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Ethiopian Refugees in the UK: Migration, adaptation and settlement experiences and their relevance to health

Abstract

Aim: The study explores Ethiopian refugees’ and asylum seekers’ experiences of migration, adaptation and settlement in the UK and their health beliefs and practices. 
Design: Data was collected using semi-structured depth interviews and a semi-structured questionnaire. The sample consisted of 106 Ethiopians resident in the UK.

Results: The majority of the participants fled Ethiopia due to political reasons. Whilst 65% of them had lived in the UK for over five years only 7% had full refugee status. Many of the participants faced difficulties with the immigration system, housing and social services and felt socially isolated. Many also had problems with gaining employment or employment appropriate to their qualifications, and 29% were unemployed. The majority of the participants believe that happiness is a prerequisite to healthiness and also an indication of healthiness. On the other hand the majority believed that sickness is caused by disease and mental illness is caused by both supernatural and psychosocial causes. Most of the participants sought the help of their GP in the first instance of illness although some had experienced difficulties accessing health services due to language problems and poor understanding of the primary health care system. The participants also believed that the stress of adaptation and settlement affected their mental health and led to stress and depression.
Conclusion: Migration, adaptation and settlement experiences impact on the health of refugees and are dependent on a number of barriers and enablers, both at a personal and societal level. These should be taken into account in the provision of health and social care services, in particular services should be provided in a culturally competent manner.
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Introduction

‘The experience of refugeedom by itself is a very, very shocking experience. People lose their identity, their culture and they lose everything. So, they are status less in this country. They are nobody whether they are Ethiopians or anybody. This experience really shakes people from top to bottom’ 

(Ethiopian study participant)
We live in a time of mass migration and many countries are receiving large numbers of refugees. Despite this there is a poor understanding of the migration experiences of these refugees. Baker et al (1994) argue that it is essential to understand the experience of migration through the lived experience of resettlement. The experiences and process of settlement of any refugee group in the country of asylum depends on a number of factors including their cultural and religious background, their personal experiences and attributes as well as the receiving country’s policies and practices which impact on their lives. 

Although the United Kingdom (UK) Home Office reports on quarterly asylum applications by country of origin this does not provide information on the number of refugees and asylum seekers in the UK at any one time. Therefore an estimate of the number of Ethiopian refugees currently in the UK can only be made. The Ethiopian Community Centre in the UK (ECCUK) estimates that there are 25,000 - 30,000 Ethiopian refugees in the UK, most of who live in London. In Ethiopia there are over 80 different ethnic groups and two main religions (45% Orthodox, Christian and 35% Sunni Muslim) and the Ethiopian community in the UK consists of a similar variety of ethnic and religious groups. Ethiopian refugees also come from a variety of educational backgrounds and include highly qualified professionals; however, many of them do not speak fluent English. Experiences in refugees’ country of origin also have an important impact on their settlement. There has been a long history of political oppression and war in Ethiopia and several researchers have highlighted the need to understand the effects of trauma and exile on Ethiopian refugees in the UK (Gamaledin-Ashami 1993, Huka 1996, Bariso, 1997). On the other hand Burnett & Fassil (2002) maintain that refugees making the often arduous journey to exile are courageous, resourceful and resilient and these qualities can assist them to rebuild their lives. 

Immigration policy in the UK has an important impact on the experiences of asylum seekers and refugees. In the UK an asylum seeker is a person who has applied to the Immigration and Nationality Directorate (IND) to be recognised as a refugee but who has not yet received a decision, or is in the process of appealing against an initial rejection of his or her claim. During the time span of this project (1999-2001) there were two ways to apply for asylum in the UK: a) to the immigration officer on arriving at the port of entry, and b) to the Home Office after entering the country either as a student, a visitor, or through illegal means. The Immigration and Asylum Act 1999, introduced the ‘dispersal’ policy, whereby asylum seekers and refugees are allocated to centres throughout the country, often in areas where there is a lack of experience of receiving and providing services for refugees. It also introduced the food voucher system which, many campaigners argued, resulted in asylum seekers becoming readily identifiable and vulnerable to discrimination by sections of the general public. By the end of this project, the Nationality, Immigration and Asylum Act (2002) came into effect. The key provisions of the Act in respect of asylum seekers were the establishment of accommodation centres; the curtailment of access to support for those who do not claim asylum as the earliest opportunity, or do not provide a full and accurate account of their circumstances; the replacement of the food voucher system (asylum seekers eligible for benefits received vouchers to buy food instead of cash) by a cash voucher system and the removal of the right of asylum applicants to work or undertake vocational training until they are given a positive decision on their asylum application, irrespective of how long they wait for a decision.

In the light of the above the authors conducted a study between 1999 and 2001 which explored the migration history of Ethiopian refugees and asylum seekers, their experiences adapting to the UK culture, their beliefs and practices in relation to health and their perceptions and experiences of the UK health and social care system. This paper will report the findings from this study and discuss the barriers and enablers that effect Ethiopians’ experiences of migration, adaptation and settlement and their impact on health. 

Methodology

The study used a multi-method participatory model whereby members of the Ethiopian community worked closely with the researchers at Middlesex University and were involved in every stage of the research process, including proposal writing, identifying participants, interviewing, transcribing taped interviews, translating to English, back translation, data validation, report writing and dissemination.

Qualitative data was collected through semi-structured depth interviews with 106 Ethiopians: 98 lay participants, 5 of whom had a history of diagnosed mental illness and 8 expert participants (Ethiopians providing professional services for Ethiopian refugees). The interviews, which were conducted in a place of interviewee preference (mainly their own home), focused on reasons for and experience of refugeedom, experiences of adaptation and settlement in the UK, social networking, health and sickness beliefs, lifestyles, health seeking behaviours and self care practices (see Box 1). 

Box 1 Depth Interview Questions

Eight Ethiopian research assistants were recruited and trained in interviewing techniques and conducted all of the interviews, mainly in Amharic. In order to collect quantifiable and supplementary data relating to personal details, housing, employment, education and training, benefits, use of health and social services, health status, lifestyles, culture and religion, each interviewee was also asked to complete a semi-structured questionnaire. Participants were identified by the interviewers through a combination of quota and snowball sampling. That is, participants were recruited through contacts with the Ethiopian community and through advertisements on an Ethiopian radio station and an equal number of Ethiopians of all age groups over 12 years, - relevant to the Ethiopian life cycle -, and an equal number of women and men, were aimed for. The Ethiopian life cycle categories were identified by the Ethiopian staff at the ECCUK as potential key markers of different experiences amongst the Ethiopian refugee community (see Table 1).

Table 1   Ethiopian Life Cycle

Transcribing, translating and back translating the interview data

Part of the research assistants' role was to transcribe the interviews. Where the interviews were conducted in Amharic the researchers also translated and transcribed them in English. In order to assure the quality of translations, a randomly selected translated transcript from each research assistant was back translated to Amharic by a different research assistant. The Ethiopian study director compared the two Amharic versions of each research assistant and confirmed their accuracy. It was found that although some expressions differed the conceptual meaning remained true to the original transcript. 

Analysis and validation

An initial analysis for the qualitative data was performed by the Ethiopian interviewers in order to elicit the main issues from their perspective. Further analysis was conducted using the constant comparative process of defining and redefining emerging themes in the light of new data. The emerging themes were then elaborated conceptually both from the data and by using theoretical and empirical constructs from the literature (Patton 1990). The validity of the qualitative analysis was achieved through researcher triangulation, and through comparisons with published literature. Given the methodological rigour and the advantages of a research team which included both 'insiders' (Ethiopians) and 'outsiders' (non-Ethiopians), the authors are confident that the qualitative findings have truth value, are dependable and are applicable to the rest of the Ethiopian UK community. Quantitative analysis was conducted using SPSS for Windows. Simple descriptive statistical analysis was performed and where possible relationships and associations were explored. Only those that were found statistically significant are reported. 
Strengths and limitations of the methodology

The strength of the methodological approach enabled access to Ethiopian asylum seekers and refugees and provided ‘insider’ knowledge (‘emic’ perspective). Further, the use of Ethiopian interviews enabled the collection of culturally sensitive and accurate information in the participants’ preferred language. The study’s participatory research model also resulted in capacity building for Ethiopian individuals and their community. The limitations to the methodological approach include the possibility that the interviewers, as ‘insiders’, may have taken some information for granted without adequate probing, which an ‘outsider’ interviewer may have pursued. Furthermore, as they may have identified with the participants, in some cases they did not ask about, or probe into, any trauma suffered. Another limitation is that the quantitative findings are not representative of the whole Ethiopian refugee community in the UK due to the sampling approach. 

Findings

This paper will report the findings from the depth interviews and the semi-structured questionnaires with all the participants. Where percentages are reported these refer to data from the questionnaire. 
Characteristics of participants

Tables 2 and 3 outline the characteristics of the participants.

Table 2 Gender, Marital Status, Ethnicity, Religion and Immigration Status

Table 3 Age Group
Migration, Adaptation and Settlement

Fleeing Ethiopia

Over half (50) of the lay participants reported that they had left Ethiopia for ‘political’ reasons. This included oppression due to ethnic background, political activity, lack of freedom to express opinion, harassment and coercion into joining allegiance with the ruling political party, corruption, to avoid being conscripted to war or escape the consequences of war. Of these nearly half (19) left following fear of, or actual, imprisonment of themselves or family members. Some of the participants who had been political prisoners reported that they had been detained in dark, overcrowded and suffocating conditions or to have been beaten and/or tortured. Others said that their family and friends had been killed and they feared the same fate. Only six (6) reported that they had left Ethiopia for economic reasons. 

Modes of escape from Ethiopia varied but commonly included using false travel documents and staying beyond the duration permitted by a visa. Getting to the UK was invariably expensive and the financial support of family and friends was often necessary. Those who obtained illegal travel documents did so at great cost usually through bribing officials or paying a ‘middle man’. Fifteen (15) participants reported that they had come to the UK via another country, most commonly via Bulgaria. 

Despite the participants’ compelling reasons for fleeing Ethiopia, a number of them described their difficulties in doing so.   For example, one participant explained his dilemma thus: 

‘I had a nice life in Ethiopia. I am not saying everybody was like me.  For the last twenty years I had a happy life.  In that country [Ethiopia] when I was working as a journalist, I had a good life.  Of course I had a rough ride too. I was in jail. However, at times I prefer prison to life in exile.   …I am trying to overcome the sequel of life in exile such as loneliness, lack of partner and family separation’.  (017 male: 472) 

Adapting to the UK Culture and Systems

One of the major transitions for the participants on arrival to the UK was losing their status as citizens and becoming a ‘foreigner’ and an asylum seeker. The stigma of this was compounded by the food voucher system. Difficulty with adapting to British culture was said by some participants to be a cause of stress, depression and poor health.

Although some participants had explicit aims to integrate by learning about British culture, adaptation was recognised by many as being partially dependent on the host society. Examples of reported assistance to adapt to UK society included information on various aspects of the social system, material and emotional support, opportunities for personal development such as English language classes, and help finding jobs or starting businesses.   Another factor contributing towards adaptation was the participants’ perceived advantages of freedom and democracy in the UK:

‘In the UK there is freedom and democracy.   There is also individual freedom.  People have the right to do whatever they want to do’.   (051female: 288)

For many, their religious belief and practice was also reported to give them hope, guidance, continuity, familiarity, and spiritual support during their struggle to adapt to the British culture.

Women were said by some participants to adapt better to life in the UK than men, because living in the UK had given many of them the opportunity to be liberated from a position of subjugation and become more active in public life. Men, on the other hand, were said to be more likely to experience difficulties adapting as many of them could not maintain their social status and position in the family. Variation in adaptation among different age groups was also found whereby young people often reported that they adapted more quickly, learning the language and accents better than older people. However, young people described problems adjusting to living independently of parents since in Ethiopia the family carries responsibility for children until they marry. They needed to learn to budget, cook, clean and make decisions for themselves as well as having to cope with the psychological impact of estrangement from their family. Adaptation was also found to be dependent on whether the participant originated from a rural or urban location and their length of time in the UK, although some participants did not feel a sense of belonging despite many years in the UK.

Settling in the UK

Experiences with the UK immigration department

Convincing the immigration department that an application for asylum was genuine was reported to be extremely difficult. This problem was reported to be compounded by the psychological consequences of political persecution in Ethiopia which had created insecurity and fear of authority. In 1999, the average length of time the Home Office took to process applications for asylum was eighteen months. Some of the participants had been waiting for a decision for over 5 years and they reported that this caused them considerable stress. 

‘The most important thing that stresses me is my immigration case. I sometimes have nightmares about it. I wonder if they are going to reject me’. (045 female: 437)  

Experiences with employment

Thirty three per cent of the participants reported that they were employed, 29% were unemployed, and 38% were students. Employment status is associated with the length of stay in the UK and immigration status. More of those who had been in the UK for five or more years (44%) were employed than those who had been in the UK for less than five years (9%) and more of those with ‘indefinite leave to remain’ (ILR) status were employed (47%) than those with ‘exceptional leave to remain’ (ELR) status (17%). There were only a small number of participants who reported that they had refugee status (7%) and of these 71% were employed.  

The participants reported a combination of barriers to getting work, such as little or no work experience in the UK (40%), lack of appropriate qualifications (38%) or UK recognised qualifications (27%), their immigration status (29%), their lack of English (27%) and discrimination (27%). More than a quarter of the participants (27%) felt they had experienced discrimination and racism when seeking employment. Other barriers included lack of money to travel to look for work, health problems, lack of affordable childcare support, and poor understanding of the employment system. A major problem for many of the participants was finding an occupation that was comparable to their occupation in Ethiopia. As many of the participants had been professionals, such as lawyers and accountants, migration to the UK had resulted in considerable downward social mobility for them.

‘Back home I was a university lecturer…(this) puts people in a special position in the society. I used to meet my ex-students working for different organisations. …They would wish me health and peace with respect. In this country however, I am nothing. I am nothing at all.’ (058 Male: 378)

On the other hand employment was reported to help them to settle in the UK and to gain a sense of belonging and citizenship. Many of the participants were, or had been working towards, removing the barriers to suitable employment through English language and vocational courses. Some were disappointed that even with (extra) qualifications they could not find appropriate work. 

Educational attainment 

Nineteen per cent of the participants had a Bachelor degree or higher degree and 10% had diplomas or professional or vocational qualifications. At the time of the interview 28% of the participants were either studying at university or on an English language course. However, financial hardship and housing problems created barriers to taking up or completing studies. Living in half-board accommodation also posed barriers when meal times coincided with times of courses.

Experiences with housing

Most of the participants lived in Greater London, most commonly in Haringey, Islington and Westminster. Those participants living outside Greater London resided in Liverpool and Leeds. Thirty per cent of the participants were housing association tenants, and 22% were council tenants, all of whom had been in the country for five or more years. Twelve per cent lived in bed and breakfast accommodation. Thirty six per cent of the participants lived in one room only (excluding kitchen and bathroom). 

Forty eight per cent of the participants were not satisfied with their current accommodation, these were mainly those that were homeless, living with friends, private tenants or those living in bed and breakfast accommodation. Lack of space and lack of privacy were the most common housing problems including having to share a kitchen and bathroom with several other people. Other issues revolved around the poor conditions of the building, noisy or hostile neighbours, insecurity of tenancy, and problems with the location.  Lack of safety was also a problem for some. Some of the women participants reported to be afraid of unannounced visits from their landlords. 

Material security

Around one third of participants (35) said they had financial difficulties and only twenty (20) said they were at least reasonably well off. These were generally in employment, although others in employment reported financial difficulties. Around one third of the participants (35) received income support - usually accompanied by housing benefit and a few participants (8) received unemployment benefit or food vouchers. Sixteen (16) were experiencing difficulties claiming benefits, including not being entitled, delays in processing claims, and protracted and complicated procedures. As reported above, low income prevented many participants from finding work as they could not afford the bus or train fares to travel to find work or to attend courses. Forty eight per cent also reported that their low income was a direct cause of illness. Having a low income prevented many from getting nutritious or culturally appropriate food (particularly for those in receipt of vouchers), or to be able to afford accommodation with adequate cooking facilities. Those living in half-board accommodation were often given little choice about what food they ate. This created difficulties for those of Christian Orthodox or Muslim faiths who do not eat pork or who fast.

Experiences with statutory social welfare services

Eighteen per cent of the participants were in contact with a social worker and 25% had been in contact with an Ethiopian community organisation. Thirty eight per cent had sought help from a solicitor or from other formal services, and 24% had sought help from interpreting services. Housing services were also frequently used, particularly the Homeless Person’s Unit which had been used by 24% of the participants. Fifty per cent of those who had used housing services gave negative comments about them such as ‘daunting’; ‘unhelpful staff’; a ‘poor service’; and ‘long waiting lists’.  Day services such as nurseries and day centres were very infrequently utilised by the participants.  

One of the reasons given for their low use of formal support agencies was Ethiopians’ reluctance to seek help from strangers and to fully express their needs when they did. This was particularly the case for women and children. Compounding this reluctance was that, in their experience, formal support agencies were not always sensitive to their plight.  On the other hand the participants reported that Ethiopian community organisations often played a crucial role in advocating for them and helping them access statutory services. Having a more personal relationship with their support workers, rather than a distant and impersonal one, generally appeared to have been preferred by the participants.

Social support

Many of the participants felt socially isolated and 27% said that their social life was better in Ethiopia than in the UK. In Ethiopia families and neighbours as well as friends were reported to be very important; neighbours were frequently described as being like ‘one big family’. Consequently many found it difficult to adjust to the British life-style, which was perceived as ‘private’ and ‘individualistic’. Attempts to recreate neighbourliness in the UK were often thwarted by a fear of being misunderstood. This led some participants to isolating themselves. Despite this, many of the participants (60%) said their friends were the main source of support when feeling unhappy and many (66%) would also look to friends for help with health or social welfare problems.  

Health and Sickness Beliefs and Practices

Health and sickness beliefs

The participants reported a number of beliefs about health. These beliefs were described in two ways, beliefs about prerequisites to health and indications of healthiness. Box 2 lists these beliefs in order of the number of participants reporting them.

Box 2 Meanings of Health
Happiness (Desta) was reported to be the most important prerequisite and indication of health. Happiness to the participants means fulfilling dreams; ambitions and basic needs; harmonious relationships; and physical and mental well-being. 

‘If your dreams are fulfilled … you have succeeded in achieving something. This means that you have fed your mental well-being with happiness….The food to our mental well-being is success, a bright future, satisfaction and happiness in life.’ (026 Male:189)

These explanations of happiness parallel those of healthiness, thus for Ethiopians healthiness is happiness and happiness is healthiness.

The participants held a number of beliefs about sickness causation which were influenced by their experiences both in Ethiopia and in the UK. Whilst for them happiness is seen as the primary ‘cause’ of health, disease is seen as the primary ‘cause’ of sickness. The beliefs about the causes of sickness are presented below in order of importance:

· Disease (germs and viruses spread through blood, air, food and water, poor cleanliness and sanitation)
· Food (eating the wrong foods, eating contaminated food)

· Climate and environment (pollution, flooding, swamps with malarial mosquitoes, weather changes, cold weather, too much sun)
· Accidents

· Poor socio-economic conditions (inability to afford to eat a balanced diet, keep clean, pay bills, and find suitable shelter)
· Depression and stress

· Unhealthy behaviours (unprotected sex, alcohol/drugs, smoking cigarettes, lack of exercise)

· Social isolation/loneliness

· Supernatural causes (God, Satan or evil spirits, magic, the evil eye)

· Other causes (included self-neglect, inherited disease and iatrogenic causes such as the bad effects of traditional medicines)  

Specific beliefs related to mental health and mental illness

Further analysis was conducted to understand the participants’ beliefs relating to mental health and mental illness because this emerged as an important theme.  The participants described mental health in behavioural terms, as a set of ‘can do’s’ such as ‘responding sensibly’, ‘communicating well’ and ‘being able to handle a crisis’, and as subjective experiences such as ‘being free of stress, ‘being confident’ and ‘being able to know right and wrong’. 

The participants distinguished between ‘normal’ reactive emotional problems (such as stress) and mental illness, referring to this as ‘madness’ (Ebidet). Some participants reported that ‘madness’ is thought to be due to possession by an ‘evil’ spirit or the effects of 'Buda' (evil eye). For some participants depression is also perceived as having supernatural causation.

‘… when someone is depressed in Ethiopia, people say it is an illness caused by Satan’.  (070 Male:206)
This association of mental illness with supernatural causation may explain why mental illness is stigmatised amongst Ethiopians.

 ‘…anyone that has mental illness is regarded as a mad person. So, no one wants to admit. No one wants to be branded as a mad person.  So, everyone with any symptoms of depression and some kind of mental illness would like to avoid being seen as one of the mad people back home. So, they would be forced to be secretive to their friends, relatives, even to the professionals when they suffer from that type of illness’.  (095 Expert witness: 583) 

Several psychosocial causes (psychological and social factors) of mental health problems were identified by the participants; these included traumatic events in Ethiopia such as persecution, having to endure many losses on migrating to the UK, and loneliness. Loneliness was seen to be a major cause of depression and stress, and these were in turn reported to be major causes of ill health.

‘When we were back home … we had no knowledge about depression. However, when we see refugees who came to this country… [and] leave their families or parents behind, they experience a lonely life here. They have no one to turn to for advice, they have no one to share ideas with, they have no one to consult’. (025 Female: 268)

Experiences of ill health

Sixty one per cent of the participants reported that stress or worry made them feel ill. They also reported that a number of socio-economic factors made them ill, including lack of money (48%), housing problems (37%), family problems (34%), unemployment (32%) and pollution (25%). Other factors included social isolation, lack of spiritual life, uncertainty of asylum decision and problems communicating in English.

Fourteen (14%) of the participants (including the 5 known to have a diagnosed mental illness) said they had suffered either from depression or mental illness since coming to the UK. Of these the majority were men (85%), half (50%) were employed and two were students. The majority had been in the UK over 5 years (80%) but none had been awarded refugee status. Furthermore, 45% of all the participants said they felt sad or unhappy for long periods of time. 
Help seeking and coping with ill health

The health care sought by the participants in the UK depended on the type or seriousness of the illness. When they had been ill in the UK the majority of the participants had visited a GP (74), used hospital services (34) or used self-care (34). Some (12) had consulted friends or family. There appeared to be a good level of knowledge about how to access primary and secondary health services. Nearly all the participants (97%) were registered with a GP and 78% found the UK health services easy to use. On the other hand only 36% of the participants had reported that they used dental services.
However, there were some participants who did not understand the primary care system or method of referral. Difficulty communicating due to a lack of interpreters was the main problem. Other negative experiences of the UK health care services were the long waiting times at hospitals and GP surgeries. Others said they had experienced poor or inappropriate treatment.  It is not clear whether this was due to prejudice and racism or simply bad medical practice. 

‘Throughout the five years, he (the GP) examined me and prescribed the medicine. … he never sought an interpreter… It was with my kidney performing only three per cent that I finally reached the doctors.’ (009 Female: 182)

Self-care such as using over-the-counter ‘modern medicines’ or eating ‘good’ or traditional foods was frequently reported to be the first action in minor illness. Most participants would also use Western medicine combined with some traditional remedies. Religious practices such as praying were also seen to be important healing acts.

Coping with mental health problems

The participants reported that due to the stigma of madness Ethiopians are secretive about mental health problems and likely to under-utilise mental health facilities. Instead political and social solutions for problems that caused stress were seen to be the answer for some, such as reducing social isolation. Drinking or bathing in holy water (Tsebele) and prayer was reported as a cure for madness when it was believed to have been caused by supernatural forces.

Having fun and laughter were seen as important to maintaining happiness and mental health, but some found this difficult in the UK. The participants described the following ways that they coped with stress in the UK: praying, crying, talking to friends, exercise, music, watching television, smoking, drinking, trying to be strong, thinking problems over, sleeping, eating, keeping busy, expressing feelings and spending money. Very few mentioned seeing a counsellor or their GP, however, of the 45% of participants who said they felt sad or unhappy for long periods of time 75% said they would like to talk to someone trained in working with refugees about their feelings. 

Comparisons between health care practices in Ethiopia and the UK

Traditional remedies were more likely to be sought in Ethiopia. Over half the participants (53) said they had used traditional medicine in Ethiopia, including consulting spiritual or traditional healers such as bonesetters. Traditional medicines were mainly used in Ethiopia for minor illnesses such as influenza, colds or tapeworm. For many illnesses (including serious ones) some participants prayed and bathed in, or drank, holy water (Tsebele). These remedies were sometimes used in conjunction with Western medicines. On the other hand less than half (44) of the participants had used a hospital or medical doctor in Ethiopia. For some, this would only be if they had a serious illness or following failure of traditional medicine or self-care, whilst for others it would be the first service sought. Self care was reported to be utilised equally in Ethiopia and the UK, although family and friends were more likely to be used as a source of informal care in Ethiopia, providing health advice, physical care and psychological support. 

Many participants (31) described negative experiences of health care in Ethiopia including shortages of healthcare facilities, unsanitary conditions at the facilities; and shortages of drugs, equipment and well-trained professionals. A few participants had experienced problems with traditional healers including wrong dosage of medicine and side effects, delayed treatment for serious illnesses, and ineffective or wrong treatment. In the light of this most participants acknowledged that the UK provided better health services than Ethiopia. However, for many of the participants the unavailability of family, friends and neighbours to give informal support and care, and lack of traditional Ethiopian remedies in the UK was seen as a negative aspect of living in the UK. 

Discussion

The impact of migration, adaptation and settlement on health

The accounts of the participants showed a variation of migration, adaptation and settlement experiences all of which impact upon their health in a number of ways. Furnham & Bochner (1986) argue that the experience of migration affects mental health and leads to greater levels of stress and mental illness. However, even though the refugees’ health may be compromised before they arrive in their host country, due imprisonment and torture, Smaje (1995) proposes that positive selection may take place whereby the healthy, younger and more able people are more likely to leave their country than those who are elderly or sick. The latter is possibly the case as there is some evidence that the physical health status of many asylum seekers on arrival to the UK is often good compared to the UK population (Wolhuter, 2003, Haringey Council, 1997). However, their health status may not be maintained as the health of many refugees declines in the first two or three years after arrival in the UK, mainly due to poverty, social exclusion, poor accommodation and poor nutrition (Gammell et al, 1993, Wolhunter, 2003, Vallely et al 1999). Barriers to healthcare for refugees also exacerbate their health problems (Vallely et al 1999). 

Berry & Kim (1988) maintain that there are four possible outcomes to migrants’ acculturation (process of transition) including marginalisation, separation, assimilation and integration which depend upon two factors: individuals’ desire to maintain their traditions; and their interest in positive contact with others, although as this study has found these are often impeded by societal factors, as will be discussed below. Berry & Kim (1988) have found that the outcomes to acculturation are associated with different levels of stress - integration being associated with the lowest levels of stress and marginalisation being associated with the highest level of stress. As stress is linked with poor mental and physical health, those who are marginalised are likely to have greater health care needs. They are also least likely to be able to access health services because of, for example, poor command of the English language, little understanding of the British health care system, and a preference for traditional health care. 

Barriers and Enablers to Adaptation and Settlement

Whilst the majority of the participants reported feeling marginalised and excluded by British society, a few suggested that they were beginning to settle and integrate into the wider society. The findings of this study indicate that positive settlement experiences were not dependent on length of stay, as some participants did not feel a sense of belonging despite many years in the UK, but on both personal and societal factors. This is echoed by Bloch (2000) who maintains that the settlement of refugees and asylum seekers depends on a range of factors including the policies of the country of asylum as well as the experiences and attitudes of individuals to exile.

Barriers to successful adaptation and settlement

This study has highlighted a number of barriers to the successful adaptation and settlement of Ethiopian refugees in the UK: including the stigma of being a refugee, difficulties in finding employment, living in poverty, living in poor accommodation, feeling socially excluded and isolated, having a poor command of English, and experiencing difficulties in understanding the host culture. These barriers have also been found by researchers in other countries, for example, an investigation into the initial settlement experiences of Ethiopian and Somali refugees in Toronto, Canada, revealed that these refugees faced social exclusion and multiple forms of disadvantage, including high unemployment, underemployment and overcrowded living conditions. These resulted in frustration and despair, which led some individuals, particularly young men, to exhibit suicidal behaviours (Danso, 2002).

On arrival to the UK, refugees face a number of prejudices and hostile attitudes, not least perpetuated by the popular media. Indeed, a survey of public opinion on attitudes to refugees and asylum seekers (MORI, 2002) stated that an increasing number of people (11% in 1997, 43% in 2000) polled about why people seek asylum in the UK said it was due to economic reasons/looking for work. Many had a grossly inflated idea of the percentage of the world’s refugees and asylum seekers who live in the UK. These views, often fuelled by the media, hamper refugees’ attempts to integrate and make a useful contribution to the host country. Sales (2002) proposes that the social exclusion and stigmatisation to which refugees are exposed damages their chances of settling, whilst racist discourse against asylum seekers impacts on everyone from these communities, whatever their legal status. 

This study confirms findings from other studies that asylum seekers and refugees share the problems of many other marginalised groups in British society, such as high levels of unemployment, poor housing and racism (Bloch, 2000, Carey-Wood et al, 1995, Woodhead, 2000). Ethiopian refugees’ experiences of racism is not unique to the UK, as Danso (2002) has also found that institutional and everyday racism towards Ethiopian and Somali refugees in Toronto created formidable barriers to integration into their new country. 

As well as the problems refugees share with other marginalized groups this study has found that Ethiopian refugees, like other refugees, also suffer the additional stress caused by their asylum status, separation from family, uncertainties about their future, and the need to adapt to a new culture. 

Enablers to successful adaptation and settlement

It is clear from this study that the reasons for leaving were compelling, and the cost was high, both financially and in human terms. The resourcefulness and resilience expressed by the participants in the face of their experiences reflects that seen in other refugees (Burnett & Fassil, 2002). This study has highlighted a number of other factors that enable adaptation and settlement. Personal factors include a desire for integration and a belief in the benefits of this, positive socio-economic circumstances, achieving refugee status or British citizenship, access to training and education and proficiency in English. Societal factors include the ease of access to health and social services, availability of social support, the democracy and freedom of the UK compared to Ethiopia, and the multicultural nature of British society.  

This study has also highlighted the importance of age and gender for adaptation and settlement. That Ethiopian women adapt faster than men is confirmed by a study by McSpadden & Moussa (1993). They found that better adaptation by Ethiopian women to the UK culture is due to the increased sense of freedom and opportunities for independence the women have in the UK compared to Ethiopia. On the other hand they have found that Ethiopian men are more likely to have experienced diminished social status through losing their position of authority in the family, or not getting work of the same status as they had in Ethiopia, leading to a feeling of lost pride and respect. In addition, religious belief and practice by the participants appears to have played a positive role in easing them through the process of adaptation to life in the UK. It helped many of them deal with their losses and also provided a sense of continuity, community and strength. It is likely that without this source of support many more Ethiopian refugees may have succumbed to mental health problems.

In order to summarise the concepts discussed in this paper the authors have provided a diagrammatical synthesis of the findings (see Figure 1). The conceptual framework illustrates the relationship between values and beliefs, the intervening migration process and the adaptation and settlement process. Positive experiences of these processes are likely to lead to better health outcomes for Ethiopian refugees.

Figure 1  A conceptual representation of the findings 

Conclusion 

This study has revealed that Ethiopian refugees’ experiences of adaptation and settlement are dependent on a number of barriers and enablers, both at a personal and societal level. Whilst this study has involved only Ethiopian participants it reveals similar findings with those of other studies. Therefore addressing the barriers to, and utilising the enablers to, adaptation and settlement is crucial in ensuring the physical and mental well being of these refugees. The findings of this study should therefore be taken into account by health and social care policy makers and practitioners. Services should be provided which breakdown the barriers to adaptation and settlement and facilitate settlement. Finally, this study has also revealed cultural beliefs concerning health that should be understood by practitioners working specifically with Ethiopian patients or clients to ensure that they are able to provide culturally competent care, that is care that is based on cultural awareness, knowledge and sensitivity which takes into consideration the Ethiopian peoples’ health beliefs, practices and needs.
The authors would like to thank the Community Fund for funding this study
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