1
Separation from a family member
Yes 1.16 (0.61, 2.20) 0.659
No 1
Exposure to violence
Non-Exposed 1
Exposed 1.44 (0.82, 2.55) 0.207*
Physical injuries
Yes 2.83 (1.54,5.22) 0.001%* 3.25(1.52, 6.96) 0.002%*
No 1 1
Perceived social support
Low/Moderate 2.71 (1.51,4.84) 0.001%* 2.17 (1.13,4.19) 0.021**
High 1 1
Religious orientation (Overall) 0.99 (0.96, 1.03) 0.653
Food security
Food secure 1 1
Food insecure 3.47 (1.64,7.32) 0.001* 2.77 (1.19, 6.47) 0.019**

Note. OR, Odds ratio; CI, Confidence interval; The variable employment status and exposure to violence were
excluded from multivariate analysis due to interactions; *Variables significant at 0.25 from the univariate analysis
are entered into multivariate analysis. **Significant set at p-value < 0.05 after multivariate analysis, 1 indicates a
reference group. The above analysis was adjusted for demographic variables. Hosmer-Lemeshow goodness-of-fit
test chi-square = 3.836 (df = 7), p = 0.798. (Using enter method); ~2884776505.
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4.4.2  Association of demographic variables, Perceived social support,
Religious orientation and Food security with GAD

In total 4 variables were significant at 0.25 in the univariate analysis. Testing for
multicollinearity among these 4 variables revealed that there was no evidence of
multicollinearity (Cramer’s V value of > (.3) as shown in Table 4.5. The four variables
were tested for interaction and there was no significant interaction present between
these 4 variables and the outcome variable as the p-value was > 0.05 as shown in Table
4.6. Finally, a total of 4 variables were entered into multivariate analysis. Out of the 4
variables entered into the multivariate analysis level, none were significantly
associated with GAD. Table 4.7 shows the results of both univariate and multivariate
logistic regression for the association of perceived social support, religious orientation
and food security variables with GAD symptoms in multivariate analysis while
adjusting for demographic variables. The Hosmer-Lemeshow test p-value was 0.912

(not significant), meeting the assumption of logistic regression.

Table 4.5: Test of Multicollinearity (b)

Marital status Time in Physically  Education
Malaysia injured
Marital status 0.153 0.172 0.149
Time in Malaysia 0.153 0.030 0.103
Physically injured 0.172 0.030 0.126
Education 0.149 0.103 0.126

Note. Cramer’s V values of more than 0.3 indicate evidence of multicollinearity
among variables
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Table 4.6: Test for Interaction (b)

Variables in the Equation

B S.E. Wald df  Sig. Exp(B)
Step 12 Education attainment * Living in Malaysia * Marital status * .061 6 1.000

Physically injured

Education attainment (1) by Living in Malaysia (1) by Marital -20.852 40192.970 .000 1 1.000 .000
status (2) by Physically injured (1)

Education attainment (1) by Living in Malaysia (3) by Marital -20.852 40192.970 .000 1 1.000 .000
status (2) by Physically injured (1)

Education attainment (2) by Living in Malaysia (1) by Marital 351 1.421 .061 1 .805 1.420
status (1) by Physically injured (1)

Education attainment (2) by Living in Malaysia (2) by Marital 21.554 40192.969 .000 1 1.000 2294708584.000
status (1) by Physically injured (1)

Education attainment (2) by Living in Malaysia (2) by Marital 21.554 40192.969 .000 1 1.000 2294708584.000
status (2) by Physically injured (1)

Education attainment (2) by Living in Malaysia (3) by Marital 21.554 40192.969 .000 1 1.000 2294708584.000
status (2) by Physically injured (1)

Constant -.351 139 6.362 1 .012 704

a. Variable(s) entered on step 1: Education attainment * Living in Malaysia * Marital status * Physically injured.
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Table 4.7: Factors associated with GAD

Variable Univariate logistic regression Multivariate logistic regression
Crude OR p-value Adjusted OR p-value
95% CI) (95%CI)
Gender
Male 1
Female 1.21 (0.71, 2.06) 0.492
Age (years)
18 to 35 1
36t0 55 1.39 (0.73, 2.63) 0.317
> 56 1.56 (0.59, 4.16) 0.374
Marital status
Single 1 1
Married 0.88 (0.43, 1.76) 0.709 0.99 (0.47,2.09) 0.975
Divorced 5.18 (0.53, 50.65) 0.158% 4.21(0.41, 43.16) 0.226
Education
Less than secondary 1 1
Secondary school 0.97 (0.55, 1.70) 0.906 0.97 (0.54, 1.75) 0911
College 0.35(0.09, 1.35) 0.128%* 0.31 (0.08, 1.24) 0.097
Employment status
Full-time employment 1
Part time/Unemployment 1.09 (0.64, 1.87) 0.752
Time spent in Malaysia (Months)
<12 2.04 (0.68, 6.11) 0.205%* 2.14 (0.70, 6.56) 0.185
12t023 1.91 (0.50, 7.34) 0.347 1.67 (0.42, 6.73) 0.468
24 t0 36 1.53 (0.43, 5.46) 0.515 1.47 (0.38, 5.67) 0.580
>36 1 1
Homelessness
Yes 1 1.000
No 0.00 (0.00, 0.00)
Separation from a family member
Yes 0.92 (0.50, 1.67) 0.780
No 1
Exposure to violence
Non-Exposed 1
Exposed 1.02 (0.60, 1.75) 0.940
Physical injuries
Yes 1.67 (0.93, 3.01) 0.089%* 1.75 (0.94, 3.25) 0.077
No 1 1
Perceived social support
Low/Moderate 1.00 (0.58, 1.72) 0.988
High 1
Religious orientation (Overall) 0.98 (0.95, 1.02) 0.268
Food security
Food secure 1
Food insecure 1.29 (0.71,2.34) 0.406

Note. OR, Odds ratio; CI, Confidence interval; *Variables significant at 0.25 from the univariate analysis are
entered into multivariate analysis. **Significant set at p-value < 0.05 after multivariate analysis, 1 indicates
reference group. The above analysis was adjusted for demographic variables. Hosmer-Lemeshow goodness-of-fit
test chi-square = 2.080 (df = 6), p = 0.912. (Using enter method)
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443  Association of demographic variables, Perceived social support,
Religious orientation and Food security with PTSD

In total 7 variables were significant at 0.25 in the univariate analysis. Testing for
multicollinearity among these 7 variables revealed that there were four variables in
two pair that had evidence of multicollinearity (Cramer’s V value of > 0.3) as follows:
(a) gender and separation from a family member and (b) exposure to violence and
physical injury as shown in Table 4.8. The variable removed was separation from a
family member and physical injury. The balance 5 variable were tested for interaction
and there was no significant interaction present between these 5 variables and the
outcome variable as the p-value was > 0.05 as shown in Table 4.9. Finally, a total of
5 variables were entered into multivariate analysis. Out of the 5 variables entered into
the multivariate analysis level, 2 were significantly associated with PTSD, including
exposure to violence (AOR = 38.46; 95% CI 16.27, 90.91) and food insecurity (AOR
= 3.74; 95% CI 1.41, 9.91). Table 4.10 shows the results of both univariate and
multivariate logistic regression for the association of perceived social support,
religious orientation and food security variables that are significant (p < 0.05) with
PTSD symptoms in multivariate analysis while adjusting for demographic variables.
The Hosmer-Lemeshow test p-value was 0.302 (not significant), meeting the

assumption of logistic regression.
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Table 4.8: Test of Multicollinearity (c)

Gender Age (years) Separation Exposure to Physical Food
from family violence injuries security
members
Gender 0.125 0.401 0.090 0.298 0.135
Age (years) 0.125 0.246 0.106 0.129 0.090
Separation from family members 0.401 0.246 0.122 0.298 0.033
Exposure to violence 0.090 0.106 0.122 0.463 0.195
Physical injuries 0.298 0.129 0.298 0.463 0.295
Food security 0.135 0.090 0.033 0.195 0.295
Note. Cramer’s V values of more than 0.3 indicate evidence of multicollinearity among variables.
Table 4.9: Test for Interaction (c)
Variables in the Equation
B S.E. Wald df Sig. Exp(B)
Step 12 Age* Violence Exposure * Food 4.550 2 .103

Security * Gender * ROS-R Score

Age (1) by Violence Exposure (1) -.015 .008 3.682 1 .055 985

by Food Security (1) by Gender (1)

by ROS-R Score

Age (2) by Violence Exposure (1) -.021 .020 1.064 1 302 .980

by Food Security (1) by Gender (1)

by ROS-R Score

Constant -.339 152 4.983 1 .026 713

a. Variable(s) entered on step 1: Age * Violence Exposure * Food Security * Gender * ROS-R Score.
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Table 4.10: Factors associated with PTSD

Variable Univariate logistic regression Multivariate logistic regression
Crude OR p-value Adjusted OR p-value
95% CI) (95%CI)
Gender
Male 1 1
Female 0.59 (0.34, 1.03) 0.063* 0.60 (0.27, 1.35) 0.217
Age (years)
18 to 35 1 1
36t0 55 1.18 (0.62, 2.25) 0.609 1.16 (0.45, 2.96) 0.762
> 56 0.31(0.09, 1.12) 0.075%* 0.36 (0.07, 1.95) 0.237
Marital status
Single 1
Married 1.26 (0.61, 2.62) 0.537
Divorced 3.00 (0.45, 20.24) 0.259
Education
Less than secondary 1
Secondary school 0.96 (0.54, 1.70) 0.889
College 1.64 (0.53, 5.08) 0.395
Employment status
Full-time employment 1
Part time/Unemployed 0.97 (0.56, 1.68) 0.923
Time spent in Malaysia (Months)
<12 0.85(0.27,2.63) 0.776
12 to 23 0.44 (0.09, 2.16) 0.309
24 t0 36 0.65 (0.16, 2.61) 0.548
>36 1
Homelessness
Yes 1 1.000
No 0.00 (0.00, 0.00)
Separation from a family member
Yes 1.82 (0.96, 3.47) 0.068%*
No 1
Exposure to violence
Non-Exposed 1 1
Exposed 34.39 (15.75, 75.10) 0.000* 38.46 (16.27,90.91) 0.000%*
Physical injuries
Yes 21.54 (9.86,47.07) 0.000%*
No 1
Perceived social support
Low/Moderate 0.94 (0.54, 1.64) 0.834
High 1
Religious orientation (Overall) 1.03 (0.99, 1.06) 0.154* 1.05 (0.99, 1.10) 0.069
Food security
Food secure 1 1
Food insecure 3.71 (1.84, 7.50) 0.000* 3.74 (1.41,9.91) 0.008**

Note. OR, Odds ratio; CI, Confidence interval; The variable separation from a family member and physical injuries
were excluded from multivariate analysis due to interactions; *Variables significant at 0.25 from the univariate
analysis are entered into multivariate analysis. **Significant set at p-value < 0.05 after multivariate analysis, 1
indicates a reference group. The above analysis was adjusted for demographic variables. Hosmer-Lemeshow
goodness-of-fit test chi-square = 9.503 (df = 8), p = 0.302. (Using enter method)
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4.5 Summary of Chapter 4

This chapter presents the results of this study. Variables were collected from 220
adult Rohingya refugees residing in Selangor. A total of 220 samples were collected
per variable for this study, which examined the prevalence of MDD, GAD, PTSD, and
its associated factors. The prevalence of GAD, PTSD, and MDD was reported at 92
(41.8%), 84 (38.2%) and 71 (32.3%). Section 4.4 dealt with the association between
Perceived social support, religious orientation, food security, and mental health
disorders(namely MDD, GAD and PTSD). Following multivariate analysis, only 5
variables were significantly associated with MDD symptoms namely being female,
living in Malaysia for less than 1 year, having been physically injured, perceived low
to moderate social support and food insecurity. Two variables namely exposure to
violence and food insecurity were significantly associated with PTSD. No variable

was found to be significantly associated with GAD following multivariate analysis.
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CHAPTER 5: DISCUSSION

5.1 Introduction

Mental health is an important determinant in addressing the overall health of the
Refugees population. This study was designed to determine the prevalence and associated
factors of MDD, GAD and post-traumatic stress disorder (PTSD) among Rohingya
refugees in Malaysia. The findings of this study are discussed in this chapter, which
begins with a discussion of the results of the demographic characteristic, Perceived social
support, religious orientation, and food security among the Rohingya population in
Sections 5.2 to 5.5. Results regarding the prevalence of MDD, GAD, and PTSD are
discussed in Section 5.6. Section 5.7 to 5.9 provides a discussion of the direction of the
association between perceived social support, religious orientation, and food security with
MDD, GAD, and PTSD. The strengths and limitations of this study are discussed in

Section 5.10. Finally, Section 5.11 summarizes the findings in this study.

5.2 Demographic characteristics of participants

The majority of participants in this study were males. Female participants accounted
for about 47.3%. The reason for this unequal participation rate could be explained by
several mechanisms. Gender inequality among Rohingya women could be a possible
reason for the poor female participation rates in this study. Traditionally Rohingya
women, face double restrictions; first from their government and military, and second
from the men in their community (UNHCR, 2019). It is a norm among the Rohingya that
men continue to lead and women obey silently (UNHCR, 2019). Other reasons that could
explain a lack of female representativeness in this study could be, shy and introvert nature
of the Rohingya women and the need for the women to take care of household chores.
Alternatively, a lack of household randomization during the process of sampling could
have also resulted in this finding. Despite the majority of refugees have been in Malaysia

for more than 3 years and had secondary school education in their country of origin, the
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majority (56.4%) were unemployed or employed on a part-time basis. Several
mechanisms mediate this finding. As Malaysia is not a state party to the 1951 Convention
Relating to the Status of Refugees and its’ 1967 Protocol; Malaysia functions as a transit
point for refugees and therefore many of them are considered illegal immigrants that do
not possess legal documentation and possess no forms of employment entitlement
(Edwards, 2011). The lack of legalization would reduce the employment chances among
these populations (Rashvinjeet, 2019). Those employed on an informal basis would
frequently get exploited some paid poor wedges and other work for long hours (violation
of Labor law) (Rashvinjeet, 2019). Language barrier also is a factor that restricts
employment chances. This is an important finding as poor employment among this
population would mean a lack of financial income to sustain basic living requirement and
this would result in negative health-related outcomes. Also, it suggests that variation in
education systems across countries could contribute to unemployment.

A concerning finding in this study is that more than one-third of participants were
separated from family members and have been exposed to violence. It does not come as
a surprise as refugees are prone to such unfortunate events due to their underlying
circumstances. But what is worrying is that these factors have been reported by previous
studies as significant predictors of poor mental health outcomes among the refugee
population (Momartin, Silove, Manicavasagar, & Steel, 2004; Savic, Chur-Hansen,
Mahmood, & Moore, 2013).

A more reassuring finding is that the majority of refugees are not homeless and are
married. It could be possible that as the majority of participants have been living in
Malaysia for more than 3 years, they would have been able to secure accommodation as
well as settled down. Being married provides some buffer against the development of

mental disorders, however other challenges such as expanding family would, in turn,
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bring new challenges to an already stricken population. For example, having to provide
food, shelter, education, healthcare, and security to children.
53 Prevalence of MDD, GAD, and PTSD

Overall one-third of participants in this study were reported to have MDD (32.3%)),
GAD (41.8%) and PTSD (38.2%). Several mechanisms can mediate this finding. The
majority of refugees in this study have been residing in Malaysia for more than 3 years.
Although evidence suggests that a longer duration of displacement is a risk factor for
mental health disordersamong refugees (Carlson & Rosser-Hogan, 1993; Marshall,
Schell, Elliott, Berthold, & Chun, 2005; Vaage et al., 2010). It could be possible that
participants in this study would have assimilated to the local community culture and social
practices during this period, therefore enabling them to find jobs, accommodation, and
social support. The active role played by the RSM and UNHCR Malaysia in providing
aids and support could also help alleviate some distress faced by these populations. This
is evident as the majority of participants in this study perceive moderate to a high degree
of social support. Furthermore, a high degree of religious orientation, lack of exposure to
violence and physical injuries would act as a buffer against mental health disorder, which
could also result in a low prevalence of MDD, GAD, and stress. The detail discussion of

MDD, GAD, and PTSD is presented in the following paragraphs.

53.1 MDD

The prevalence of MDD in this study was 32.3%, which was similar to the prevalence
of MDD reported among refugees in the United States of America (USA), Italy and Iraq,
where the prevalence of MDD was reported at 32%, 31%, 34% and 35% (Bogic et al.,
2012; Craig, Sossou, Schnak, & Essex, 2008; Gorst-Unsworth & Goldenberg, 1998;
Hollifield et al., 2006). However, this study reported a much lower prevalence of MDD
compared to studies among refugees in Malaysia, Australia, USA and Israel which

reported a prevalence of MDD at 98%, 88%, 86% and 79% (Coffey, Kaplan, Sampson,
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& Tucci, 2010; Cwikel, Chudakov, Paikin, Agmon, & Belmaker, 2004; Keller et al.,

2003; Shaw et al., 2018).

Variation in the prevalence of MDD among refugees can be explained in several ways.
Among the studies that reported similar prevalence of MDD among refugees as this study,
there were several similarities noted namely the use of same instruments to screen for
MDD (MINI) (Bogic et al., 2012), all participants were post-war conflict refugees and
majority of participants has been displaced for long duration of periods (more than 3
years) (Bogic et al., 2012; Craig et al., 2008; Gorst-Unsworth & Goldenberg, 1998;

Hollifield et al., 2006).

Among studies reporting a higher prevalence of MDD among refugees compared to
this study, several mechanisms can explain this variation. The first majority of refugees
in these studies were on detention at the time the study was conducted. Hostile conditions
in detention areas could surely increase the risk of MDD as evident in these studies
(Coffey et al., 2010; Cwikel et al., 2004; Keller et al., 2003). Unlike this study, all the
participants were not in detention at the time the study was conducted. Second, variation
in sample characteristics and study instruments could have also contributed to a difference
in the prevalence of MDD. For example, one study had predominantly female participants
(Keller et al., 2003), and as evidence suggests that the risk of MDD tends to be higher in
females (Hill & Lynch, 1983). The use of self- report screening instruments should be
considered presumptive, as it may be affected by social desirability bias which could in
turn artificially inflated the prevalence rates of mental health disorders (Mugisha,

Muyinda, Wandiembe, & Kinyanda, 2015).

To date, there is limited evidence on the prevalence of MDD among Rohingya refugees
both Internationally and in Malaysia (Tay et al., 2018). More recently the prevalence of

MDD among Rohingya refugees in Malaysia and Bangladesh was reported at 76% and
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89%, which is much higher than this study (Low et al., 2018; Riley et al., 2017). Among
the possible explanation for this finding are; the use of different tools to screen for MDD,
variation in age of participants, whereby the study conducted in Malaysia only involved
adolescent Rohingya refugees, unlike this study which included only adult participants.
Unlike Bangladesh, Malaysia is a middle-income country this could justify a lower
prevalence of MDD among refugees in this study compared to that conducted in

Bangladesh.

532 GAD

The prevalence of GAD in this study was 41.8%, which was similar to the prevalence
of GAD reported among refugees in Jordon, USA, and India, where the prevalence of
MDD was reported at 42%, 41% and 40% (CDC, UNHCR, & Nation, 2007; Craig et al.,
2008; PHR, 1997). Furthermore, an average pool prevalence of GAD among refugees
was reported at 40% by a systematic review (Lindert, Ehrenstein, Priebe, Mielck, &
Bridhler, 2009). Reasons for this similar finding could be mediated by the fact that the
majority of these studies were conducted in middle-income countries such as India and
Jordan; involved refugees that have been displaced for a long duration of time. A much
higher prevalence of GAD was reported among refugees in Cambodia, the USA, and
Mexico which reported a prevalence of GAD at 88%, 77% and 57% (Carlson & Rosser-
Hogan, 1994; Keller et al., 2003; Sabin, Cardozo, Nackerud, Kaiser, & Varese, 2003).
The variation in the prevalence of GAD is due to the following reasons. Unlike other
studies, the majority of refugees in this study had no exposure to violence, being tortured
or injured. Therefore levels of psychological distress (such as GAD and PTSD) would
surely be much lower when compared to refuges that are exposed to constant violence,
tortures and physical injuries as seen in studies conducted in the USA, Mexico, and
Cambodia (Quosh, Eloul, & Ajlani, 2013). A lack of specificity with regards to the type

of GAD assessed could also result in a variety of findings. For example, this study
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reported on Generalized GAD Disorder (GAD), while other studies in Cambodia and the
USA reported a much higher prevalence of GAD reported on unspecified GAD. Finally,

variation in the instrument used to asses’ GAD could result in this finding.

The findings of GAD are higher in this study when compared to a study conducted in
Bangladesh among Rohingya refugees, which reported a prevalence of GAD at 14%
(Riley et al., 2017). Variation in this finding could be explained by the following; in this
study an interview-based instrument (MINI) was used to screen for GAD, unlike this
study, the study in Bangladesh utilized a self-administered questionnaire. The use of a
self-administered questionnaire could result in social desirability bias which would result
in a low prevalence of GAD. Larger sample size in this study (n=220) compared to that

conducted in Bangladesh (n=140) could have resulted in a higher prevalence of GAD.

533 PTSD

The prevalence of PTSD in this study was 38.2%, which was similar to the prevalence
of PTSD reported among refugees in a systematic review which reported an average pool
prevalence of PTSD at 36% (Lindert et al., 2009). Studies in Bangladesh, USA, Africa,
and Algeria have all reported similar prevalence of PTSD among the refugee population,
whereby the prevalence of PTSD was reported at 36%, 38.9%, 37.8% and 37.4 (De Jong
et al., 2001; Hollifield et al., 2006; Onyut et al., 2009; Riley et al., 2017). Studies in the
UK and Australia reported a much higher prevalence of PTSD, at 76% and 70% (Coftey
etal., 2010; Robjant, Robbins, & Senior, 2009). While studies involving refugees in Gaza,
Thailand, Ethiopia, and Uganda all reported a much lower prevalence of PTSD at 20%,
15%, 15.8% and 11.8% (De Jong et al., 2001; El Sarraj, Punamédki, Salmi, &

Summerfield, 1996; Mollica, 1993; Mugisha et al., 2015).

The similarity in findings across studies could be due to a similar type of refugee

population which is being assessed as is the case of this study and that in Bangladesh
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which both focused on Rohingya refugees. The variation in prevalence rates across
studies may be attributed to the following reasons (a) degree and duration of exposure to
violence and trauma, whereby a higher degree and more recent exposure to violence or
trauma (active conflict) would result in higher prevalence of PTSD; (b) variation in
instruments to asses for PTSD, the use of self-reported instruments often results in
presumptive prevalence rates; (¢) variation in number of traumatic events, lower number
of traumatic events would allow for spontaneous remission of PTSD resulting in lower
prevalence of PTSD; and (d) impact of public health interventions for PTSD if any would

also affect prevalence rates. (Mugisha et al., 2015).

5.4 Perceived social support among Rohingya refugees

The majority of participants (58.6%) in this study reported high perceived social
support. This finding infers that the Rohingya population have experience of being
valued, respected, cared about, and loved by others who are present in their life (Roohafza
et al.,, 2014). Also, it reflects the presence of sources of social support from family,
friends, community, NGO’s and UNHCR Malaysia among this population group (Chuah
et al., 2019; Yasin & Dzulkifli, 2010). This is an important finding as adequate social
support would prevent the occurrence of mental health problems (Roohafza et al., 2014).
In contrast, many other studies have reported lower rates of perceived social support
among the refugee population, such as that among Syrian refugees in Turkey (Cankaya,
Alan Dikmen, & Dereli Yilmaz, 2018); Sudanese refugees in Israel (Nakash, Nagar,
Shoshani, & Lurie, 2017) and refugees in Sweden (Johnson, Rostila, Svensson, &

Engstrom, 2017).

Variations in this finding could be a result of variation in instruments used to
asses’ perceived social support, whereby in this study the MSPSS was used while the

study conducted among refugees in Sweden used a different tool (Johnson et al.,2017).
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Among the studies that used the same tool (MSPSS) as this study to examine perceived
social support, some studies reported on the mean score (continuous) (Cankaya et al.,
2018; Johnson et al., 2017; Nakash et al., 2017), unlike this study which had categorized
perceived social support into low/moderate and high groups. Therefore, this disparity
makes a comparison of results across studies difficult. Furthermore, this study reported
on perceived social support across both genders, while studies conducted in Turkey only
involved females and in Israel only involved males (Cankaya et al.,2018). Variation in
genders of participants can create a dilution effect whereby studies involving only males
would generally tend to report a higher degree of perceived social support (Soman, Bhat,
Latha, & Praharaj, 2016). In this study majority of refugees have been residing in
Malaysia for more than 3 years. A long duration of stay would have enabled them to
establish a larger social network and engage with organizations (governmental and non-
governmental), which would promote a higher degree of perceived social support (Chuah
et al., 2019; Sterle, Vervoort, & Verhofstadt, 2018). The majority of participants in this
study were less than 36 years of age, and studies have reported higher perceived social
support among young individuals ages 35 years and below compared to older individuals
(Cankaya et al., 2018). A majority of participants in this study were married, this could
be another reason for high perceived social support as evidence has reported higher
perceived social among married individuals (Qadir, Khalid, Haqqani, Zill-E-Huma, &

Medhin, 2013).

Nevertheless, still, a concerning finding of more than one-third of participants in
this study demonstrated low to moderate levels of perceived social support. Traditionally
one would expect refugees to have low perceived social support due to reasons such as
lower educational status, unemployment, lack of social security, lower economic status,
loneliness, not belonging to a nuclear family, and having no higher living standards

(Cankaya et al., 2018).
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5.5 Religious orientation among Rohingya refugees

Participants in this study demonstrated high levels of overall religious orientation,
especially for the intrinsic religious orientation. This finding suggests that the Rohingya
refuges generally do believe in the existence and nature of God, religious prescriptions
about morality, communal and personal spirituality. More specifically these population
groups are living their religion as they experience an internalization of their adopted
beliefs. Religion, for them, is not a means, but an end (Allport & Ross, 1967). Low levels
of extrinsic social religious orientation reflect that participants in this study do not use
religion to achieve non-religious goals namely personal agendas (such as attaining
security, social status, and solace) (Allport & Ross, 1967). These findings are important
because it points towards a high degree of religious maturity among participants in this
study, which is important in developing strong subjective well-being even when faced
adversities, improve life satisfaction, physical health, and social connectedness (Ardelt &
Koenig, 2007). These are important factors in alleviating social losses, physical and
mental suffering that can ensure sustaining a displaced population through their journey
(Buber-Ennser, Goujon, Kohlenberger, & Rengs, 2018). Similar findings have been
reported among Syria, Iraq and Afghanistan refugees residing in Austria whereby 80%
report moderate to high levels of religious orientation (Buber-Ennser et al., 2016).
However, to date, there is a paucity of studies reporting on religious orientation among
the Rohingya refugee population. Several mechanisms could mediate the findings of high
levels of intrinsic religious orientation among participants in this study. First, studies have
suggested that lower levels of educations are associated with higher religious orientations,
this could justify findings from this study as the majority of participants had education
levels till secondary schools (Johnson, 1997). Second, the official religion in Malaysia is
Islam, therefore negative, discriminatory and hostile attitudes toward refugees especially

Muslims refugees would be minimized when compared to other Western nations; and this
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could further enhance the positive religious orientation of the Rohingya refugees (Buber-

Ennser et al., 2016).

5.6 Food security among Rohingya refugees

The results of this study indicate a high prevalence (71%) of food insecurity
among the Rohingya population residing in Selangor. This finding suggests that this
population appears to have a lack of food availability, food access, food utilization and
food stability (Lawlis, Islam, & Upton, 2018). It also reflects a poor household-level
economic and social condition which results in limited or uncertain access to adequate
food (Health reports, 1974). This is an important finding as food insecurity will result in
nutritional deficiencies, malnutrition, poor health outcomes (chronic health conditions)
and poor quality of life (Cole & Tembo G, 2011; Kushel, Gupta, Gee, & Haas, 2000).
Similar findings have been reported among refugees worldwide. In South Africa, 77% of
refugees of varying cultures reported food insecurity (Maharaj, Tomita, Thela, Mhlongo,
& Burns, 2017). A high percentage of food insecurity has also been reported among
Afghan refugees (74%) in Switzerland (Khakpour et al., 2017); Syria, Somalia and Iraq
refugees (93%) in Norway (Henjum, Morseth, Arnold, Mauno, & Terragni, 2019). In the
United States, 85%, 72%, and 53% of Liberian, Somali and African refugees were food
insecure (Dharod, Croom, Sady, & Morrell, 2011; Craig Hadley & Sellen, 2006; Craig
Hadley, Zodhiates, & Sellen, 2007). Studies from Australia and the United Kingdom
(UK) have also shown that food insecurity among refugees is widespread, whereby in the
UK, 100% of refugee families indicated food insecurity (Sellen, Tedstone, & Frize, 2002),
and in a sample of newly arrived refugees in Australia, 71% reported having previously
run out of food (Gallegos, Ellies, & Wright, 2008). Several reasons could explain the
findings of food insecurity among the Rohingya population in this study. The first

majority of participants in this study were unemployed/part-time employed. A poor
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employment rate would directly result in financial constraints which would restrict
expenditure and access for food (Napier, Oldewage-Theron, & Makhaye, 2018). Second,
the majority of participants in this study were males and it has been reported that males
tended to display higher levels of food insecurity compared to females due to differences
in cooking skills among men and women (Henjum et al., 2019). Other mechanisms that
could explain food insecurity among the refugee population include lack of knowledge
about new foods, difficulties with shopping; cooking information, language challenges,

and problems complying with various religious food rules (Craig Hadley et al., 2007).

5.7 Factors associated with MDD among Rohingya refugees

Several variables were found to be significantly associated with MDD among refugees
following multivariate analysis. This study report that being female increases the odds of
MDD among the Rohingya refugees. Similar results have been reported in studies
involving Rohingya refugees in Bangladesh (Riley et al., 2017), Syrian refugees in Iraq
(Mahmood, Ibrahim, Goessmann, Ismail, & Neuner, 2019), Afghan/Somali refugees in
the Netherlands (Gerritsen et al., 2006), and Bosnian refugees in Sweden (Blight, Ekblad,
Persson, & Ekberg, 2006). MDD has always been more common among females for
various reasons, such as those attributed to genetics, higher GAD disorder, biological
changes associated with puberty, cognitive predisposition (negative perception), and
sociocultural factors (Adeniyi, Okafor, & Adeniyi, 2011; Birmaher et al., 1996; Yaacob
et al., 2009). Furthermore, there are several theories to explain this gender difference,
including the gender intensification hypothesis which indicates that MDD symptoms are
more associated with feminine roles or stereotypes (Hill & Lynch, 1983). However, in
contrast, several studies have reported that gender did not predict mental health among
the refugee population (Schweitzer, Brough, Vromans, & Asic-Kobe, 2011). Variation in

findings could be a result of methodological differences across studies.
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This study also found that refugees that have been physically injured had an increase
odd of MDD. This finding infers that refugees who experience non-accidental physical
injuries or trauma could develop MDD symptoms. This is an important finding as
refugees are a group of the population that will be constantly at risk of being physically
injured especially during the pre-migration, migration and resettlement phases, compared
to the general population. This finding is consistent with previous studies done involving
Syrian refugees in Iraq (Mahmood et al., 2019), Afghan/Somali refugees in the
Netherlands (Gerritsen et al., 2006), refuges refugees in Croatia (Letica-Crepulja,
Salcioglu, Franciskovi¢, & Basoglu, 2011), Vietnamese refugees in Australia (Steel,
Silove, Phan, & Bauman, 2002) and refugees (unspecified) in the UK, Germany, Italy,
and Uganda (Bogic et al., 2012; Roberts, Ocaka, Browne, Oyok, & Sondorp, 2008).
Several mechanisms can explain this finding. Physical trauma may result in a wide range
of physical and psychological impairment, and disability which could increase the risk of
MDD (Steel et al., 2009). A reduction in health-related quality of life following physical
injury increases the risk of MDD (Sluys, Higgmark, & Iselius, 2005). The denial or lack
of access to healthcare among refugees who require medical attention following physical
injuries also further increases the risk of MDD. However, in contrast to this study, a study
conducted among Rohingya refugees in Bangladesh reported no significant association
between trauma due to physical injuries and MDD (Riley et al., 2017). Among the reasons
for this variation could be explained by several methodological difference such as
variation in tools used to asses physical injuries, analysis used (this study used logistic
regression and the one in Bangladesh utilized a linear regression), variation in number of

variables controlled for (result in confounding bias) and variation in sample size.

84



In this study, MDD was also found to be significantly associated with those who have
been living in Malaysia for less than 1 year. This translates to the possibility of the newly
arrived Rohingya refugees in Malaysia to have an increased chance of developing MDD.
This is an important finding as any refugees arriving in a new country would be facing
many challenges and obstacles which may be more amplified especially during the early
periods. Previous research points to the potential mental health vulnerability (such as
MDD) of newly arrived refugees such as those Sudanese, Iran, Afghan, Indian and
Burmese refugees in Australia (Momartin et al., 2006; Schweitzer et al., 2011; R.
Schweitzer, Melville, Steel, & Lacherez, 2006; Silove, Steel, McGorry, & Mohan, 1998).
The reason for the increased chances of MDD among newly arrived refugees could be
explained by several mechanisms. Newly arrived refugees must learn to navigate an
entirely new community, language, and cultural system, while simultaneously coping
with the loss of homeland, family, and way of life, difficulties with employment, and
difficulty accessing health and social services (Murray, Davidson, & Schweitzer, 2010;
Schweitzer et al., 2011). Lacking necessities, restricted movement, and continued concern
for safety may also be more profound during the early stages (Riley et al., 2017).
Furthermore, as Malaysia is a transit country, not a resettlement country the constant
feeling of uncertainty will be constantly present. All of these factors may result in
adjustment issues that could increase the chances of MDD among newly arrived refugees.
However, in contrast, studies have reported poor mental health outcomes with longer
duration of displacement or resettlement among Cambodian, Vietnamese, African and
Sudanese refugees (Carlson & Rosser-Hogan, 1993; Marshall et al., 2005; Perera et al.,
2013; Schweitzer et al., 2006; Vaage et al., 2010). This variation could be due to
differences in type (nationality) of refugee population being studied, whereby in this study
the Rohingya refugees were the focus and in other studies, none included Rohingya

refugees. Variation in cultural practices and believes among various refugee population
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could also mediate this difference in assimilation or adaptation to a new setting, culture

and its environment.

This study also found that refugees with low to moderate perceived social support had
an increase odd of MDD. This finding infers that levels of perceived social support do
affect the chances of developing MDD symptoms. This is an extremely important finding
as refugees unlike the general population are deprived of social support due to their
underlying circumstances. These findings have been replicated by previous studies
among Sudanese refugees in Australia (Schweitzer et al., 2006), Syrian refugees in
Germany and Turkey (Oppedal, Ozer, & Sirin, 2018; Sierau, Schneider, Nesterko, &
Glaesmer, 2019). Several reasons can justify this finding. As human beings, social
support be it from immediate or extended families, friends, and social groups are
important elements in ensuring good mental health. Poor social support among refugees
would deprive them of emotional (e.g. sense of belonging, appreciation, being loved)
informational, tangible (e.g. physical assistance includes financial) and intangible (e.g.
personal advice) forms of support. This would create a sense of isolation in exile that
would increase the chances of MDD among refugees (Schweitzer et al., 2006). Refugees
with poor or moderate social support will lack guidance and reliable alliance (advice)
which are important factors for problem-solving in stressful periods of life (Sierau et al.,
2019). Based on the stress-mobilizing hypothesis, stress encourages individuals to seek
social support, but in the case of refugees when the social support is poor this would result

in a worsening of stress and predisposes them to develop MDD (Singh & A., 2015).

In this study, MDD was also found to be significantly associated with food insecurity.
This finding suggests that lack of access and inability to maintain food availability
increases the odds of refugees developing MDD. It is not a surprise that refugees

constantly have issues of food insecurity as this is closely related to their poor
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employment status, lack of social support and overall being an underprivileged
population. Similar findings have been replicated by previous studies conducted among
refugees in South Africa, Sri Lanka, UAE, and Canada (Hamid & Musa, 2010; Maharaj
et al., 2017; Siriwardhana et al., 2013). Food insecurity increases the odds of MDD
through several mechanisms either directly or indirectly. Food insecurity causes food
deprivation which can result in nutritional deficiencies such as vitamin B12 and iron that
increases the risk of developing MDD (Sathyanarayana Rao, Asha, Ramesh, &
Jagannatha Rao, 2008). Refugees suffering from food insecurity are more likely to eat
cheaper food which could be lacking in nutritional value (Ghattas, Sassine, Seyfert, Nord,
& Sahyoun, 2015). Some individuals within a household facing food insecurity will limit
their intake of food to provide more food to other household members once again
resulting in nutritional deficiencies (Kicinski & Kicinski, 2012). Individuals who fail to
secure food for themselves or their families would further experience psychological
distress which would predispose them to develop MDD (Pinstrup-Andersen, 2009). Food

insecurity leads to hunger which increases the risk of MDD (Campbell, 1991).

5.8 Factors associated with GAD among Rohingya refugees

Several variables were in descriptive terms only associated with GAD namely being
divorced, being in Malaysia for less than a year and being physically injured. Similar
findings were reported in studies involving refugees in Germany whereby both marital
status and duration of displacement were not significantly associated with GAD
(Georgiadou, Zbidat, Schmitt, & Erim, 2018). In contrast to this study previous studies
have reported a significant association between (a) being divorce and GAD among the
refugee population in Germany and UK (Bogic et al., 2012; Bogic, Njoku, & Priebe,
2015); (b) being physically injured and GAD among the refugee population in United

States (Willard, Rabin, & Lawless, 2014).
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Several methodological variations could explain the variation in findings reported in
this study compared to others that report significant associations. First, the sample size
used in this study was relatively smaller compared to studies conducted in Germany and
the UK. Second, this study specifically focused on Rohingya refugees only, variation in
sociocultural perspectives among refugees of various cultures could have also played a
role in this finding. Third, in this study, the numbers that represented participants who
were divorced, being in Malaysia for less than a year and being physically injured were
relatively small when compared to other studies. Fourth, it could be possible that those
participants who were divorced, been in Malaysia for less than a year and had been
physically injured did not suffer from GAD at the time of assessment. Fifth, this study

examines GAD, while others may have reported on a specific anxiety disorder.

5.9 Factors associated with PTSD among Rohingya refugees

Several variables were found to be significantly associated with PTSD among refugees
following multivariate analysis. This study report that a history of exposure to violence
significantly increases the odds of MDD among Rohingya refugees. Refugees are
frequently exposed to traumatic/violence experience which can occur anytime during the
process of pre-migration, migration, and post-migration. Violence among this vulnerable
population may be a result of torture, rape, murder, genocide, political violence, and war
experience. This is an important finding as exposure to violence in this already vulnerable
population would further predispose them to develop PTSD. Similar results have been
reported in studies involving Syrian refugees in Iraq, Afghan/Somali refugees in the
Netherlands, Vietnamese and Bosnian refugees in Australia (Gerritsen et al., 2006;
Mahmood et al., 2019; Momartin et al., 2004; Steel et al., 2002), refugees (unspecified)
in the UK, Germany, Italy, Uganda, and Croatia (Bogic et al., 2012; Letica-Crepulja et

al., 2011; Roberts et al., 2008).
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Essentially PTSD commonly occurs following exposure to a violent terrifying event
either by personally experiencing it or witnessing it. Reason for this is because violence
disrupts five broad systems: (i) personal safety; (ii) interpersonal attachments; (iii) sense
of justice; (iv) identity or role; and (v) existential-meaning and that violence can manifest
in various psychosocial responses within these domains (Silove, 1999). Studies also
suggest that exposure to violence results in hemispheric lateralization in which there is a
relative failure of left hemispheric function, therefore, resulting in PTSD (van der, 1997).
Evidence has suggested certain functional etiologies of PTSD that occur as a result of
exposure to trauma/violence. For example exposure to violence cause the following (a)
hyperadrenergic activity in the Central Nervous System (CNS), (b) Stimulation of the
serotonergic (5-HT) receptors (5-HT signaling) in the CNS, (c) Increase in
Corticotrophin-releasing factor in the cerebrospinal fluid and (d) Signaling of the
dynorphin/x opioid receptor in the brain, which all may increase the risk of PTSD (Bailey,
Cordell, Sobin, & Neumeister, 2013). In this study majority of the population were
separated from a family member during the process of migration, this experience may

have also contributed to a violent experience that increases the odds of PTSD.

This study also found that refugees with food insecurity had increased odds of having
PTSD. This infers that individuals with difficulty accessing, consuming and maintaining
a constant supply of adequate food are predisposed to develop PTSD. This is an important
finding as in this study the majority of refugees suffer from food insecurity, a finding that
might be common to many refugees worldwide. Similar findings have been reported by
studies conducted among refugees in Uganda, the general population in Ethiopia and
Africa (Hadley et al., 2008; Mugisha et al., 2015; Schaal, Jacob, Dusingizemungu, &
Elbert, 2010). Several mechanisms mediate these findings. Food insecurity results in
high-stress levels that predispose individuals to develop PTSD. High-stress levels are

generated through the following ways; (a) in-sufficient quantity, quality, or diversity of
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available foods (b) feelings of deprivation, anxiety, or restricted choice about the amount
or type of available foods and (c) having to engage in procurement strategies such as
begging, dependence on charity, stealing, or exchanging sex to obtain food (Whittle et
al., 2019). Food insecurity also causes hunger and energy depletion which affects
emotion, cognition, behaviors and linked to the recollection of violence and trauma that
results in increased chances of PTSD (Whittle et al., 2019). Repeated prolonged exposure
to food insecurity has been conceptualized as a traumatic experience that could elevate
the risk of developing symptoms of PTSD in response (Whittle et al., 2019). The violence
that occurs as a result of engagement in procurement strategies to obtain food may also

lead to PTSD.

5.10  Strengths and limitation

There are several strengths to this study. To date, this is the first study examining
factors (perceived social support, religious orientation, and food insecurity) associated
with mental health outcomes (MDD, GAD, PTSD) among Rohingya refugees in
Malaysia. Mental health outcomes namely MDD, GAD, PTSD in this study was assessed
using MINI which is based on DSM V criteria, performed through face to face interviews
undertaken by trained clinicians and therefore more likely to provide more realistic
prevalence rates in the region as compared to using self-administered screening tools
which may produce speculative results (Mugisha et al., 2015). The MSPSS, ROS-R, and
Radimer/Cornell Food Insecurity Instrument reported having acceptable to good levels of
Cronbach alpha values (0.91, 0.68 and 0.95) therefore reducing the possibility of
measurement errors. To improve the precision of this study, the sample size calculation
was based on the smallest effect size with a fairly narrow 95% CI. Confounding bias was
controlled by including variables that have been reported to be significant predictors of
MDD, GAD, and PTSD among the refugee population as independent variables in this

study; and the use of multivariate analysis to control for confounding effect. The use of
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random sampling methods avoids selection bias and increase the generalization of the
finding of this study. The findings from this study can, therefore, be generalized to adult
Rohingya refugees residing in Selangor. A 100% response rate addresses the issue of

attrition bias and non-response bias in this study.

There are several limitations to this study. A self-reported questionnaire could lead to
information bias as a result of social desirability bias, especially regarding questions about
perceived social support, religious orientation, and food insecurity. Participants may be
more inclined to answer certain questions in a socially desirable manner. The researchers
tried to minimize this by ensuring that participants had no personal identifiers written on
the questionnaire so that confidentiality was maintained. Most participants in this study
were residing in Selangor and therefore generalizing the findings to refugees residing in
other states in Malaysia must be done with caution. As Selangor is the state with the
highest number of Rohingya refugees in Malaysia makes perfect sense to initiate such as
study in Selangor as a start. As this study used a cross-sectional design, the researchers

are unable to establish temporal relationships (Wei, McGrath, Hayden, & Kutcher, 2015).

5.11 Summary of Chapter 5

As expected, a majority of participants were separated from a family member during
the process of migration, face food insecurity, and unemployment. About one-third of
refugees have low to moderate social support but the majority have high religious
orientations. The prevalence of GAD appears to be the highest followed by PTSD and
MDD among participants in this study. Several variables were finally found to be
significantly associated with MDD and PTSD following adjustment for potential
confounders. Findings from this study replicate some other studies but the pressing issue
here is the lack of studies involving Rohingya refugees. This deficiency makes

comparison across studies difficult as the study population differs in its basic nature.
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CHAPTER 6: CONCLUSION AND RECOMMENDATION
6.1 Introduction
This study examined the prevalence of MDD, GAD, PTSD and its association with
several demographic factors, perceived social support, religious orientation and food
insecurity among Rohingya refugees in Malaysia. The conclusions and recommendations
from this thesis are presented in Sections 6.2 and 6.3. The contributions of this study and
suggestions for future research directions are presented in Sections 6.4 and 6.5, followed

by a summary of this chapter in Section 6.6.

6.2 Conclusion

The main empirical findings of this study are now summarised. To date, this is the first
study to report on the prevalence of MDD, PTSD and GAD disorders among Rohingya
refugees residing in Malaysia. The prevalence of GAD, PTSD, and MDD was reported at
92 (41.8%), 84 (38.2%) and 71 (32.3%) respectively. This study finding also highlights
certain important demographic characteristics of Rohingya refugees residing in Selangor.
For example, the majority of refugees have been living in Malaysia for more than 3 years,
were unemployed or employed on a part-time basis only, were married, had attained
secondary level education, have a place to stay, perceive low to moderate social support
and have food insecurity. This study also identified several variables that were
significantly associated with a mental health disorder. Female, living in Malaysia for less
than 1 year, been physically injured, perceived low/moderate social support and food
insecurity significantly increased odds of MDD among refugees. While the odds of PTSD
were significantly increased among those who were exposed to violence and food

insecurity.
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6.3 Recommendations
There are several recommendations generated from this study which are categorized
into program and policy-based recommendations which are discussed in the following

paragraphs.

6.3.1 Program based recommendations

An important point to note here is that several stakeholders namely UNHCR Malaysia,
Ministry of Health Malaysia (MOH), Private healthcare sector, Ministry of Finance
(MOF), Academia and NGO’s have to be actively involved and engaged in these
programs collectively otherwise it would not be able to achieve its objectives (Chuah et
al., 2019). This study strongly suggests that there is an important need for developing and
implementing several program-based recommendations for the Rohingya refugees in
Malaysia. These programs should adopt both a centralized and outreached based
approach. A centralized approach would be to invite refugees to attend these programs
within the respective facilities (e.g. Health clinics, Hospitals). While an outreach-based
approach would mean to deliver these programs to the setting of a refugee’s population.
The latter approach would surely benefit refugees as it would eliminate structural and

attitudinal barriers for these refugees to access these programs.

(a) Mental health screening programs
Mental health screening programs among Rohingya refugees should be an integral
component in addressing mental health disorders’s among refugees in Malaysia. The
objectives would be to primarily detect those refugees suffering from mental health
disorders’s and subsequently provide basic mental health interventions or referrals to
Psychiatric health facilities within the country. Mental health screening programs
among refugees are needed in Malaysia because, first, this study has highlighted, about

one-third of Rohingya refugees in Malaysia suffer from PTSD, GAD, and MDD. The
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actual prevalence may be much higher as this study only sample 220 Rohingya
refugees. Second, the early timely intervention of mental health disorders’s is
recommended so that the prognosis and outcomes would be much favorable. Third,
untreated mental health disorders’s among the refugee population would not only
affect these refugees directly but would also increase the burden of disease in Malaysia
and harm the Malaysian community as a whole. Finally, with the rising numbers of
Rohingya refugees in Malaysia and the long resettlement process the mental health of

this population group should not be neglected.

(b) Mental health education programs

The mental health education program should be given to refugees in Malaysia. Such a
program should aim to improve refugees' understanding and awareness of mental health
disorders, the common risk and protective factors of mental health disorders’s and the
need to seek help and source of help for mental health disorders’s. For example, from this
study, Rohingya refugees should be educated about what is MDD, PTSD and GAD, its
prevalence among refugees in Malaysia and finally the risk factors of first developing
MDD such as being Female, living in Malaysia for less than 1 year, been physically
injured, perceived low/moderate social support and having food insecurity; second,
developing PTSD such as exposure to violence and food insecurity. To add value to these
mental health educations programs, these programs could be delivered in the native
Rohingya language by the help of trained translators and it is important to ensure that the
teaching mode is kept simple so that it could be understood by an individual with a
background of primary or secondary level education. Such programs would increase
awareness of mental health disorders, improve help-seeking and health service utilization

among refugees in Malaysia.
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(c) Mental health capacity building programs for health clinics.

Mental health capacity building program that targets staff working in health clinics
especially NGO’s based health clinic should be initiated. These programs should aim to;
(a) improve the staff's ability to provide basic mental health first aid (MHFA) and
psychosocial support to those refugees suffering from mental health disorders’s; (b)
sensitize staff regarding the common mental health disorders, risk and protective factors
of mental health disorders among refugees. These measures would benefit the refugees
as they would be able to receive some form of MHFA and psychological support at a
primary care level that would alleviate their symptoms before actually getting specialized
help. Additionally, the health clinic staff would function as important gatekeepers that
would be able to promote timely referrals/intervention for those refugees suffering from
mental health disorders. The reason for targeting health clinics especially NGO’s health
clinics is because these clinics are easy to reach as most facilities are located in vicinities
close to refugee communities. Furthermore, in these clinics, the protection and financial
barriers of accessing healthcare services are mitigated, as documents are not required at

the point of care and the cost of treatment is free or minimal (Chuah et al., 2019).

(d) Programs to promote more refugees-based research in Malaysia

There needs to be more research like this one in Malaysia involving refugees (Chuah
etal., 2019). The objective of this program would be to increase the interests of researches
to conduct studies relating to mental health disorders among the refugee population and
to develop alternative funding sources. Research such as this is important for several
reasons. First, there is a severe paucity of data on the prevalence of mental health
disorders and factors associated with Rohingya refugees in Malaysia. Second data on the
prevalence of mental health disorders among Rohingya refugees would create an
opportunity for an evidence-based policy that would benefit this underprivileged

population in Malaysia. Third, to enhance discussion among studies relating to Rohingya
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refugees in Malaysia, more studies are needed as this would ensure the comparability of
findings across studies reporting on the same population group. As evident in this study,
the majority of the discussion points were discussed about other studies conducted among
non-Rohingya refugees either in Malaysia or Internationally. Ultimately replication of
research such as this one would quantify the burden of mental health disorders’s among

Rohingya refugees in Malaysia which would further highlight this issue to Policymakers.

6.3.2  Policy-based recommendations

Several policy-based recommendations have been generated from this study. These
policies recommendations are discussed based on the following context what are the
policy recommendations, the reasons for this recommendation, objectives of the policy

and how will these policy recommendations help refugees in Malaysia.

(a) Policy on the basic right to employment

Policy looking into basic rights to employment for refugees in Malaysia should be
developed as soon as possible. The justification for having such a policy is due to the
following reasons: First, this study reports that the majority of Rohingya refugees have
difficulty in securing full-time employment despite being in Malaysia for several years.
Second, this study also highlights the majority of refugees have food insecurity which
could be directly a result of financial constraints they face due to unemployment. Third,
to date in Malaysia, no policy has spelled out basic rights to employment for the refugee
population and therefore refugees in Malaysia do not have the rights to legally work in
Malaysia (Dick, 2019). Policies on basic rights to employment for refugees should focus
on ensuring all refugees have the right to know about the work, participate in the work
and refuse unsafe work. Additionally, they should also be governed by the Labor laws.
The existence of Policies on basic rights to employment for refugees would benefit them

in several ways. Refugees would get more opportunities to be employed on a full-time
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basis. They would be able to generate a constant flow of income that would reduce
financial constraints. A higher degree of financial freedom would reduce food insecurity
and increase health-seeking behaviors. Also, refugees would not be exploited by

employers.

(b) Policy for Universal Health Coverage for refugees

Policies on Universal health coverage (UHC) should be extended to include the
refugee population in Malaysia. The justification for this simply because, first the UHC
currently only applies to Malaysian citizens (Chuah et al., 2019). Second, this study has
reported almost a third of participants to suffer from MDD, PTSD, and GAD which
warrants mental health interventions. Third, several factors were identified in this study
as risk factors that would increase the odds of MDD, PTSD, and GAD that should be
addressed. Fourth, many refugees in Malaysia are unable to afford the financial cost
related healthcare service in Malaysia, despite efforts such as providing a 50% discount
for all refugees recognized by UNHCR who seek help from public healthcare facilities
(Chuah et al., 2019). The main objective of the UHC policy for refugees in Malaysia
would be to ensure access to affordable quality healthcare services. This can be achieved
thru several mechanisms as the following; development of a Government-funded health
insurance for refugees, guarantee undocumented refugees protection from arrest and
detention at health care facilities and ensure that patients’ confidential data, including
their documentation status, are not shared with third-party stakeholders, such as the
Immigration authorities (Dick, 2019). These measures would surely encourage refugees
to seek help early on, thus resulting in return improvement of mental health outcomes
among the refugee population and reduce the costs of using secondary health care later

on.
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6.4 Contribution of the study

First, this study provided baseline data on the prevalence of MDD, PTSD and GAD
disorders among Rohingya refugees in Malaysia which is currently lacking. Second, this
study identified factors (risk/protective) associated with these mental health disorders
among this population. Such data on prevalence and risk/protective factors of mental
health disorders among this vulnerable population would certainly help various
stakeholders to generate more efforts in tackling the issue of mental health disorders
among Rohingya refugees in Malaysia. Third, this study also detected those refugees
suffering from either MDD, PTSD or GAD and provided them with counseling, referrals
to either governmental or NGO healthcare facilities/service for further assessment and
management as described in the following paragraphs. Participants of this study
underwent diagnostic assessments for MDD, GAD, and PTSD as a part of the study. This
created an opportunity for the Rohingya refugees to have a free assessment for common
mental health disorders namely MDD, PTSD, and GAD, which otherwise would most
probably not be detected due to constraints faced by these refugees. Participants
diagnosed with mild MDD, PTSD or GAD were given counseling by a mental health
professional as a part of the study. The counseling provided may be able to offer some
relief and reassurance among those suffering. Free referrals to Government based
Psychiatric clinics were given to those participants suffering from moderate to severe
MDD, GAD or PTSD. The referral letter provided would enable participants to directly
get access to highly specialized governmental based mental health care instead of having

to consult a primary healthcare doctor first.

Finally, the findings generated from this study will be disseminated to the community,
RSM and UNHCR Malaysia. Also, there is an aim to publish findings of this study into
relevant journals. By disseminating findings of this study through these channels, the

researchers hope that relevant recommendations to existing and future programs and
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policies aimed at addressing the issues mental health disorders among Rohingya refugees
in Malaysia can be made. The possible risk involved in the dissemination of study
findings is addressed by ensuring confidentially/anonymity of participants and protecting
data ownership. All data will be owned by the University of Malaya. The benefits of this
study are available to all participants via the participation information sheet which is
available both in English and Malay language. A translator was present during the process
of distribution of the subject information sheet to help participants who are not clear with

the meaning of the subject information sheet.

6.5 Future research direction
This research project can be extended in several areas in the future.

a) More studies such as this one should be conducted involving Rohingya refugees
residing in other states in Malaysia. This would improve generalization and
comparability of findings across studies.

b) Future studies should include several factors such as income level, UNHCR
Malaysia registration status and occupation type which were not included in this
study. This is because these factors could be predictors of mental health disorders
among refugees.

¢) Longitudinal research examining the association of perceived social support,
religious orientation, food insecurity and demographic characteristics with mental
health outcomes among the Rohingya refugee population in Malaysia needs to
establish temporal causality.

d) It would be relevant for future studies to determine the association of perceived
social support, religious orientation, food insecurity and demographic
characteristics with varying severity levels of MDD, GAD, and PTSD among

refugees in Malaysia.
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e) Determining if there is a significant difference between the prevalence of MDD,
GAD, and PTSD among the refugee population in Malaysia could be another
direction for future research.

f) Other mental health disorders’s (such as schizophrenia, bipolar disorder, etc.)
among Rohingya refugee’s population should also be examined aside from
common mental health disorders such as MDD, GAD, and PTSD.

g) Further studies should also examine the predictors of perceived social support,
religious orientation and food insecurity among the Rohingya refugee population

in Malaysia.

6.6 Summary of Chapter 6

Several recommendations are made in this chapter, based on the findings obtained
from the assessment of prevalence and factors associated with mental health disorders
among Rohingya refugees in Malaysia. These recommendations include the following;
(a) developing mental health screening program for refugees which enable early detection
and intervention of mental health disorders; (b) Initiating mental health education
programs for refugees that would improve awareness of mental health disorders; (c)
Increasing mental health capacity of health clinics which would enable refugees to receive
early MHFA and psychological support; (d) Generate more research relating to mental
health disorders among refugees in Malaysia as this would then be used for developing
evidence-informed Policies; (e) Develop policies on basic right to employment for
refugees which would improve employment and reduce financial constraints and (f) To
extend UHC policy to include refugees in Malaysia, this would ensure access to
affordable quality healthcare service, therefore, reduce the prevalence of mental health
disorders among refugees. Although future research is required to replicate these study

findings, the implementation of these recommendations should not be delayed.
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Finally, this chapter describes the contribution of this study to the field of mental health
research among refugees and the potential benefits gained by participants of this study.
Several suggestions are made for future research in the field of mental health research

among refugees.

101



REFERENCES

Adeniyi, A. F., Okafor, N. C., & Adeniyi, C. Y. (2011). Depression and physical activity
in a sample of nigerian adolescents: levels, relationships and predictors. Child and
Adolescent  Psychiatry and Mental Health Mental Health, 5(1), 16.
https://doi.org/10.1186/1753-2000-5-16

Allport, G. W., & Ross, J. M. (1967). Personal religious orientation and prejudice.
Journal  of  Personality —and  Social  Psychology, 5(4), 432-443.
https://doi.org/10.1037/h0021212

Almgqyvist, K., & Broberg, A. G. (1999). Mental health and social adjustment in young
refugee children 3% years after their arrival in Sweden. Journal of the American
Academy of Child {{}{&}{}} Adolescent Psychiatry, 38(6), 723-730.
https://doi.org/10.1097/00004583-199906000-00020

American Psychiatric Association. (1994). Diagnostic and Statistical Manual of Mental
Disorders IV.

American Psychiatric Association. (2013). Diagnostic and Statistical Manual DSM 5.
Diagnostic and Statistical Manual of Mental Disorders, 5th Edition.
https://doi.org/10.1176/appi.books.9780890425596.744053

Angold, A., & Costello, E. J. (1993). Depressive comorbidity in children and
adolescents :empirical, theoretical, and methodological issues. American Journal of
Psychiatric, 150(12), 1779-1791. https://doi.org/10.1176/ajp.150.12.1779

Angold, A., & Costello, E. J. (2001). The epidemiology of depression in children and
adolescents. In I. M. Goodyer (Ed.), The depressed child and adolescent (pp. 143—
178). New York: Cambridge University Press.
https://doi.org/10.1017/cbo9780511543821.007

Angold, A., Messer, S. C., Stangl, D., Farmer, E. M., Costello, E. J., & Burns, B. J. (1998).
Perceived parental burden and service use for child and adolescent psychiatric
disorders.  American  Journal  of  Public  Health, 88(1), 75-80.
https://doi.org/10.2105/AJPH.88.1.75

Ardelt, M., & Koenig, C. S. (2007). The importance of religious orientation and purpose
in life for dying well: Evidence from three case studies. Journal of Religion,
Spirituality and Aging, 19(4), 61-79. https://doi.org/10.1300/J496v19n04 05

Azis, A. (2014). Urban refugees in a graduated sovereignty: the experiences of the
stateless Rohingya in the Klang Valley. Citizenship Studies, 18(8), 839-854.
https://doi.org/10.1080/13621025.2014.964546

Bailey, C. R., Cordell, E., Sobin, S. M., & Neumeister, A. (2013). Recent Progress in

Understanding the Pathophysiology of Post-Traumatic Stress Disorder. CNS Drugs,
27(3), 221-232. https://doi.org/10.1007/s40263-013-0051-4

102



Bates, L., Baird, D., Johnson, D. J., Lee, R. E., Luster, T., & Rehagen, C. (2005).
Sudanese refugee youth in foster care: The “Lost boys” in America. Child Welfare,
84(5), 631-648.

Bienenfeld, D. (2016). Screening Tests for Depression. Medscape. Retrieved from
https://emedicine.medscape.com/article/1859039-overview

Birmaher, B., Ryan, N. D., Williamson, D. E., Brent, D. A., Kaufman, J., Dahl, R. E., ...
Nelson, B. (1996). Childhood and adolescent depression: A review of the past 10
years. Part 1. Journal of the American Academy of Child {{}{&}{}} Adolescent
Psychiatry, 35(11), 1427-1439. https://doi.org/10.1097/00004583-199611000-
00011

Blight, K. J., Ekblad, S., Persson, J. O., & Ekberg, J. (2006). Mental health, employment
and gender. Cross-sectional evidence in a sample of refugees from Bosnia-
Herzegovina living in two Swedish regions. Social Science and Medicine, 62(7),
1697-1709. https://doi.org/10.1016/j.socscimed.2005.08.019

Bodden, D. H. M., Dirksen, C. D., & Bogels, S. M. (2008). Societal burden of clinically
anxious youth referred for treatment: a cost-of-illness study. Journal of Abnormal
Child Psychology, 36(4), 487-497. https://doi.org/10.1007/s10802-007-9194-4

Bogic, M., Ajdukovic, D., Bremner, S., Franciskovic, T., Galeazzi, G. M., Kucukalic, A.,
... Priebe, S. (2012). Factors associated with mental disorders in long-settled war
refugees: Refugees from the former Yugoslavia in Germany, Italy and the UK.
British Journal of Psychiatry, 200, 216-223.
https://doi.org/10.1192/bjp.bp.110.084764

Bogic, M., Njoku, A., & Priebe, S. (2015). Long-term mental health of war-refugees: a
systematic literature review. BMC International Health and Human Rights, 15(29).
https://doi.org/10.1186/s12914-015-0064-9

Brent, D. A., Poling, K. D., & Goldstein, T. R. (2011). Treating Depressed and Suicidal
Adolescents: A Clinician’s Guide. New York: The Guilford Press.

British Medical Journal. (2011). Case control and cross sectional studies. Retrieved from
http://www.bmj.com/about-bmj/resources-readers/publications/epidemiology-
uninitiated/8-case-control-and-cross-sectional

Bronfenbrenner, U. (1994). Ecological models of human development. Readings on the
Development of Children.
https://doi.org/http://www.psy.cmu.edu/~siegler/3 5bronfebrenner94.pdf

Buber-Ennser, 1., Goujon, A., Kohlenberger, J., & Rengs, B. (2018). Multi-layered roles
of religion among refugees arriving in Austria around 2015. Religions, 9(5), 2—-16.
https://doi.org/10.3390/rel9050154

Buber-Ennser, 1., Kohlenberger, J., Rengs, B., Al Zalak, Z., Goujon, A., Striessnig, E., ...

Lutz, W. (2016). Human capital, values, and attitudes of persons seeking refuge in
Austria in 2015. PLoS ONE. https://doi.org/10.1371/journal.pone.0163481

103



Bursac, Z., Gauss, C. H., Williams, D. K., & Hosmer, D. W. (2008). Purposeful selection
of variables in logistic regression. Source Code for Biology and Medicine, 3(17).
https://doi.org/10.1186/1751-0473-3-17

Buscher, D., & Heller, L. (2010). Desperate Lives: Urban Refugee Women in Malaysia
and Egypt. Forced Migration Review, 34, 20-21. Retrieved from
http://www.fmreview.org/mags1.htm

Campbell, C. C. (1991). Food insecurity: A nutritional outcome or a predictor variable?
Journal of Nutrition, 121(3), 408—415. https://doi.org/10.1093/jn/121.3.408

Cankaya, S., Alan Dikmen, H., & Dereli Yilmaz, S. (2018). Investigation of social
support perceptions and hopelessness levels of refugee women in Turkey.
International Social Work, 1-14. https://doi.org/10.1177/0020872818798002

Carlson, E. B., & Rosser-Hogan, R. (1994). Cross-cultural response to trauma: A study
of traumatic experiences and posttraumatic symptoms in Cambodian refugees.
Journal of Traumatic Stress, 7, 43—58. https://doi.org/10.1007/BF02111911

Carlson, E. B., & Rosser-Hogan, R. (1993). Mental Health Status Of Cambodian
Refugees Ten Years After Leaving Their Homes. American Journal of
Orthopsychiatry, 63, 223-231. https://doi.org/10.1037/h0079422

CDC, UNHCR, & Nation, U. (2007). Second IPSOS survey on Iraqi refugees. Damascus:
UNHCR.

Chinna, K., & Yuen, C. W. (2014). Statistical Analysis Using SPSS (Second). Kuala
Lumpur: Pearson Malaysia Sdn Bhd.

Chuah, F. L. H,, Tan, S. T., Yeo, J., & Legido-Quigley, H. (2019). Health system
responses to the health needs of refugees and asylum-seekers in Malaysia: A

qualitative study. International Journal of Environmental Research and Public
Health, 16(9). https://doi.org/10.3390/ijerph16091584

Coffey, G. J., Kaplan, 1., Sampson, R. C., & Tucci, M. M. (2010). The meaning and
mental health consequences of long-term immigration detention for people seeking
asylum. Social Science and Medicine, 70, 2070-2079.
https://doi.org/10.1016/j.socscimed.2010.02.042

Cole, S. M., & Tembo G. (2011). The effect of food insecurity on mental health: panel
evidence from rural Zambia. Social Science {{}{&}{}} Medicine, 73(7), 1079.

Corrigan, P. (2004). How stigma interferes with mental healthcare. American
Psychologist, 59, 614-625.

Craig, C. D., Sossou, M. A., Schnak, M., & Essex, H. (2008). Complicated grief and its
relationship to mental health and well-being among Bosnian refugees after

resettlement in the United States: Implications for practice, policy, and research.
Traumatology, (14), 103—115. https://doi.org/10.1177/1534765608322129

104



Crowley, C. (2009). The mental health needs of refugee children: A review of literature
and implications for nurse practitioners. Journal of the American Academy of Nurse
Practitioners. https://doi.org/10.1111/j.1745-7599.2009.00413.x

Cwikel, J., Chudakov, B., Paikin, M., Agmon, K., & Belmaker, R. H. (2004). Trafficked
female sex workers awaiting deportation: Comparison with brothel workers.
Archives of Women’s Mental Health, 7, 243-249. https://doi.org/10.1007/s00737-
004-0062-8

De Jong, J. T. V. M., Komproe, I. H., Van Ommeren, M., El Masri, M., Araya, M.,
Khaled, N., ... Somasundaram, D. (2001). Lifetime events and posttraumatic stress

disorder in 4 postconflict settings. Journal of the American Medical Association,
286, 555-562. https://doi.org/10.1001/jama.286.5.555

Dean, A. G., Sullivan, K. M., & Soe, M. M. (2013). Open Source Epidemiologic Statistics
for Public Health. Version 3.01.

Dharod, J. M., Croom, J., Sady, C. G., & Morrell, D. (2011). Dietary intake, food security,
and acculturation among somali refugees in the United States: Results of a pilot
study. Journal of Immigrant and Refugee Studies, 9(1), 82-97.
https://doi.org/10.1080/15562948.2011.547827

DICK VAN DER TAK. (2019). A commitment to universal health coverage for refugees.
THE STAR. Retrieved from https://www.thestar.com.my/news/nation/2019/04/07/a-
commitment-to-universal-health-coverage-for-refugees

Edwards, A. (2011). Peter Pan’s fairies and genie bottles: UNHCR, the UN human rights
treaty bodies and ‘complementary supervision’’.” In The UNHCR and the
Supervision of  International Refugee Law (pp. 159-181).
https://doi.org/10.1017/CB0O9781139137225.013

El Sarraj, E., Punaméki, R. L., Salmi, S., & Summerfield, D. (1996). Experiences of
torture and ill-treatment and posttraumatic stress disorder symptoms among

Palestinian political prisoners. Journal of Traumatic Stress, 9, 595-606.
https://doi.org/10.1007/BF02103668

Erdfelder, E., Faul, F., Lang, A.-G., & Buchner, A. (2009). Statistical power analyses
using G * Power 3.1. Behavior Research Methods, 41(4), 1149-1160.
https://doi.org/10.3758/BRM.41.4.1149

Fazel, M., Reed, R. V, Panter-Brick, C., & Stein, A. (2012). Mental health of displaced
and refugee children resettled in high-income countries: Risk and protective factors.
The Lancet. https://doi.org/10.1016/S0140-6736(11)60051-2

Feyera, F., Mihretie, G., Bedaso, A., Gedle, D., & Kumera, G. (2015). Prevalence of
depression and associated factors among Somali refugee at melkadida camp,
southeast Ethiopia: A cross-sectional study. BMC Psychiatry, 15(1).
https://doi.org/10.1186/s12888-015-0539-1

Gallegos, D., Ellies, P., & Wright, J. (2008). Still there’s no food! Food insecurity in a
refugee population in Perth, Western Australia. Nutrition and Dietetics, 65, 78-83.
https://doi.org/10.1111/5.1747-0080.2007.00175.x

105



Garson, G. D. (2006). Statnotes: Topics in multivariate analysis: Multiple regression.
North Carolina State University, Department of Public Administration. Retrieved
from http://www?2.chass.ncsu.edu/garson/pa765/regress.htm

Ge, X., Natsuaki, M. N., Neiderhiser, J. M., Reiss, D., Achenbach, T. M., McConaughy,
S. H., ... Windle, M. (2009). The longitudinal effects of stressful life events on
adolescent depression are buffered by parent—child closeness. Development and
Psychopathology, 21(2), 621-635. https://doi.org/10.1017/S0954579409000339

Geltman, P. L., Grant-Knight, W., Mehta, S. D., Lloyd-Travaglini, C., Lustig, S.,
Landgraf, J. M., & Wise, P. H. (2005). The “Lost Boys of Sudan.” Archives of
Pediatrics & Adolescent Medicine, 159(6), 585.
https://doi.org/10.1001/archpedi.159.6.585

Georgiadou, E., Zbidat, A., Schmitt, G. M., & Erim, Y. (2018). Prevalence of mental
distress among Syrian refugees with residence permission in Germany: A registry-
based study. Frontiers in Psychiatry, 9(393).
https://doi.org/10.3389/fpsyt.2018.00393

Gerritsen, A. A. M., Bramsen, I, Devill¢, W., van Willigen, L. H. M., Hovens, J. E., &
van der Ploeg, H. M. (2006). Physical and mental health of Afghan, Iranian and
Somali asylum seekers and refugees living in the Netherlands. Social Psychiatry and
Psychiatric Epidemiology, 41(1), 18-26. https://doi.org/10.1007/s00127-005-0003-
5

Ghattas, H., Sassine, A. B. J., Seyfert, K., Nord, M., & Sahyoun, N. R. (2015). Prevalence
and correlates of food insecurity among palestinian refugees in Lebanon: Data from
a household survey. PLoS ONE, 10(6), e0130724.
https://doi.org/10.1371/journal.pone.0130724

Goodman, L. A., & Kruskal, W. H. (1954). Measures of association for cross
classification. Journal of the American Statistical Association, 49(268), 732-764.
https://doi.org/10.2307/2284396

Gorst-Unsworth, C., & Goldenberg, E. (1998). Psychological sequelae of torture and
organised violence suffered by refugees from Iraq. British Journal of Psychiatry,
172, 90-94. https://doi.org/10.1192/bjp.172.1.90

Gorsuch, R. L., & McPherson, S. E. (1989). Intrinsic/extrinsic measurement: I/E-Revised
and single-item scales. Journal for the Scientific Study of Religion, 28(3), 348.
https://doi.org/10.2307/1386745

Gosnell, N. M. (2017). Mental Health And Emotion Regulation Among Refugee Students
In Malaysia. University of Maryland.

Grabska, K. (2006). Marginalization in urban spaces of the global south: Urban refugees

in Cairo. Journal of  Refugee Studies, 19(3), 287-307.
https://doi.org/10.1093/jrs/fel014

106



Hadley, C, Tegegn, A., Tessema, F., Cowan, J. A., Asefa, M., & Galea, S. (2008). Food
insecurity, stressful life events and symptoms of anxietry and depression in east
Africa: Evidence from the Gilgel Gibe growth and development study. Journal of
Epidemiology and Community Health, 62(11), 980-986.
https://doi.org/10.1136/jech.2007.068460

Hadley, Craig, & Sellen, D. (2006). Food security and child hunger among recently
resettled liberian refugees and asylum seekers: A pilot study. Journal of Immigrant
and Minority Health, 8(4), 367-369. https://doi.org/10.1007/s10903-006-9007-9

Hadley, Craig, Zodhiates, A., & Sellen, D. W. (2007). Acculturation, economics and food
insecurity among refugees resettled in the USA: A case study of West African
refugees. Public Health Nutrition, 10(4), 405-412.
https://doi.org/10.1017/S1368980007222943

Hamid, A. A. R. M., & Musa, S. A. (2010). Mental health problems among internally
displaced persons in Darfur. International Journal of Psychology, 45(4), 278-285.
https://doi.org/10.1080/00207591003692620

Health reports, P. (1974). Food Insecurity: A Public Health Issue. Washington, D.C.
https://doi.org/10.1177/0033354916664154

Henjum, S., Morseth, M. S., Arnold, C. D., Mauno, D., & Terragni, L. (2019). “I worry
if I will have food tomorrow”: A study on food insecurity among asylum seekers
living in Norway. BMC Public Health, 19(592). https://doi.org/10.1186/s12889-
019-6827-9

Henley, J., & Robinson, J. (2011). Mental health issues among refugee children and
adolescents. Clinical Psychologist, 15(2), 51-62. https://doi.org/10.1111/;.1742-
9552.2011.00024.x

Hill, J. P.,, & Lynch, M. E. (1983). The Intensification of Gender-Related Role
Expectations during Early Adolescence. (J. Brooks-Gunn & A. C. Petersen, Eds.),
Girls at Puberty. Boston: Springer.

Hodes, M., Jagdev, D., Chandra, N., & Cunniff, A. (2008). Risk and resilience for
psychological distress amongst unaccompanied asylum seeking adolescents.
Journal of Child Psychology and Psychiatry and Allied Disciplines, 49(7), 723-732.
https://doi.org/10.1111/j.1469-7610.2008.01912.x

Hollifield, M., Warner, T. D., Jenkins, J., Sinclair-Lian, N., Krakow, B., Eckert, V., ...
Westermeyer, J. (2006). Assessing war trauma in refugees: Properties of the
comprehensive trauma inventory-104. Journal of Traumatic Stress, 19, 527.
https://doi.org/10.1002/jts.20137

Honkanen, M. (2016). Mental Health Problems Of Child And Adolescent Refugees And
Asylum Seekers.

Huennekes, J. (2018). Emotional remittances in the transnational lives of Rohingya

families living in Malaysia. Journal of Refugee Studies, 31(3), 353-370.
https://doi.org/10.1093/jrs/fey036

107



International Business Machines (IBM) Corporation. (2016). IBM SPSS Statistics for
Windows, Version 24.0. Armonk, NY. Retrieved from http://www-
01.ibm.com/support/docview.wss?uid=swg21476197

International Rescue Commiitttee. (2012). In search of survival and sanctuary in the city:
Kuala Lumpur,Malaysia.

Jeremiah, R. D., Magan, 1., Oyewuwo-Gassikia, O. B., & Ibrahim, A. (2017). Insights
into the Daily Stressors of Rohingya Refugee Men in Chicago. Journal of Muslim
Mental Health, 11(1). https://doi.org/10.3998/jmmh.10381607.0011.107

Johnson, C. M., Rostila, M., Svensson, A. C., & Engstrom, K. (2017). The role of social
capital in explaining mental health inequalities between immigrants and Swedish-
born: A population-based cross-sectional study. BMC Public Health, 17(1), 117.
https://doi.org/10.1186/s12889-016-3955-3

Johnson, D. C. (1997). Formal Education vs. Religious Belief: Soliciting New Evidence
with Multinomial Logit Modeling. Journal for the Scientific Study of Religion, 36,
231-246. https://doi.org/10.2307/1387555

Kamaluddin, M. R., Nasir, R., Wan Sulaiman, W. S., Khairudin, R., & Ahmad Zamani,
Z. (2017). Validity and Psychometric Properties of Malay Translated Religious
Orientation Scale-Revised among Malaysian Adult Samples. Akademika, 87(2),
133—144. https://doi.org/10.17576/akad-2017-8702-10

Keller, A. S., Rosenfeld, B., Trinh-Shevrin, C., Meserve, C., Sachs, E., Leviss, J. A, ...
Ford, D. (2003). Mental health of detained asylum seekers. Lancet, 362, 1721-1723.
https://doi.org/10.1016/S0140-6736(03)14846-5

Kendall, A., Olson, C. M., & Frongillo, E. A. (1996). Relationship of hunger and food
insecurity to food availability and consumption. Journal of the American Dietetic
Association, 96(10), 1019-1024. https://doi.org/10.1016/S0002-8223(96)00271-4

Khakpour, M., Sadeghi, L., Jenzer, H., Martins, S., Farag, M., Koc, M., ... Vatanparast,
H. (2017). The impact of soci-economic and cultural factors on refugee households’

food insecurity: A snapshot of the food security status of Afghan refugees in
Switzerland. FASEB Journal, 31(1{{}{ }{} }supplement), 791.

Kicinski, R., & Kicinski, L. R. (2012). Characteristics of short and long-term food pantry
users. Michigan Sociological Review, 26.

Kirmayer, L. J., Narasiah, L., Munoz, M., Rashid, M., Ryder, A. G., Guzder, J., ... Pottie,
K. (2011). Common mental health problems in immigrants and refugees: general
approach in primary care. CMAJ : Canadian Medical Association Journal = Journal
de [’Association Medicale Canadienne, 183(12), E959-67.
https://doi.org/10.1503/cma;j.090292

Kushel, M. B., Gupta, R., Gee, L., & Haas, J. S. (2006). Housing instability and food

insecurity as barriers to health care among low-income Americans. Journal of
General Internal Medicine, 21(1), 71-77.

108



Lawlis, T., Islam, W., & Upton, P. (2018). Achieving the four dimensions of food security
for resettled refugees in Australia: A systematic review. Nutrition and Dietetics,
75(2), 182—192. https://doi.org/10.1111/1747-0080.12402

Lecrubier, Y., Sheehan, D. V, Weiller, E., Amorim, P., Bonora, 1., Shechan, K. H., ...
Dunbar, G. C. (1997). The Mini International Neuropsychiatric Interview (MINI).
A short diagnostic structured interview: Reliability and validity according to the
CIDI. European Psychiatry, 12(5), 224-231. https://doi.org/10.1016/S0924-
9338(97)83296-8

Letchamanan, H. (2013). Myanmar’s Rohingya Refugees in Malaysia: Education and the
Way Forward. Journal of International and Comparative Education, 2(2), 86-97.
https://doi.org/10.14425/00.50.24

Letica-Crepulja, M., Salcioglu, E., Franciskovi¢, T., & Basoglu, M. (2011). Factors
associated with posttraumatic stress disorder and depression in warsurvivors
displaced in  Croatia.  Croatian  Medical  Journal, 52, 709-717.
https://doi.org/10.3325/cmj.2011.52.709

Lindert, J., Ehrenstein, O. S. vo., Priebe, S., Mielck, A., & Bréhler, E. (2009). Depression
and anxiety in labor migrants and refugees - A systematic review and meta-analysis.
Social Science and Medicine, 69(2), 246-257.
https://doi.org/10.1016/j.socscimed.2009.04.032

Low, S. K., Tan, S. A., Kok, J. K., Nainee, S., & Viapude, G. N. (2018). The Mental
Health Of Adolescent Refugees In Malaysia. PEOPLE: International Journal of
Social Sciences, 4(2), 428—439.

Lustig, S. L., Kia-Keating, M., Knight, W. G., Geltman, P., Ellis, H., Kinzie, J. D., ...
Saxe, G. N. (2004). Review of Child and Adolescent Refugee Mental Health.
Journal of the American Academy of Child & Adolescent Psychiatry, 43(1), 24-36.
https://doi.org/10.1097/00004583-200401000-00012

Mabharaj, V., Tomita, A., Thela, L., Mhlongo, M., & Burns, J. K. (2017). Food Insecurity
and Risk of Depression Among Refugees and Immigrants in South Africa. Journal
of Immigrant and Minority Health, 19(3), 631-637. https://doi.org/10.1007/s10903-
016-0370-x

Mahmood, H. N., Ibrahim, H., Goessmann, K., Ismail, A. A., & Neuner, F. (2019). Post-
Traumatic stress disorder and depression among Syrian refugees residing in the
Kurdistan region of Iraq. Conflict and Health, 13(1).
https://doi.org/10.1186/s13031-019-0238-5

Marshall, G. N., Schell, T. L., Elliott, M. N., Berthold, S. M., & Chun, C. A. (2005).
Mental health of Cambodian refugees 2 decades after resettlement in the United
States. Journal of the American Medical Association, 294, 571-579.
https://doi.org/10.1001/jama.294.5.571

Mollica, R. F. (1993). The effect of trauma and confinement on functional health and
mental health status of Cambodians living in Thailand-Cambodia border camps.
JAMA: The Journal of the American Medical Association, 270, 581-586.
https://doi.org/10.1001/jama.270.5.581

109



Momartin, S., Silove, D., Manicavasagar, V., & Steel, Z. (2004). Comorbidity of PTSD
and depression: Associations with trauma exposure, symptom severity and

functional impairment in Bosnian refugees resettled in Australia. Journal of
Alffective Disorders, 80(2-3), 23. https://doi.org/10.1016/S0165-0327(03)00131-9

Momartin, S., Steel, Z., Coello, M., Aroche, J., Silove, D. M., & Brooks, R. (2006). A
comparison of the mental health of refugees with temporary versus permanent
protection visas. Medical Journal of Australia, 185(7), 357-361.
https://doi.org/10.5694/j.1326-5377.2006.tb00610.x

Mugisha, J., Muyinda, H., Wandiembe, P., & Kinyanda, E. (2015). Prevalence and factors
associated with Posttraumatic Stress Disorder seven years after the conflict in three
districts in northern Uganda (The Wayo-Nero Study). BMC Psychiatry, 15(170).
https://doi.org/10.1186/s12888-015-0551-5

Murray, K. E., Davidson, G. R., & Schweitzer, R. D. (2010). Review of refugee mental
health interventions following resettlement: Best practices and recommendations.
American Journal of Orthopsychiatry, 80(4), 576-585.
https://doi.org/10.1111/§.1939-0025.2010.01062.x

Nakash, O., Nagar, M., Shoshani, A., & Lurie, I. (2017). The association between
perceived social support and posttraumatic stress symptoms among Eritrean and

Sudanese male asylum seekers in Israel. International Journal of Culture and Mental
Health, 10(3), 261-275. https://doi.org/10.1080/17542863.2017.1299190

Napier, C., Oldewage-Theron, W., & Makhaye, B. (2018). Predictors of food insecurity
and coping strategies of women asylum seekers and refugees in Durban, South
Africa. Agriculture and Food Security, 7(1), 67. https://doi.org/10.1186/s40066-
018-0220-2

National Institute of Mental Health. (2014). Depression. Retrieved from
https://www.nimh.nih.gov/health/topics/depression/index.shtml

Ng, C. G., Amer Siddiq, A. N., Aida, S. A., Zainal, N. Z., & Koh, O. H. (2010). Validation
of the Malay version of the Multidimensional Scale of Perceived Social Support
(MSPSS-M) among a group of medical students in Faculty of Medicine, University
Malaya. Asian Journal of Psychiatry, 3(1), 3-6.
https://doi.org/10.1016/j.ajp.2009.12.001

Onyut, L. P., Neuner, F., Ertl, V., Schauer, E., Odenwald, M., & Elbert, T. (2009).
Trauma, poverty and mental health among Somali and Rwandese refugees living in
an African refugee settlement — an epidemiological study. Conflict and Health, 3(6).
https://doi.org/10.1186/1752-1505-3-6

Oppedal, B., Ozer, S., & Sirin, S. R. (2018). Traumatic events, social support and
depression: Syrian refugee children in Turkish camps. Vulnerable Children and
Youth Studies, 13(1), 46—59. https://doi.org/10.1080/17450128.2017.1372653

Paquette, D., & Ryan, J. (2001). Bronfenbrenner’s Ecological Systems Theory. National
- Louis  University. Retrieved from  http://dropoutprevention.org/wp-
content/uploads/2015/07/paquetteryanwebquest%7B%25%7D7B%7B_%7D%7B
%25%7D7D20091110.pdf

110



Perera, S., Gavian, M., Frazier, P., Johnson, D., Spring, M., Westermeyer, J., ... Jaranson,
J. (2013). A Longitudinal Study of Demographic Factors Associated With Stressors
and Symptoms in African Refugees. American Journal of Orthopsychiatry, 83, 448—
472. https://doi.org/10.1111/ajop.12047

Petry, N. M. (2002). A comparison of young, middle-aged, and older adult treatment-
seeking pathological gamblers. Gerontologist, 42(1), 92-99.
https://doi.org/10.1093/geront/42.1.92

PHR. (1997). Striking hard: Torture in Tibet. Boston. Retrieved from
www.phrusa.org/research/torture/tortib2.html;

Pinstrup-Andersen, P. (2009). Food security: definition and measurement. Food Security,
1(1), 5-7. https://doi.org/10.1007/s12571-008-0002-y

Porter, M., & Haslam, N. (2005). Predisplacement and postdisplacement of refugees and
internally displaced persons: A meta-analysis. The Journal of the American Medical
Association, 294(5), 610—612. https://doi.org/10.1001/jama.294.5.602

Qadir, F., Khalid, A., Haqqani, S., Zill-E-Huma, & Medhin, G. (2013). The association
of marital relationship and perceived social support with mental health of women in
Pakistan. BMC Public Health, 13(1150). https://doi.org/10.1186/1471-2458-13-
1150

Quosh, C., Eloul, L., & Ajlani, R. (2013). Mental health of refugees and displaced persons
in Syria and surrounding countries: a systematic review. Intervention, 11(3), 276—
294. https://doi.org/10.1097/wtf.0000000000000013

Radimer, K., Olson, C., & Campbell, C. (1990). Development of indicators to assess
hunger. The Journal of Nutrition, 120, 1544—1548.

Ranganathan, P., Pramesh, C. S., & Aggarwal, R. (2017). Common pitfalls in statistical
analysis: Logistic regression analysis. Perspectives in Clinical Research, 8(3), 148—
151. https://doi.org/10.4103/picr.PICR_87 17

Rashvinjeet, A. (2019). Grant refugees in Malaysia the right to work. Star Online.
Retrieved ~ from  https://www.thestar.com.my/news/nation/2019/06/23/grant-
refugees-in-malaysia-the-right-to-work

Riley, A., Varner, A., Ventevogel, P., Taimur Hasan, M. M., & Welton-Mitchell, C.
(2017). Daily stressors, trauma exposure, and mental health among stateless
Rohingya refugees in Bangladesh. Transcultural Psychiatry, 54(3), 304-331.
https://doi.org/10.1177/1363461517705571

Roberts, B., Ocaka, K. F., Browne, J., Oyok, T., & Sondorp, E. (2008). Factors associated
with post-traumatic stress disorder and depression amongst internally displaced
persons in northern Uganda. BMC Psychiatry, 8(38). https://doi.org/10.1186/1471-
244X-8-38

Robjant, K., Robbins, 1., & Senior, V. (2009). Psychological distress amongst
immigration detainees: A cross-sectional questionnaire study. British Journal of
Clinical Psychology, 48, 275-286. https://doi.org/10.1348/014466508X397007

111



Roohafza, H. R., Afshar, H., Keshteli, A. H., Mohammadi, N., Feizi, A., Taslimi, M., &
Adibi, P. (2014). What’s the role of perceived social support and coping styles in
depression and anxiety? Journal of Research in Medical Sciences, 19(10), 944.

Rousseau, C, Drapeau, A., & Platt, R. (2000). Living conditions and emotional profiles
of Cambodian, Central American, and Qucois youth. Canadian Journal of
Psychiatry, 45(10), 905-911. https://doi.org/10.1177/070674370004501005

Rousseau, Cécile, Rufagari, M. C., Bagilishya, D., & Measham, T. (2004). Remaking
family life: Strategies for re-establishing continuity among Congolese refugees

during the family reunification process. Social Science and Medicine, 59(5), 1095—
1108. https://doi.org/10.1016/j.socscimed.2003.12.011

Sabin, M., Cardozo, B. L., Nackerud, L., Kaiser, R., & Varese, L. (2003). Factors
Associated with Poor Mental Health among Guatemalan Refugees Living in Mexico
20 Years after Civil Conflict. Journal of the American Medical Association, 290,
635-642. https://doi.org/10.1001/jama.290.5.635

Sathyanarayana Rao, T. S., Asha, M. R., Ramesh, B. N., & Jagannatha Rao, K. S. (2008).
Understanding nutrition, depression and mental illnesses. Indian Journal of
Psychiatry, 50(2), 77-82. https://doi.org/10.4103/0019-5545.42391

Savic, M., Chur-Hansen, A., Mahmood, M. A., & Moore, V. (2013). Separation from
family and its impact on the mental health of Sudanese refugees in Australia: A
qualitative study. Australian and New Zealand Journal of Public Health, 37(4), 383—
388. https://doi.org/10.1111/1753-6405.12088

Schaal, S., Jacob, N., Dusingizemungu, J. P., & Elbert, T. (2010). Rates and risks for
prolonged grief disorder in a sample of orphaned and widowed genocide survivors.
BMC Psychiatry, 2(6343). https://doi.org/10.1186/1471-244X-10-55

Schweitzer, R. D., Brough, M., Vromans, L., & Asic-Kobe, M. (2011). Mental health of
newly arrived Burmese refugees in Australia: Contributions of pre-migration and

post-migration experience. Australian and New Zealand Journal of Psychiatry,
45(4), 299-307. https://doi.org/10.3109/00048674.2010.543412

Schweitzer, R., Melville, F., Steel, Z., & Lacherez, P. (2006). Trauma, post-migration
living difficulties, and social support as predictors of psychological adjustment in

resettled Sudanese refugees. Australian and New Zealand Journal of Psychiatry,
40(2), 179-187. https://doi.org/10.1111/1.1440-1614.2006.01766.x

Sellen, D. W., Tedstone, A. E., & Frize, J. (2002). Food insecurity among refugee families
in East London: results of a pilot assessment. Public Health Nutrition, 5(5), 637----
----44. https://doi.org/10.1079/phn2002340

Shaw, S. A., Pillai, V., & Ward, K. P. (2018). Assessing mental health and service needs

among refugees in Malaysia. [International Journal of Social Welfare.
https://doi.org/10.1111/ijsw.12313

112



Sierau, S., Schneider, E., Nesterko, Y., & Glaesmer, H. (2019). Alone, but protected?
Effects of social support on mental health of unaccompanied refugee minors.
European Child  and  Adolescent  Psychiatry, 28(6), 769-780.
https://doi.org/10.1007/s00787-018-1246-5

Silove, D, Steel, Z., McGorry, P., & Mohan, P. (1998). Trauma exposure, postmigration
stressors, and symptoms of anxiety, depression and post-traumatic stress in Tamil
asylum-seekers: Comparison with refugees and immigrants. Acta Psychiatrica
Scandinavica, 97, 175-181. https://doi.org/10.1111/1.1600-0447.1998.tb09984.x

Silove, Derrick. (1999). The psychosocial effects of torture, mass human rights violations,
and refugee trauma: Toward an integrated conceptual framework. Journal of
Nervous and Mental Disease, 187, 200-207. https://doi.org/10.1097/00005053-
199904000-00002

Silove, Derrick, Ventevogel, P., & Rees, S. (2017). The contemporary refugee crisis: an
overview of mental health challenges. World Psychiatry, 16(2), 130-139.
https://doi.org/10.1002/wps.20438

Singh, A. P., & A., D. (2015). Role of social support as a mediator in negative stressful
life event and somatic complaints of managerial personnel. Indian Journal of Posit.
Psychol, 6, 249-254.

Sirey, J. A., Bruce, M. L., Alexopoulos, G. S., Perlick, D. A., Raue, P., Friedman, S. J.,
& Meyers, B. S. (2001). Perceived stigma as a predictor of treatment discontinuation

in young and older outpatients with depression. American Journal of Psychiatry,
158(3), 479-481. https://doi.org/10.1176/appi.ajp.158.3.479

Siriwardhana, C., Adikari, A., Pannala, G., Siribaddana, S., Abas, M., Sumathipala, A.,
& Stewart, R. (2013). Prolonged Internal Displacement and Common Mental
Disorders in Sri Lanka: The COMRAID Study. PLoS ONE, 8(5), e64742.
https://doi.org/10.1371/journal.pone.0064742

Sluys, K., Higgmark, T., & Iselius, L. (2005). Outcome and quality of life 5 years after
major trauma. Journal of Trauma - Injury, Infection and Critical Care, 59(1), 223—
232. https://doi.org/10.1097/01.TA.0000173832.01547.CB

Soman, S., Bhat, S. M., Latha, K. S., & Praharaj, S. K. (2016). Gender differences in
perceived social support and stressful life events in depressed patients. East Asian
Archives of Psychiatry, 26(1), 22-29.

Sperandei, S. (2014). Understanding logistic regression analysis. Biochem Med (Zagreb),
24(1), 12—18. https://doi.org/10.11613/BM.2014.003

Steel, Z., Chey, T., Silove, D., Marnane, C., Bryant, R. A., & Van Ommeren, M. (2009).
Association of torture and other potentially traumatic events with mental health
outcomes among populations exposed to mass conflict and displacement: A

systematic review and meta-analysis. JAMA - Journal of the American Medical
Association, 302(5), 537-549. https://doi.org/10.1001/jama.2009.1132

113



Steel, Z., Silove, D., Phan, T., & Bauman, A. (2002). Long-term effect of psychological
trauma on the mental health of Vietnamese refugees resettled in Australia: A
population-based study. Lancet, 360, 1056—1062. https://doi.org/10.1016/S0140-
6736(02)11142-1

Sterle, M. F., Vervoort, T., & Verhofstadt, L. L. (2018). Social support, adjustment, and
psychological distress of help-seeking expatriates. Psychologica Belgica, 58(1),
297-317. https://doi.org/10.5334/pb.464

Tay, A. K., Islam, R., Riley, A., Welton-Mitchell, C., Duchesne, B., Waters, V., Varner,
A., ... Ventevogel, P. (2018). Culture, Context and Mental Health of Rohingya
Refugees: A review for staff in mental health and psychosocial support programmes
for Rohingya refugees. Geneva, Switzerland, United Nations High Commissioner
for Refugees (UNHCR).

Tazreiter, C., Pickering, S., & Powell, R. (2017). Rohingya women in Malaysia: decision-
making and information sharing in the course of irregular migration. European
University Institute, Robert Schuma Centre for Advanced Studies.

Thapar, A., Collishaw, S., Pine, D. S., & Thapar, A. K. (2012). Depression in adolescence.
The Lancet, 379(9820), 1056—1067. https://doi.org/10.1016/S0140-6736(11)60871-
4

Theme  Horse. (2015).  Variance  Inflation  Factor.  Retrieved  from
https://www.statisticshowto.datasciencecentral.com/variance-inflation-factor/

Tikveel, W. (1949). Trials of War Criminals before the Nuremberg military tribunals
under control council law. U.S. Government Printinc Office, 2(10), 181-182.

Turrini, G., Purgato, M., Ballette, F., Nos¢, M., Ostuzzi, G., & Barbui, C. (2017).
Common mental disorders in asylum seekers and refugees: Umbrella review of

prevalence and intervention studies. International Journal of Mental Health
Systems, 11(1). https://doi.org/10.1186/s13033-017-0156-0

UNHCR. (2016). UNHCR Global Trends Forced Displacement in 2015. UNCHR.
Retrieved from http://www.unhcr.org/statistics/unhcrstats/576408cd7/unhcr-global-
trends-2015.html

UNHCR. (2018). Figures at a Glance in Malaysia. Retrieved from
http://www.unhcr.org/en-my/figures-at-a-glance-in-malaysia.html

UNHCR. (2019). Giving Rohingya women voice. Retrieved from
https://www.unhcr.org/en-my/news/stories/2018/10/5bd029274/giving-rohingya-
women-voice.html

United Nations High Commissioner for Refugees. (2017). Mixed Movements in South-
East Asia 2016.

Vaage, A. B., Thomsen, P. H., Silove, D., Wentzel-Larsen, T., Van Ta, T., & Hauff, E.
(2010). Long-term mental health of Vietnamese refugees in the aftermath of trauma.
British Journal of Psychiatry, 196(2), 122-125.
https://doi.org/10.1192/bjp.bp.108.059139

114



Van der, K. B. (1997). The psychobiology of posttraumatic stress disorder. Journal of
Clinical Psychiatry, 58(9), 16.

Verghis, S. (2013). Access of Chin and Rohingya refugees and asylumseekers to maternal
health services in the Klang Valley. Monash University.

Wake, C. (2016). Turning a blind eye The policy response to Rohingya refugees in
Malaysia. Humanitarian Policy Group, Overseas Development Institute: London,
United Kingdom.

Wake, C., & Cheung, T. (2016). We want to live in dignity:’Livelihood strategies of
Rohingya refugees in Malaysia. Humanitarian Policy Group, Overseas Development
Institute: London, United Kingdom.

Wei, Y., McGrath, P. J., Hayden, J., & Kutcher, S. (2015). Mental health literacy
measures evaluating knowledge, attitudes and help-seeking: a scoping review. BMC
Psychiatry, 15(1). https://doi.org/10.1186/s12888-015-0681-9

Whittle, H. J., Sheira, L. A., Wolfe, W. R., Frongillo, E. A., Palar, K., Merenstein, D., ...
Weiser, S. D. (2019). Food insecurity is associated with anxiety, stress, and
symptoms of posttraumatic stress disorder in a cohort of women with or at risk of
HIV in the United States. Journal of Nutrition, 149, 1393-1403.
https://doi.org/10.1093/jn/nxz093

Willard, C. L., Rabin, M., & Lawless, M. (2014). The Prevalence of Torture and
Associated Symptoms in United States Iraqi Refugees. Journal of Immigrant and
Minority Health, 16(6), 1069—1076. https://doi.org/10.1007/s10903-013-9817-5

World Medical Association. (1974). Declaration of Helsinki. Lance, 353(1), 1418-1419.
https://doi.org/10.2471/BLT.08.057737

Yaacob, S. N., Juhari, R., Talib, M. A., & Uba, I. (2009). Loneliness , stress , self esteem
and depression among Malaysian adolescents. Journal of Humanistic, 14, 86-95.

Yasin, M. A. S. M., & Dzulkifli, M. A. (2010). The Relationship between Social Support
and Psychological Problems among Students. International Journal and Business
and Social Science, 1, 110-116.

Zalilah, M. S., & Merlin, A. (2001). Assessment of food insecurity among low income
households in kuala lumpur using the radimer/cornell food insecurity instrument - a
validation  study.  Malaysian  Journal  of  Nutrition, 7(1), 15-32.
https://doi.org/10.1080/15378020.2010.500257

Zimbrean, P. (2014). Risk factors and prevalence of mental illness in refugees. Refugee
Health Care: An Essential Medical Guide.
https://doi.org/http://dx.doi.org/10.1007/978-1-4939-0271-2 11

Zimet, G. D., Dahlem, N. W, Zimet, S. G., & Farley, G. K. (1988). The Multidimensional

Scale of Perceived Social Support. Journal of Personality Assessment, 52(1),30—41.
https://doi.org/10.1207/s15327752jpa5201 2

115





