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Mental Health Screening Recommendations for Newly Arrived Refugees in Minnesota

Executive Summary
The Minnesota Department of Health (MDH) Refugee Health Program (RHP) convened an expert
mental health working group between September 2012 and September 2013 to advise the state on
developing a mental health screening process for newly arrived refugees. Group members included
experts in refugee mental health, refugee screening clinicians, policy makers, and other professionals in
the field of international health.

At the time the working group was convened, the Minnesota Refugee Health Screening Protocol
included brief and general guidance for assessing signs of post-traumatic stress and acute psychiatric
disorders. In March 2011, the Centers for Disease Control and Prevention (CDC) Division of Global
Migration and Quarantine released guidelines recommending mental health screening during the
domestic medical examination in order to identify and triage refugees in need of mental health
treatment. Based upon this recommendation, the RHP sought expert advice on how to incorporate this
guidance within Minnesota.

The RHP asked the working group to recommend tools that could be used to identify individuals with
chronic, serious, or acute mental illness to refer them for immediate psychiatric evaluation and
treatment. The working group was also asked to identify individuals with mental illness who are not an
immediate danger to themselves or others and are not gravely disabled by their illness, but whose ability
to function is impaired, requiring appropriate referral to mental health specialists. If no such tool
currently exists, the working group was asked to make recommendations for a new tool.

The working group met three times to evaluate current screening tools, develop common assumptions,
and make recommendations. The group agreed that a new screening tool must be developed with a focus
on identifying those refugees whose ability to function was impaired. A subset of the group held a fourth
meeting to finalize the questions to be included in the mental health screening.

The working group recommended that the RHP undertake a pilot project with a select number of
screening clinics across the state. Each participating clinic will incorporate the recommended mental
health screening tool as part of the existing refugee screening process. These clinics will receive training
prior to initiating the new protocol and on-going support for the duration of the pilot program. The RHP
will address concerns and make modifications during the pilot project. Following the pilot phase, the
mental health screening will be implemented for all refugee arrivals to Minnesota.

A series of five structured yes/no questions were recommended by the working group. The questions are
largely based upon research completed by the Minnesota Center for Victims of Torture (CVT) and the
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School of Social Work at the University of Minnesota (UMN). The Minnesota Screeners Project*
interviewed over 250 newly arrived refugees and screened them for mental health concerns. The
questions most valid for tracking post-traumatic stress disorder (PTSD) and depression across cultures
were selected for the pilot. All clinics participating in the pilot will report the responses to MDH and
also document any referrals made.
Final Recommended Screening Questions
1. In the past month, have you had many bad dreams or nightmares that remind you of
things that happened in your country or refugee camp?
2. In the past month, have you felt very sad?
3. In the past month, have you been thinking too much about the past (even if you did not
want to)?
4. In the past month, have you avoided situations that remind you of the past?
(PROMPT: Do you turn off the radio or TV if the program is disturbing?)
5. Do any of these problems make it difficult to do what you need to do on a daily
basis?
(PROMPT: Are you able to take care of yourself and your family?)

_______________________________
* The Minnesota Screeners Project was undertaken by the Minnesota Center for Victims of Torture and
the School of Social Work at the University of Minnesota (May 2011- May 2013). A long questionnaire
with 28 items, reflective of common mental and physical health concepts in various refugee populations,
was developed to identify symptoms of PTSD and depression allowing for an appropriate referral. The
tool was administered to 257 newly arrived adult refugees during their initial health assessment;
participants provided responses using a four-point Likert scale. The goal of this effort was to identify
unique questions that function similarly across groups and also lend themselves to a reliable score.
Analysis of the data indicated that there are four questions among the 28 were “decently reliable” for
both Karen and Somali refugees.
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Background
The working group was convened to review existing recommended guidelines to generate Minnesota’s
mental health screening protocol. Reviewed guidelines and tools included:
• Minnesota’s current recommended guidelines for mental health screening, which were found to
be very brief and too general.
• Recommendations from the CDC to include mental health screening during the domestic medical
examination (March 2011):
www.cdc.gov/immigrantrefugeehealth/guidelines/domestic/mental-health-screeningguidelines.html.
• Emerging mental health screening tools for diverse populations, including the RHS-15.
The charge of the working group was to evaluate and make recommendations to:
• Address mental health concerns during the initial refugee health screening, within the first 90
days after arrival.
• Improve the identification and referral of new arrivals who have mental health needs*.
∗ Mental health needs are described as any mental health issues interfering or likely to
interfere with the refugee’s ability to engage in necessary activities of adjustment and
resettlement.
• Include existing validated screening tools that would be appropriate for in-state recommendations.
The working group agreed upon certain assumptions as the basis for considering recommendations:
• Mental health needs can impede new refugee arrivals’ ability to successfully engage in necessary
resettlement tasks.
• Mental health is an important health concern and should be integrated in the initial refugee health
assessment to ensure that providers consistently address this area of health.
• The initial refugee health screening presents an ideal opportunity to address mental health needs
and this timing is consistent with CDC guidelines for mental health screening of refugees.
o The initial refugee health screening is typically completed within 90 days of arrival to
Minnesota.
o Minnesota’s yearly health screening rate is between 97-99 percent among eligible
refugees.
• A validated refugee mental health screening tool that meets the criteria of “gold standard” for
this work does not currently exist.
o Development of a screening tool requires comparing results to a determined diagnosis
using rigorous methodology such as structured clinical interviews like the Structured
Clinical Interview for DSM Disorders (SCID), Child/Adolescent Psychiatry Screen
(CAPS), etc., rather than diagnostic proxies. 1
o Need to assess the strengths and limitations of existing screening tools (e.g., RHS-15) for
use in Minnesota.
• Newly arrived refugees are eligible to receive mental health services through their state health
insurance plan. However, significant barriers may prevent meaningful access to care. These
1

Vinson, Greg, Shannon, Patricia. “Refugee Mental Health Screening: Research Progress in MN.” PowerPoint presentation. Minnesota Department of
Health, Mental Health Working Group, St. Paul, MN. 25 Sept 2012.
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•

barriers include system barriers, scarcity of clinicians and staff trained in cultural competence,
waits of weeks or months for mental health appointments, cultural stigma, and a lack of
appropriate assistance for refugees to access these resources. The logistics of navigating
unfamiliar transportation and health care systems and limited understanding of the western
model of mental health services are complicating factors.
Time constraints are a valid concern within the context of the initial refugee health assessment.

Four Initial Guiding Recommendations
Within the first several meetings, the working group endorsed four recommendations. Significant
discussion points are included to clarify the thinking of the group.
First Recommendation
Endorse the general points of the CDC Guidelines for the U.S. Domestic Medical Examination for
Newly Arriving Refugees to include a mental health screening as part of the initial health
assessment.
Rationale

“Studies have shown a high prevalence of depression, post-traumatic stress disorder
(PTSD), panic attacks, and somatization, and traumatic brain injuries in refugees.1-10
Depression and PTSD are prevalent in refugees who are not in clinical care for mental
health, in addition to those identified for mental health interventions.5, 7-14”
(www.cdc.gov/immigrantrefugeehealth/guidelines/domestic/mental-health-screeningguidelines.html)
Mental health is an important health concern and should be specifically integrated as part
of the initial refugee health assessment to assure providers consistently address this area
of health. Minnesota’s recommended state screening guidelines
(www.health.state.mn.us/divs/idepc/refugee/assesfrm.pdf) provide a consistent
framework for assessing and reporting back on health conditions of significance.
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Second Recommendation
Expand state screening guidance to include three to four* mental health screening questions to
be used as a basis for referral for a formal and comprehensive mental health assessment.
Rationale

Time constraints were one of the most cited reasons for not incorporating the mental
health assessment into the existing screening process. Keeping the mental health
screening tool brief addresses this need for time conservation. The lack of a culturally
validated screening tool was also mentioned as a barrier for completing the mental
health assessment. A triage model, with limited and targeted screening questions,
would allow providers flexibility to conduct a limited or more extensive assessment as
needed.
The RHP will keep abreast of progress in the area of culturally validated screening
tools for newly arrived refugees. MDH does not endorse a specific, existing mental
health screening tool for the purposes of the initial refugee health assessment at this
point.
The capacity to implement a mental health screening assessment will vary by clinic
setting. Factors include the availability of mental health resources within the clinic as
well as the clinic’s capacity to follow up on referrals after screening:
•

Primary care screening site: A refugee may continue care at this site or go
elsewhere. Follow up on referrals is a challenge.

•

Public health clinic setting: These settings offer only screening services; all other
care is referred out. Follow up on referrals is a challenge.

*The working group initially suggested three to four questions; upon further discussion, the workgroup agreed on five
screening questions.

Given the context for a mental health screening in a clinic setting, the screening tool must be both
effective and efficient. It must maximize the limited time and resources of both the provider and the
refugee patient. The screening tool is used as a quick way to help allocate resources for those who need
them most. Once the screening has been administered, refugees with a high level of distress or a low
ability to function can be referred for further assessment and treatment. It should be noted that this
screening tool is not diagnostic for mental illness and it is not a tool for ascertaining a history of torture.
Essential criteria for the mental health screening tool are listed in the table below.
Mental health screening tool should be valid
It should measure subjective perception of:
•

Emotional distress

•

Ability to function

Mental health screening tool should be short
• Short measures can be reasonably valid
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Mental health screening tool should be worded in lay language
• Use of psychiatric jargon (e.g., depression) is confusing
• Psychiatric labels may be stigmatizing
• Use of lay concepts or symptoms normalizes patient experience
• Simple wording reflects patient’s experience
• Easy language helps the patient understand the condition or purpose for referral of
future mental health evaluation or treatment
• Simple wording elicits more emotions
Mental health screening tool should be administered by a physician, nurse
practitioner, or physician assistant
• Do not defer this part of the screening to another physician, continuity of care is critical
• Somatic symptoms will be evaluated for physical and mental health sources
• Physician’s clinical impression will supplement the findings of the screening
Mental health screening tool should elicit “yes” or “no” answers
• Use of scales is often confusing, requires explanation and training for patients
• Disadvantage is getting only four discrete values across four question items, likely
increasing errors
Mental health screening tool should involve patient’s subjective assessment
• Moves conversation into patient’s self-assessment Elicits patient’s motivation
• Engages the person to ease the referral process and further mental evaluation or
treatment

Limitations of a Brief Screening Tool
Validity and reliability are important features of a screening tool; in addition, it is affected by cut-scores
and base rate (prevalence) of the health condition. Brief screening tools have some propensity toward
false positives and false negatives and are often less reliable and valid than a longer tool. (False
positives: people selected for further assessment without the condition. False negatives: people not
selected for further assessment but who actually do have the condition). While longer screening
measures have the stated advantages, they are impractical for refugee health screening sites in
Minnesota.
Less valid measures will result in a screening tool that makes more errors (i.e., more false positives and
negatives). In work with refugees, the validity of a measure is often judged simply by whether items or a
set of items look effective or seem to make sense to providers. This is known as face validity by those in
the measurement field (Crocker and Algina, 2006). While it is likely helpful for items to appear relevant
to those using a measure (and this is the starting point for measure development), face validity has been
MDH – Refugee Health Program

www.health.state.mn.us/refugee

(4/2014) Page 10 of 19

known for decades to have many shortcomings (Cronbach and Meehl, 1955; Mosier, 1947). Many
professionals do not include it as a type of validity at all (McDonald, 1999). While the technical aspects
of measure development are beyond the scope of this document, it is worth noting that a technical
process, with a set of procedures involving systematic data and evidence collection exists to inform the
development of a screening instrument.
When working with new populations or differing cultures, it is especially pertinent to consider how
existing measures or question items may be working in “today’s situation” even if they had worked well
in a different setting, or in the past. With a new population, the same measures or question items can
function differently for that group, introducing errors into the measure’s use (i.e., screening decisions) as
well as introducing biases against some populations (Heppner, Wampold, and Kivlighan, 2008). For
example, at the CVT in Minneapolis, data from an earlier mental health screening effort revealed that a
subset of typical mental health screening questions would be biased against some refugee populations.
Based upon this finding, for subsequent screening recommendations, CVT adjusted the screening effort
accordingly and included only those questions that did not have this bias in any screening
recommendations (Vinson and Shannon, 2012). At a minimum, it is imperative to get the demographic
information and item-level information for those screened at the test sites. This way, within practical
constraints of the testing, those items can be examined in keeping with professional measurement
practices to ensure valid and fair screenings.
Focus on Functionality
The working group felt strongly that the screening questions should focus on ‘functionality’ as the basis
for referral for a formal mental health assessment. Functionality, in this context, is defined as the ability
of a newly arrived refugee to engage in necessary resettlement tasks during the initial 90-day
resettlement period. During working group discussions, there was debate about whether to ask directly
about torture and trauma, with the final recommendation not to include these items in a short mental
health screening tool. To focus on functionality, the working group recommended:
a. Using a maximum of three questions to address functionality to keep the process brief and allow
for follow up with appropriate referrals. These questions will help identify “red flags”
concerning the patient’s ability to engage in daily life and the necessary tasks of resettlement
now or in the immediate future.
b. Including three core areas of inquiry related to functionality: avoidance, nightmares/lack of
sleep, and “thinking too much.”
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Avoidance (avoiding social contact/isolating)
Can you tell me what you have done in the last 3 weeks? Can you tell me what kinds
of things you did?
If prompting is needed:
• Have you left your apartment in order to do anything?
• Have you gone to appointments with your resettlement (VOLAG) case manager?
• Have you been over to a relative’s apartment?
• Have you tried taking the bus to go on errands?
Nightmares/lack of sleep
•

Have you had trouble sleeping?

•

Have you had bad or scary dreams?

“Thinking too much”
•

Have you been thinking too much about the past, even if you did not want to, or
about other things that worry you?

Or
•

Have you been thinking too much about the things that happened in the village
or camp, even if you did not want to?

Important Caveats and Considerations for Providers
The working group proposed an additional question for consideration: why did you leave your country?
The rationale for including this question is that it allows the patient to give a context in which to answer
the three questions related to functionality. The question allows the patient to provide as much or as little
detail and context as they want, if he or she so chooses. This may be very powerful in building trust
between provider and patient. In the experience of the Minnesota Screeners Project*, this question was
important; feedback from refugees indicated that refugees do not just want to answer questions without
talking about context—they want to talk about their experiences to explain their current situation.
However, the recommendation at this point is to discourage asking the “Why did you leave your
country” question during the mental health screening process. Providers may choose to ask this question
as a part of the overall documentation of the person’s past history.
a. It is unclear how the response to “why did you leave your country?” would get factored into a
decision for further assessment or referral. Inconsistent utilization is undesirable during
screenings. Since it does not elicit a yes/no answer, it is also unclear how the response to this
open-ended question will be scored. This may result in assumptions and bias, which may
increase referrals for people who do not need them. In essence, if the answer seems of significant
concern to the provider, which depends on the provider’s familiarity with refugee populations, a
referral will be made. It is a safe assumption that many refugees have negative experiences but
are functioning within normal limits. If we care most about functioning, the most direct questions
MDH – Refugee Health Program
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about those issues would work better than extrapolating from experiences that may or may not be
related to mental health issues.
b. If this question is used and the patient reveals traumatic experiences, the clinician must be
prepared to listen and support the patient. There were different perspectives on whether or not to
include this question because of its open-ended nature and the potential time conflict to offer
attentive listening. There was some discussion about whether this question will reveal torture and
trauma.
c. There was also discussion on where and when this question might be asked in the context of the
initial health assessment. For instance, perhaps the question could be incorporated as part of the
initial set of questions while reviewing past medical history, or as part of a cluster of questions
about avoidance, sleep, and “thinking too much.” Experienced interviewers said patients are
confused if the question is asked later in an interview as this question sets the stage for
everything that follows.
d. This document acknowledges that refugees may strongly prefer (and be more comfortable)
telling their story of leaving their homeland and expressing their experience in more detail. Some
refugees may consider being asked many pointed questions by a stranger as rude and rather
incomprehensible. The recommended screening tool offers a compromise for this while
capturing the information needed to generate a mental health referral. Ideally, the refugee will
have the opportunity for full expression at the mental health referral site and, over time, with the
medical provider offering long term care.

Third Recommendation
Expand MDH RHP’s guidance to screening providers:
•

Include training options for referral to mental health resources and services.

•

Strengthen linkage to available mental health resources.

Rationale

While mental health resources are available to newly-arrived refugees in Minnesota,
significant barriers exist. Refugee health screening providers could benefit from training
to perform reliable screenings. A listing of recommended available mental health
services and resources in their community would also help facilitate effective referrals.

Training will be provided for medical providers at participating pilot clinics. Training will also be
available to clinicians at mental health agencies who agree to receive referrals from pilot site clinics.
Professionals experienced in screening newly-arrived refugees for mental health issues will provide the
trainings.
General Guidance for Training:
•

Only ask identified questions.
o Additional questions can be discussed, but only utilized at provider’s discretion.
o Open-ended questions are discouraged.

MDH – Refugee Health Program

www.health.state.mn.us/refugee

(4/2014) Page 13 of 19

•
•

Ask about how patient came to this country only if willing to listen to the answer. Optimal for
primary care settings, where personal relationships can be established between clinician and
patient.
Training content will include:
o Discussion of validation process done at CVT/UMN.
o How to ask the questions, as well as discussion of provider discomfort in asking these
questions.
o Prompts for each screening question to be used as needed.
o Tips on basic psycho-education, which should be done if a referral is indicated.
o Tips for working with an interpreter (if indicated).
o Techniques for opening and closing a potentially vulnerable conversation in a respectful
and timely manner.
o Review of PTSD/depression symptoms to enhance identifying these in answers to
screening questions.
o Discussion of unique issues of screening only or primary care settings.
o Best practices in refugee mental health interventions for medical and mental health
providers.

On-going support and evaluation will be available to all clinics over the pilot period. This may take the
form of a facilitated discussion or discussion forum among engaged providers. Limited one-on-one
consultation will also be available throughout the pilot period.
Additional Elements for Training:
•
•
•
•
•
•
•

Develop interpreter training in mental health and cultural competence, which is equally as
important as training for health care providers. Acknowledge the challenge of various dialects,
inter-generational translation, and language variations by age groups.
Explore the challenges in asking about substance abuse and domestic abuse.
Explore strategies to address/diminish the stigma attached to mental health and substance abuse.
Discuss with providers and interpreters the potential for fears of deportation if mental health
issues are revealed.
Consider a “forum for discussion” regarding the mental health screening instead of, or as a
compliment to, formal training. It could be done via an Internet forum or webinars and be held
quarterly or semi-annually.
Work collaboratively with the health plans so they can assist with matching mental health
providers based upon their expertise and experience working with refugees.
Find culturally appropriate programs or explore strategies for successful chemical dependency
referrals; it can be challenging to implement due to limited service providers.

The MDH RHP will work with each participating pilot clinic site to identify options for mental health
referrals; these sites will be engaged to actively ensure referral and track the final outcome. The sites
may be internal within a health system or external in the greater community. Clinics will utilize systems
currently in place to initiate the referral.
In the pilot, mental health service agencies will be identified and established as an appropriate referral
source. A protocol for referral between the clinic and the mental health service provider will be
MDH – Refugee Health Program
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developed to ensure optimal follow-up. mental health service providers will be engaged in finding
options and best practices with newly arrived refugee patients such as minimizing language/cultural
barriers, options for group versus individual therapy, and providing training or coaching for identified
therapists.

Fourth Recommendation
Rollout, monitor and evaluate pilot of mental health screening questions (see Recommendation #2),
coordinated by MDH RHP starting 2014.
Recruit pilot sites to incorporate these questions as part of the refugee health assessment. Timely
assessment, evaluation, and adjustments of the pilot must be completed prior to expanded
implementation.
Rationale

A pilot will allow MDH’s RHP to identify how readily clinic settings are able to
implement the mental health screening questions, where the gaps are, and whether or not
these questions offer useful guidance to providers.

Recommended Administration of the Questions
•

•
•
•
•

•

A licensed health care provider such as a physician, nurse practitioner, or physician assistant
should orally administer the mental health screening tool. This face-to-face encounter initiates a
rapport between the patient and provider and ensures concepts are understood by the patient. The
encounter also respects the integration of medicine and behavioral health.
Preferably, screening will occur in a one-on-one setting between the provider and each individual
refugee. This could be a challenge for refugees with a large family unit.
The tool should be administered using a bilingual/bicultural interpreter, if indicated.
Screening will be completed during the initial refugee health screening examination, generally
completed within the first three months of arrival to Minnesota.
Referrals will be made based on responses to screening questions and the clinical judgment of
the provider. Assess the overall physical and emotional well-being of the refugee at the time of
the screening (overall impression of the refugee patient).
Enter referral into electronic medical record (EMR) system.

Reporting to the Refugee Health Program
Final screening questions and check boxes will be added to the MDH Refugee Health Assessment
Screening form. Check boxes will indicate the endorsement (or lack of endorsement) for each screening
question as well as the referral status. The option of indicating internal versus external referral will be
included.
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Final Recommended Screening Questions
Taking into account all discussion and concerns, five questions are recommended for inclusion in the
MDH RHP pilot project. It is recommended that all questions be asked to generate a “yes/no” response.
The responses to each question will be recorded on the MDH Initial Refugee Health Assessment form.
The form will also reflect whether a referral was made for follow-up mental health/social services.
Final Recommended Screening Questions
1. In the past month, have you had many bad dreams or nightmares that remind you of
things that happened in your country or refugee camp?
2. In the past month, have you felt very sad?
3. In the past month, have you been thinking too much about the past (even if you did
not want to?)
4. In the past month, have you avoided situations that remind you of the past?
(PROMPT: Do you turn off the radio or TV if the program is disturbing?)
5. Do any of these problems make it difficult to do what you need to do on a daily
basis?
(PROMPT: Are you able to take care of yourself and your family?)
Rationale
Limiting the number of questions included in the Minnesota Health Assessment process is a practical
approach as the entire screening is time consuming and is done in a busy clinical setting. At minimum,
these five questions increase the sensitivity of the mental health screening tool without compromising
provider time and compliance concerns. Asking “yes/no” questions also makes administration of the
screening easier.
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