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ABSTRACT 
General aim: To explore employment and mental health among people from Bosnia-
Herzegovina who came to Sweden in 1993-1994 due to the war. Hypotheses: 1) poor 
mental health is a barrier to employment; 2) exclusion from the labour market can lead 
to psychosocial stress. Methods: All data were collected from Oct 2001 to March 
2002. Quantitative studies: Cross-sectional survey questionnaire and longitudinal 
register study, including variables largely from the LOUISE database (years 1993 – 
1999). Six hundred and fifty people were randomly selected from 10 strata that 
included region (one urban (Malmö) and one rural (four municipalities in Småland) and 
levels of employment (study population, N = 4,185). Response rate: 63.5 %; n = 413. 
Qualitative study: Snowball sampled in-depth interviews (n = 26), tape-recorded and 
transcribed. Interviewees were from Bosnia-Herzegovina, in employment, unemployed 
or in rehabilitation, and living in the urban/rural regions (above). Results: Paper I 
explores associations between survey and register variables. Main mental health 
outcome: a high and a low symptom group were identified by using the symptom list 
from the Göteborg Quality of Life instrument (n =360). Binary logistic regression 
showed that unemployed men, men with long working experience in Bosnia-
Herzegovina, and women with much (but not most) employment activity, as well as 
women living in the urban region, were overrepresented in the high symptom group. 
Paper II presents study population estimates of survey variables; prevalence of the use 
of sedatives was 26.5%, sleeping tablets 26.2%, and antidepressants 22.3%. 
Consumption of alcohol (at some to considerable risk) and cigarettes was 5.1% and 
41.0%, respectively. Paper III presents longitudinal findings of registered labour 
market access, sickness and social benefit (1994-99) and their relation to the Göteborg 
Quality of Life high symptom group. In 1999, 62.4 % (of 412) had labour market 
access and 8.6 % of those eligible (n = 335) received sickness benefit. Survival analysis 
showed quicker access to employment for men compared with women. For women the 
delay was associated with belonging to the high symptom group. Older age was also 
associated with delay in access and binary logistic regression showed that older age 
increased the odds of belonging to the high symptom group. Paper IV explores the 
labour market process (from the outbreak of war to the labour market situation at the 
time of the interview) and perceptions of mental health in 22 interview transcripts. 
Qualitative content analysis highlighted the issue of war-time job loss and the 
importance of post-migration employment for mental health and well-being, as well as 
that the ability to work may be restricted by poor health (physical or mental) and that 
there may be a risk of exhaustion. Conclusions: While a level of mental health 
problems was expressed in the study, the problems did not seem to be mirrored by 
sickness benefit. However, access to the labour market was slow and although sickness 
benefit in the last follow-up year was high compared with the Swedish population that 
was not the case in the previous years, perhaps in part because many people had not yet 
had access to the labour market. Though data also suggests that a balance between 
employment and sickness benefit may be a better alternative for some in terms of 
health, overall it appears that faster access to employment is beneficial for perceived 
mental health. Keywords: mental health, labour market access, employment, 
integration, refugees, migrants, Sweden, Bosnia-Herzegovina.  



 
  

  

SAMMANFATTNING  
Syfte: Att utforska sambandet mellan arbete och psykisk ohälsa hos personer som kom till 
Sverige 1993-1994 på grund av kriget i Bosnien- Hercegovina. Hypotheser: 1) Dålig psykisk 
hälsa är ett hinder för inträde på arbetsmarknaden, 2) om man inte kommer in på 
arbetsmarknaden så blir detta en psykosocial belastning som senare utlöser dålig psykisk hälsa. 
Metoder: Samtliga data inhämtades under perioden oktober 2001 - mars 2002. Kvantitativa 
studier: Tvärsektoriell postenkätsstudie och longitudinell registerstudie av variabler inhämtade 
från LOUISE databasen (för år 1993 – 1999). Sexhundrafemtio personer randomiserades från 
10 stratum bestående av en storstadsregion (Malmö) och en glesbygdsregion (fyra kommuner i 
Småland), samt olika nivåer av arbetsaktivitet (studiepopulation, N = 4.1285). Svarsfrekvens: 
63.5 %; n =  413. Kvalitativ studie: Består av ‘snöbollsurvalda’ djupintervjuer (n = 26), vilka 
var bandinspelade och sedan utskrivna för analys. Intervjudeltagarna var från Bosnien-
Hercegovina; i arbete, utan arbete och i rehabilitering samt boende i storstadsregionen 
alternativt glesbygdsregionen (som ovan). Resultat: Artikel I utforskar sambandet mellan enkät 
och registervariabler. Huvudsakligt mått på psykisk ohälsa var en hög och låg symptomgrupp 
identifierade med hjälp av Göteborg Quality of Life instrument (n =360). Binärregregressions-
analys visar att arbetslösa män, män med lång arbetslivserfarenhet i Bosnien-Hercegovina och 
kvinnor med mycket (men inte mest) arbetsaktivitet samt kvinnor boende i storstadsregionen 
var överrepresenterade i högsymptomgruppen. Artikel II uppskattade prevalenser visar att 26.5 
% använde lugnande medel, 26.2 % sömntabletter och 22.3 % antidepressiva medel. Alkohol 
(någon till stor risk) - och cigarettanvändning uppskattades till 5.1% respektive 41.0%. Artikel 
III redovisar longitudinella fynd gällande registerat arbetsmarknadstillträde, sjukskrivning och 
socialbidrag (1994-99) och dess samband med den högsymptomgrupp som identifierats med 
hjälp av Göteborg Quality of Life instrumentet. Under 1999 hade 62.4 % (av 412) tillträde till 
arbetsmarknaden. Av dem som var berättigade till sjukpenning (n = 335) hade 8.6 % 
sjukpenning. Överlevnadsanalys visar ett snabbare tillträde till arbetsmarknaden för män 
jämfört med kvinnor. För kvinnor ökade det långsammare tillträdet risken att tillhöra 
högsymptom-gruppen. Tillträdet för äldre tog också längre tid och binärregressionsanalys visar 
att risken för att tillhöra högsymptom-gruppen även är större för äldre. Artikel IV utforskar 
arbetsmarknadsprocessen (från krigsutbrott till arbetsmarknadsläget vid tillfället för intervjun) 
och upplevelser av psykisk hälsa i 22 intervju-utskrifter. Kvalitativ innehållsanalys lyfter fram 
betydelsen av arbetsuppbrott i samband med krigsutbrott och betydelsen som arbete efter 
migration kan ha för psykisk hälsa och välbefinnande, samt den betydelse dålig hälsa (fysisk 
eller psykisk) kan ha för förmågan att arbeta och att det finns en risk för utmattning. 
Konklusion: Även om psykisk ohälsa var ett problem blev det inte synligt i form av 
sjukskrivning. Inträdet till arbetsmarknaden var långsam och även om sjukskrivningsnivån vid 
studiens sista uppföljningsår var hög jämfört med sjukskrivningsnivån i landet, så var den inte 
det under studiens tidigare uppföljningsår. Anledningen till detta kan dock vara att det tog lång 
tid att få tillträde till arbetsmarknaden. Överlag så verkar snabbt tillträde till arbetsmarknaden 
vara positivt för upplevd psykisk hälsa även om studien också indikerar att för vissa är en 
balans mellan arbete och sjukskrivning också positivt. Nyckelord: psykisk hälsa, 
arbetsmarknadstillträde, arbete, integration, flyktingar, miganter, Sverige, Bosnien-Hercegvoina  
 



 
 

    

 
SAŽETAK 
Cilj: Ispitivanje veze izme u zaposlenosti i lošeg psihi kog zdravlja kod osoba koje su zbog rata došle u 
Švedsku u periodu 1993–1994. god. Hipoteze: 1) loše psihi ko zdravlje predstavlja prepreku za ulazak 
na tržište rada; 2) izostanak pristupa tržištu rada postaje psihosocijalno optere enje koje kasnije dovodi 
do lošeg psihi kog zdravlja. Metodi: Svi podaci su sakupljeni u periodu od oktobra 2001. do marta 2002. 
god. Kvantitativna istraživanja: presje ni poštanski anketni upitnik i longitudinalna popisna studija 
varijabli preuzetih iz baze podataka LOUISE (za godine 1993-1999). Šest stotina pedeset osoba je 
nasumice izabrano iz 10 podskupova u koje spadaju regioni (jedan urbani (Malme)), jedan ruralni ( etiri 
op ine u Smolandu), kao i razli iti nivoi zaposlenosti (ispitani uzorak populacije, N = 4.1285). 
Frekventnost odgovora: 63.5%; n = 413. Kvalitativno istraživanje: Sastoji se od snimljenih, a potom za 
analizu transkribovanih, dubinskih intervjua (n = 26) gdje su uzorci uzeti po «snowball» metodu. 
Participanti u intervjuu su bili iz Bosne i Hercegovine; zaposleni, nezaposleni, u procesu rehabilitacije i 
nastanjeni u gorepomenutom urbanom ili ruralnom regionu. Rezultati: Nau ni rad I ispituje vezu izme u 
anketnog upitnika i popisnih varijabli. Glavni ishod u vezi sa psihi kim zdravljem: dvije grupe, jedna sa 
ja e i jedna sa slabije izraženim simptomima koje su identifikovane pomo u instrumenta «Göteborg 
Quality of Life» (n =360). Binarna regresija pokazuje da su nezaposleni muškarci, muškarci sa dugim 
radnim iskustvom iz Bosne i Hercegovine i veoma (ali ne najviše) radno aktivne žene, kao i žene 
nastanjene u urbanom regionu, izrazito zastupljene u grupi sa ja e izraženim simptomima. Nau ni rad II: 
Procjena prevalenci pokazuje je 26.5% koristilo sredstva za umirenje, 26.2% tablete za spavanje i 22.3% 
antidepresivne lijekove. Konzumiranje alkohola i cigareta je zastupljeno u 5.1% odnosno 41.0%. Nau ni 
rad III: predstavlja longitudinalne nalaze u vezi sa registrovanim pristupom tržištu rada, bolovanjem i 
nadoknadom za bolovanje (1994-99) i njihovom vezom sa grupom sa ja e izraženim simptomima koja je 
identifikovana pomo u instrumenta «Göteborg Quality of Life». Tokom 1999. god. 62.4% (od 412) je 
imalo pristup tržištu rada. Od onih koji su imali pravo na nadoknadu za bolovanje (n = 335), 8.6% je 
primalo nadoknadu za bolovanje. Analiza preživljavanja pokazuje da su muškarci u pore enju sa ženama 
brže stupali na tržište rada. Kod žena je sporiji pristup tržištu rada pove ao rizik za pripadnost grupi sa 
ja e izraženim simptomima. Tako e, starijim licima je za pristup bilo potrebno više vremena i binarna 
regresija pokazuje da viša starosna dob pove ava vjerovatno u za pripadnost grupi sa ja e izraženim 
simptomima. Nau ni rad IV: ispituje zbivanja na tržištu rada (od izbijanja rata do trenutka sprovo enja 
intervjua), kao i na in doživljavanja lošeg psihi kog zdravlja u 22 transkripta intervjua. Kvalitativna 
analiza sadržaja isti e zna aj gubitka posla zbog izbijanja rata, zna aj koji zaposlenost nakon migracije 
može imati za psihi ko zdravlje i osje aj zadovoljstva životom, kao i da radna sposobnost može biti 
ograni ena zbog lošeg zdravlja (fizi kog ili psihi kog) i da postoji rizik od iscrpljenosti. Zaklju ak: Iako 
je loše psihi ko zdravlje problem, on nije postao vidljiv u vidu odlazaka na bolovanje. S jedne strane, 
stupanje na tržište rada se odvijalo sporo i iako je odlazaka na bolovanje u posljednjoj godini koju je 
istraživanje pratilo bilo više u odnosu na prosjek u zemlji, to nije bio slu aj tokom ranijih godina koje je 
istraživanje pratilo. Razlog je možda to što je proces stupanja na tržište rada trajao duže. Op e gledaju i, 
brzo stupanje na tržište rada ima pozitivan u inak na doživljaj psihi kog zdravlja iako istraživanje tako e 
ukazuje na to da kod nekih osoba ravnoteža izme u rada i bolovanja tako e ima pozitivan u inak na 
psihi ko zdravlje. Klju ne rije i: psihi ko zdravlje, stupanje na tržište rada, pristup tržištu rada, 
zaposlenost, integracija, izbjeglice, migranti, Švedska, Bosna i Hercegovina. 
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PROLOGUE
I am a migrant, a Swedish-born emigrant, foreign born, immigrant. My husband is also 
a migrant, British-born, of emigrant background. Thus, our marriage is interethnic, 
cross-cultural, transcultural. We share many things in life.  
We are currently residents of an East London borough, UK. The area is ethnically, 
culturally, religiously, economically, and politically diverse. It is a plural, multiethnic, 
multicultural society. It is a nice place with friendly neighbours.  
We have two children. Our first born is a girl, Swedish by birth, with a Swedish 
identity number and passport. Our second born is a boy, British by birth, with a British 
passport (and as I am Swedish, he too has a Swedish identity number). We are a 
bilingual family; constantly mixing languages, even within sentences.  

I have worked in the health sector since my teens. After graduating 
from the Red Cross School of Nursing and Health in Stockholm in 1997, I started my 
first job as a registered nurse in London. During my studies, four fields had seemed 
particularly interesting: epidemiology, refugee migration, human rights, and psychiatry. 
After a period of clinical practice I turned to public health and completed an MSc & 
Diploma course in Public Health at the London School of Hygiene and Tropical 
Medicine in 1999. The course stimulated my interest in the four fields and after clinical 
and public health work at NGOs (‘Alcohol East’ in London and ‘Medicine Du Monde 
Sweden’ in Stockholm), I wanted to learn more about them. I came to realise that my 
main supervisor was researching in a field, “Transcultural Psychiatry”, that in many 
ways combines what I was interested in. I was given the opportunity to deepen my 
knowledge through this PhD, and started in 2001. 

For me, science is a cumulative learning process; in medical science 
this preferably involves the description and analysis of theory (and paradigm) as well as 
methods and data. It involves critical thinking and ethical reasoning. Conclusions are 
drawn for the purpose of benefitting the health of individuals and populations. I see no 
hierarchy or contradiction between “quantitative” and “qualitative” research. They are 
different approaches to learning about and understanding aspects of the surrounding 
world. As I believe that humans tend to categorise the world in order to understand it 
and are inclined to generalise experiences, I find it important also to remember the 
pluralism of individual experience; that people and populations consist of humans, each 
with their own interpretation of life and definition of health and illness, identity, 
culture, religion, and belonging.  
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BACKGROUND

Study initiation and overview  
The idea of the study behind this thesis stems from discussions that my main 
supervisor, Solvig Ekblad, Associate Professor in transcultural psychology at 
Karolinska Institutet and the Stress Research Institute at Stockholm University 
(formerly the National Institute for Psychosocial Medicine, which closed on 1st October 
2007), and my second supervisor, Jan Ekberg, Professor of Economics at Växjö 
University, had in relation to findings from Jan’s research. Jan had observed that 
among the 48,000 persons registered in Sweden as immigrants from Bosnia-
Herzegovina due to the war in 1993 and 1994, access to employment varied greatly, 
depending on where in Sweden they lived [1]. The question was whether these 
observed differences could have any links to health, especially mental health. Solvig 
and Jan put together a proposal for funding in October 2000 [2] with the intention to 
test the primary research question: “Is poor mental health a barrier to employment?” I 
became involved to explore the relationship between employment and mental health 
among refugees from Bosnia-Herzegovina, and the study was further detailed. While 
the aim and hypotheses stated in the application remained the same, the main research 
question of my thesis and its original title [3] were altered. This was done because the 
thesis relied to a large extent on the longitudinal register study and, as discussed in 
Paper III, it turned out that the data were not adequate for the necessary tests. Hence the 
new title: “Mental health and employment amongst persons who resettled in Sweden in 
1993-1994 due to the war in Bosnia-Herzegovina”.  

The term “resettled” refers in this context to the process of settling 
down after migration, in this case after forced migration. Migration has been defined as 
a “…process of social change whereby, an individual moves from one cultural setting 
to another for the purposes of settling down either permanently or for a prolonged 
period” (page 216) [4]. The term resettles refer specifically to the latter stages of the 
migration process; the Compact Oxford Dictionary defines “resettle” as: “to settle or 
cause to settle in a different place” [5], and “settle”: “(often settle down) adopt a more 
steady or secure life, especially through establishing a permanent home” [6]. Thus, the 
term in the title does not refer to the resettlement tool and the mechanism for sharing 
the responsibility of providing protection for a selected few refugees at risk [7] but to a 
wider group of people who came as refugees to, and settled in, Sweden.  

Health Promoting Introduction 
The thesis was conducted as part of the umbrella project “Health Promoting 
Introduction” (HPI), commissioned by the Swedish Integration Board during the years 
2001 – 2005 [8]. The project had four main goals, focused on: a) experiences of 
refugees and other immigrants during the Introduction and in relation to the wider 
integration process, and effects on health, in particular psychosocial/mental health; b) 
the way in which municipalities consider ill-health/health amongst refugees and other 
immigrants, and the development of a model that could be used for collaboration 
between different departments within the public sector, private sector, social networks 
and the newly arrived immigrants in the municipalities. In addition to the thesis, I was 
involved in a second HPI sub-project: “Health and Integration with a focus on 
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discrimination and racism among school children”; this was a one-year project using 
qualitative and quantitative methods to explore the relationship between discrimination 
and racism and health, primarily among children participating in the Introduction 
program [8]. It was within the framework of the second sub-project that the health and 
human rights paradigm was explored in greater depth, and within this framework I was 
also involved in the supervision of an MSc student regarding children in detention in 
Australia [9]. The parts I have been working on focused mainly on a) above. There was 
also a third HPI sub-project “Strategies for a health promoting introduction”, 
undertaken by another doctoral student at the time, Fredrik Lindencrona, that mainly 
focused on b); results are available in his thesis [10].  

Time schedule and funding 
Planning, preparation and data collection for the thesis study as well as sub-project 2 
took place during the period 2001 – 2003 (for details see Table 1). Data analysis started 
in full in 2004. In 2005 I moved to London and started working part-time. In addition, I 
took a year out (July 2006 – August 2007) in connection with the birth of my second 
child. The period of analysis ended in May 2009.The funding for the study came from 
diverse sources; the largest funder has been the Swedish Integration Board, with co-
financing from the European Refugee Fund and the Research and Development Unit at 
Huddinge Hospital. I have also received a PhD study grant from the Department of 
Clinical Neuroscience, as well as funding through my main supervisor. 

Table 1 Detailed time schedule for planning and preparing the study, and data 
collection period (2001 – 2003)
Year Date 
2001 15 March - Part-time work on thesis/HPI project: Collaboration with SCB re: sample 

size and selection, and questionnaire development, ordered register 
variables, wrote ethics committee application, worked on interview guide  

 1 April/18 June Started full-time/Ethical approval 
 May – September Translating, piloting, and analysing piloted survey questionnaire 
 19 Sept Registered as PhD student at Karolinska Institutet 
 2 October First mail out of questionnaire (1st mail out) 
 10 October Started preparing for interviews and selection for 1st round of interviews 
 17 October Reminder and Thank You letter (2nd mail out) 
 31 October Reminder and questionnaire (3rd mail out) 
 13 November Final mail out (4th mail out)  
 14 December In-depth interviews in Malmö completed (1st round) 
2002  10 January Selection/conducting in-depth interviews in Malmö (2nd round ) 
 15 January Data collection questionnaire survey (sub-project 1) ends  
 1 February Selection/conducting in-depth interviews in Småland (3rd round) 
 7 February In-depth interviews in Malmö completed (2nd round) 
 1 March  In-depth interviews in Småland completed (3rd round) 
4 April – 11 November Maternity leave in connection with the birth of my first child  
 18 December Start of sub-project 2 
2003 9 October Data collection sub-project 2 ends  
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Thesis outline 
The overall aim is to increase knowledge about the relationship, among persons who 
came to Sweden from Bosnia-Herzegovina due to the war in 1993 – 1994, between 
perceived mental health and access to the Swedish labour market. Two hypotheses are 
posed: 1) Poor mental health is a barrier to employment, and 2) exclusion from the 
labour market can lead to psychosocial stress. Leading up to the section that details the 
aim, objectives etc., the background starts with a review of aspects of war and forced 
migration, including the war in Bosnia-Herzegovina. Also covered is integration both 
as a broad contemporary issue and in relation to the Swedish context of immigration 
and history, policy, and labour market access, the reception and introduction of 
refugees in general and for persons from Bosnia-Herzegovina in particular. The impact 
of stressful events on mental health is then reviewed, as are some key definitions of 
health and illness, to aid the general understanding and discussions on methods / 
measurements. Next the health and human rights paradigm is presented, including what 
are considered to be related and important fields (i.e. bioethics, transcultural psychiatry, 
public health, and employment and health). Two specific theoretical frameworks are 
then tied together as being particularily important to the understanding of refugee 
mental health and labour market employment and integration. After the detailing of 
aims etc., the methods section presents the three methods used (quantitative: cross-
sectional postal questionnaire and register study; qualitative: in-depth interviews); these 
are discussed after the presentation and discussion of results. The thesis ends with a 
conclusion and some suggestions for policy and further research.     

War and forced migration  
As the present thesis concerns refugees, the reasons underlying refugee migration, as 
well as the process of migration, are discussed in this section. The persons concerned in 
this study came to Sweden due to the war in Bosnia-Herzegovina. War is one of the 
main reasons for refugee migration and it affects civilians both directly (through for 
example systematic bombing) and indirectly (such as through lack of health care) [11]. 
One of the most common ways to evaluate the effects of war is to look at estimates of 
civilian war deaths; these estimates vary depending on the methods used (survey, age 
distribution analysis before and after war, or passive surveillance methods such as 
eyewitness and media reports) [12]. While acknowledging the difficulties in deciding 
on what constitues a war-related civilian death, the late Douglas Holdstock [11] argued 
that although the number of wars did not increase much in the twentieth century, 
recorded estimates indicate that war-related deaths reached unprecedented rates, with 
civilan deaths amounting to nearly twice those of soldiers. In 1990, war was identified 
as the third most common cause of intentional deaths world-wide (after suicide and 
homicide) [13]. Population-based estimates (derived from retrospective, nationally 
representative data on sibling history from the World Health Organization’s (WHO) 
household surveys conducted in peacetime in 13 countries, including Bosnia) show that 
violent war deaths in the period 1995 to 2002 totalled 5.4 million (95 % CI: 3.0 to 8.7 
million), with an annual war death rate of 36 000 (95 % CI: 16,000 to 71,000) [12]. 
Media reports are said to have covered about a third of these deaths [12]. 
 The effects of war go beyond the loss of life. It has been argued that the 
most common effect of war is homelessness [11]. Other common effects, albeit with 
some measurement difficulties (often in the direction of underreporting [14, 15]), are 
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elevated rates of morbidity and disability, for example due to injury and infectious 
disease [15, 16, 17, 18], and psychological trauma [Paper V] . Furthermore, war has a 
devastating effect on the social and cultural fabric; it instills terror and social 
polarisation, breaks up families and communities, breaks down the rule of law, 
threatens people’s history, value systems and identity (although this is difficult to 
capture with statistical measurement) [19, 20], and forces people to move within and 
outside their country of origin [7]. As with estimates of war-related civilian deaths, the 
collection of accurate data on displaced populations faces many obstacles, which again 
may affect the accuracy of estimates [21]. While bearing in mind a level of 
uncertaintly, UNHCR (United Nations High Commissioner for Refugees) statistics 
show that at the end of 2008, 42 million people were forcibly displaced in the world 
[7]. Of these, 80 % were in developing countries, with the majority displaced internally 
within their region of origin or in neighbouring countries [7]. During the 1990s, the 
number of refugees and internally displaced persons increased by about 40%, from 
around 30 million in 1990 to more than 47 million in 1999 [22]. The UNHCR 
estimated that there were 16,280,100 refugees world-wide in 1993 and 15,703,100 in 
1994 [23]. Figures also show that in 2008, the UNHCR submitted about 121,000 
refugees for resettlement consideration (quota refugees) world-wide, which is less than 
1 per cent of all refugees world-wide but the highest number since 1993 [7]. The 
migration journey is often dangerous (enhanced by increasingly stringent Western 
border controls) [24, 25, Paper V]. However, compared with what is known (and has 
been known for some time through media reports and human rights monitoring) about 
risky journeys undertaken by people from countries with grave human rights records, 
little health research has been directed towards systematically recording the impact that 
such migration-related traumatic events have on health/mental health [25, Paper V]. In 
2007, 147 states (including Sweden) were parties to the 1951 Convention and/or the 
1967 Protocol Relating to the Status of Refugees [26], and as such were obliged to 
grant asylum to persons referred to in these documents as refugees [26]. The UNHCR 
states that a refugee is “a person who is outside his or her country of nationality or 
habitual residence; has a well-founded fear of persecution because of his or her race, 
religion, nationality, membership of a particular social group or political opinion; and is 
unable or unwilling to avail himself or herself of the protection of that country, or to 
return there, for fear of persecution” (page 6) [27]. In practice, the definition of a 
refugee varies between countries [28, Paper V].   

Bosnia- Herzegovina 
As already mentioned, the study population in focus in this thesis is from Bosnia-
Herzegovina. Briefly, the history of the war in 1992 – 1995 is related to the breakdown 
that followed the death in 1980 of Josip Broz Tito (described as a revolutionary and a 
statesman [29]) after nearly 50 years of Communist rule. Slobodan Miloševi
(background in law, economy and banking; died in 2000 [30]) became president of the 
Serbian Republic, and in 1987 with an extremist Serb nationalist agenda called for a 
new recentralised Yugoslavia [31]. In Bosnia-Herzegovina, the increased political and 
social instability culminated with the outbreak of war after the vote for independence in 
1992 [32]. In April 1992, independence was officially recognised and in May 1992 
Bosnia-Herzegovina became a full member of the United Nations [31]. Independence 
was contested by Miloševi ’s Serb-dominated army of Yugoslavia (over 60 per cent of 
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Yugolsavia’s military industries were based in Bosnia [33]) and by the president of 
Croatia, Franjo Tu man (background in the military academy and dissident politics; 
died in 1999) [34]. In August the same year, the Special Rapporteur of the Commission 
on Human Rights reported systematic, massive and grave violations of human rights 
and humanitarian law, driven primarily by ethnic cleansing, in most parts of former 
Yugoslavia but particularily in Bosnia and Herzegovina [35]. The violations included 
harassment and discrimination, killings, beatings, torture, and intimidation through 
shootings and throwing of explosives into people’s homes at night, as well as arrests, 
detention, and people disappearing. There were also reports of religious and cultural 
centres being attacked, food supplies cut off, hospital treatment refused, shelling, 
houses burnt, and people forced out of their homes and areas where they lived and 
compelled to sign documents stating they would never return [35]. Killings and 
disapperances intensified in 1992 and 1995 [36]. It has been estimated that 25,000 
women were raped during the conflicts in Bosnia and Croatia [17]. One review [16] 
suggests that estimates of deaths in Bosnia (1992-95) ranged from 35,000 and 250,000, 
making it the fourth most deadly conflict in the world after Rwanda, Angola and 
Somalia. More than 200,000 people were injured, 13,000 – 20,000 were permanently 
physically disabled (including 5,000 with amputations) [17, 32], and about two million 
were displaced; about one million of them outside Bosnia-Herzegovina [32, 36]. The 
war ended with the signing of the Dayton Agreement in 1995, which recognised the 
existence of two entities; the Federation of Bosnia and Herzegovina and Republika 
Srpska (see map in Box 1). The most recent census is from 1991, when the population 
totalled 4,377,033 [37].  

Box 1. Map of Bosnia-Herzegovina [38]. 

Box 2. Map of Sweden [39], highlighting 
the study municipalites (2 regions). 
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Post-migration: Integration 
Employment, which has a large focus in this thesis, is commonly used as a measure of 
social integration. Hence, after a broad definition of the concept integration, this section 
goes on to discuss integration in relation to diverse populations, as reflected on in 
contemporary political philosophy. The Compact Oxford Dictionary [40] explains 
integration as “1. The action or process of integrating. 2. The intermixing of peoples or 
groups previously segregated”. Philosophy Professor Will Kymlicka [41] emphasises 
that pluralistic and diverse societies are not new constructs, and so far, virtually all 
ethnocultural minorities seek to participate in society. The difference today has to do 
with a reaction to the ‘model of normalcy’, which in the past largely ignored diversity; 
the ‘normal’ citizen was the ‘able-bodied, heterosexual white male’, and those who 
deviated from the norm were excluded, marginalised, silenced, or assimilated. 
Kymlicka argues that liberal democracies have historically resisted integration and 
opted for assimilation (which would make immigrants identical to native-born citizens 
with regard to e.g. speech, leisure activities, and identities) to ensure that immigrants 
became loyal and productive members of society. However, the assimilation approach 
was criticised, partly because of the absence of evidence that integration decreases 
loyalty and partly because assimilation imposes an unfair cost on immigrants (the array 
of state-imposed requirements is often both difficult and costly for immigrants to meet). 
A more tolerant, multicultural, approach was called for, where ethnic heritage could be 
maintained through the integration process (i.e. through integration into common 
institutions operating in the majority language) [41]. This is also held to be “… the 
most conductive to long-term well-being” (page 138) [42].  

Sweden 
Sweden is the country of concern regarding post-migration integration and related 
labour market possibilities for the study population. This section presents information 
about the general population and the five municipalities in which the study population 
lived at the time of data collection in 2001 (see map in Box 2: Malmö= region 1; 
Gislaved, Gnosjö, Vaggeryd, and Värnamo = region 2). In December 2008, population 
of Sweden officially numbered 9,256,347, of whom 13.8 % were categorised as 
“foreign born” [43]. The estimated density is 22 inhabitants per km2 with a very uneven 
distribution; 10 % of the population live in the north in an area equivalent to more than 
50 % of Sweden, while another 10 % live in the south on an area equivalent to about 2 
% and 17 % live in the three largest municipalities (Stockholm, Göteborg and Malmö) 
[44]. For more detailed demographic and socioeconomic information about these 
municipalities, as well as the whole Swedish population in 2001 (the time of data 
collection), see Table 2 (page 12).  

Swedish history of migration and integration 
Social integration and conditions for labour market participation are related to general 
politics, and to policy on as well as patterns of migration. The perception of integration 
and whether or not it is chosen as a political strategy vary over time and between 
countries. Sweden is often described as an egalitarian country but, as psychologist and 
Professor Charles Westin explains, power is highly centralised and there has been 
criticism about the experiences of marginalised minority groups not being taken into 
sufficient account [46].This system of central control and egalitarianism has, as Westin 



8

further writes “… characterised the integration models in Sweden” (page 2) [46]. Even 
though Sweden has aimed for a policy of integration – defined by the County 
Administrative Board (the government authority responsible for the operative 
supervision of refugee reception) as a social process which enables the creation of an 
entity based on the interest, experience and distinctive character of different groups (as 
opposed to assimilation, which demands adjustment to the norms and behaviours of the 
majority, with consequent changes in identities) [47] – the reality is still much that of 
assimilation. The effects of this system are evident not only in integration models but 
also in the Swedish health care system; though open to all residents, it strongly 
distinguishes between insiders and outsiders: “… an egalitarian ideology in a context of 
facilitated access to high level health care services for the insiders” (page 13) [48].  

According to Westin [46], there is a widespread national myth that 
Sweden used to be ethnically homogeneous; as he points out, the Swedish population 
has practically always been multicultural. In fact, as Westin argues, about 300 years 
ago Swedish speakers were in a minority; the population of what was then Sweden also 
consisted of Saami and Finish people, as well as Russians, Germans and Poles. There 
was, however, a period, from the mid-1800s until the 1930s, when emigration from 
Sweden predominated; moreover, in 1900–1930 xenophobia and racism were rife and 
Sweden’s borders were more or less closed [49]. With World War II, attitudes tended 
to change and during 1940 – 1948 the borders were opened primarily for refugees from 
neighbouring countries (Finland, Denmark, Norway, Estonia and Latvia) as well as for 
survivors (about 30,000) from the Nazi concentration camps [46]. As Westin further 
highlights, at that time there was no organised refugee reception; a labour shortage 
enabled many men and women to find work in industry and forestry, and this 
experience formed the model for integration policy in the next forty years [46].  

A marked change in the debate about foreigners and refugees occurred 
in 1947, partly due to the UN initiative to create an international platform for refugee 
policy (this forced Sweden to relate to international positions regarding foreign and 
asylum policy) and partly to the beginning of debates and policies about labour 
immigration [49]. A continuous labour shortage in 1949 – 1971 led major companies to 
recruit skilled labour from Finland and Southern Europe (including Yugoslavia) [46]. 
In 1954 the five Nordic countries established a common labour market and restrictions 
on immigration were implemented in 1967, requiring non-Nordic immigrants to obtain 
a work permit before arrival [46]. The National Board of Immigration was set up in 
1969 and not long after, in 1972, as Westin points out, the Swedish Labour 
Organization (LO) objected to further labour migration and the free entry of labour 
migrants to Sweden came to an end [46].  

In 1972 – 1989 immigration was largely dominated by asylum-seekers 
from Africa, Latin America, and the Middle East [46]. A new integration program was 
introduced in 1975, with the slogan: ‘equality, freedom of choice and partnership’, 
followed a decade later by the ‘Countrywide strategy for refugee reception’ (‘Hela 
Sverige strategin’) [46]. The latter shifted responsibility from the Labour Market Board 
to the municipalities [50], social assistance for refugees for an eighteen-month 
introductory period was introduced [51], and newly arrived refugees and other 
immigrants could no longer choose where to settle down but were spread throughout 
the country [44]. The aim was to improve Swedish language skills and facilitate access 
to the labour market [52]. Other arguments were the need to distribute the cost of 
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receiving asylum-seekers and refugees, to prevent the emergence of ethnic clusters, and 
to make efficient use of available housing [44]. The dispersal policy was modified in 
1994, when newly arrived refugees and other immigrants were again free to choose 
where to live, providing they arranged their own accomondation [44]. In 2006, about 
30 percent of newly arrived persons were received in accordance with the former 
dispersal strategy [44].  

After becoming a member of the European Union (EU) in 1994, 
Sweden is linked with wider EU policy and practice. Since the Maastricht Agreement 
in 1992, Western Europe has begun to open borders for internal migration while at the 
same time closing borders for immigration from non-European countries [46, 53]. 
European asylum policy has undergone a notable change from an emphasis on human 
rights and the protection of refugees to the deterrence of ‘economic migrants’ [54]. 
More importance was attached to burden sharing, protection of national borders, the 
building of Fortress Europe [46, 53] and migration management. This has been 
motivated, at least in part, by economic arguments such as: “[c]loser cooperation and 
integrated policies can help countries to protect their borders without obstructing the 
economic development and international trade that can enable the effective 
management of international migration” (page 36) [55]. Gradually, a range of 
mechanisms has been put in place that makes claiming asylum difficult and puts 
migrants, particularly those judged to be “… undeserving of the protection and welfare 
provision of EU states” (page 397) [25], at high risk of social exlusion and many of the 
deterrence policies pose a risk to mental health [56, 57, Paper V]. Furthermore, while 
the period of waiting for asylum has been found to have a negative effect on mental 
health [58], there are also problems with the accelerated asylum decision procedures. 
These are classified into ‘inclusionary’ (to speedily grant refugee status) or 
‘exclusionary’ (to speedily deny refugee status), and in the EU it seems that 
exclusionary asylum policies have become the rule rather than the exception [59]. This 
approach has given rise to concern that fairness is being compromised by efficiency – 
because of the difficulties in assembling the supporting documentation in a short time – 
and this risk having particularily negative effects on, for example, torture victims and 
persons with trauma-related mental disorder [59], as well as other persons with mental 
health problems.   

Labour market access  
Access to employment is related to societal processes and varies over time as well as 
between countries of resettlement and between groups from different countries. The 
European Council on Refugees and Exiles (ECRE) has highlighted employment as a 
key to integration and to the prevention of exclusion amongst asylum-seekers and 
refugees because of its ability to provide self-sufficiency and the psychological benefits 
of increased confidence, ability to cope and relate to the host society [60]. Rates of 
employment and unemployment among people who had immigrated to Sweden, having 
previously been about the same as among people born in Sweden, started to deteriorate 
after the mid 1970s [1]. The situation worsened during the 1980s despite an economic 
boom and high levels of education among those who immigrated (many of them 
refugees) [1], and continued to do so for refugees during the 1990s [1, 61].  

Economist and Associate Professor Dan-Olof Rooth [62] looked at the 
probability of employment in 1995 – 1996 for people from 12 different nationalities, 
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four to eight years after they were granted permanent residency. He found that in 
general, the average educational level in all refugee groups was high compared with the 
Swedish population, though there were large differences between the groups. Many of 
the refugees in the study were active on the labour market at some point during the 
year, though not continuously, and again there were inter-group differences with regard 
to the level of success in access. Contrary to the common belief that geographical 
closeness would have a positive impact on the integration process, several non-
European groups had a better labour market situation than some of the European 
groups. Furthermore, there were great variations between groups of immigrants from 
neighbouring nationalities in different geographical regions. Educational background 
(either through education in the country of origin or time spent in the Swedish 
educational system) was not found to improve the probability of employment [62].  

Perhaps the most important of Rooth’s findings was that the shorter the 
time spent outside the labour market, the higher was the probability of being in 
employment, i.e. experience from the Swedish labour market had a strong positive 
effect on the probability of being in employment [62]. Other factors that have been 
suggested as important to access to the labour market are the time lived in Sweden and 
age on arrival [63]. Moreover, collected evidence has indicated discrimination in the 
labour market on the basis of language, ethnicity and gender [63, 64, Paper III]. 
Regarding gender differences, the Swedish labour market is considered to be extremely 
gender divided, with one labour market for women and one for men [65]. Women are 
also employed to a much higher extent in lower levels of decision-making positions and 
men in higher [65]. These patterns are reflected in refugee populations [62, 65]. In 
2000, the Swedish government acknowledged that the norm in relation to the Swedish 
labour market was an ethnic Swedish-born civil servant without disabilities and of the 
appropriate age [66]. It also turned out that the dispersal policy had been integrationally 
counterproductive. People were mainly placed in municipalities that natives were 
tending to abandon; although housing was available, employment opportunities were 
limited [67]. It has been argued that the dispersal policy may also have contributed to 
the portrayal of refugees in Sweden as help needing and resource poor [68].  

Refugee reception: Introduction 
The persons concerned in this thesis who came to Sweden because of the war in 
Bosnia-Herzegovina are all considered to be refugees. Even so, as shown in Paper III, 
not all those in the study sample were granted residency on the basis of refugee status. 
In fact, according to the UNHCR, while refugee status is a common form for protection 
in other EU countries, such as Germany and France, and subsidiary protection status is 
a complement to refugee status, the opposite applies in Sweden [69]. In an overview of 
subsidiary (complementary) forms of protection in the EU, the European Council on 
Refugees and Exiles (ECRE) defined, for the purpose of their report, the term 
subsidiary as “… any status, other than Convention refugee status, which is afforded to 
persons who may/can not be returned to their country of origin” (page 3) [70]. 
According to the report, subsidiary protection in Sweden refers to persons who 
otherwise need international protection; safeguards against refoulement; 
reconsideration of a decision to expell; humanitarian reasons [70]. For details about 
beneficiaries of subsidiary protection in Sweden, see endnote1. As argued by the 
UNHCR in 2007, for many years this has been the main form of protection granted in 
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Sweden and the numbers are often high; at the same time, the “… recognition rate for 
refugee status has for a long period of time been considerably lower than the European 
Union average” (page 81)  [69]. Asylum applications in Sweden take the form of a 
written application to the Swedish Migration Board, which also conducts an interview 
before making a decision on the claim [71]. If the time required to process the asylum 
claim is expected to exceed four months, the asylum-seeker is allowed to take up 
employment [72]. If the application is granted, the asylum-seeker receives a permanent 
or temporary residence permit and is thereby discharged from the Swedish Migration 
Board [71]. If the application is turned down, the decision can be appealed to the 
Migration Court (introduced in 2006); if the Court upholds the Board’s ruling, this 
decision can be appealed in turn to the Migration Court of Appeal [71].   

A refugee is defined by the Swedish Migration Board as a “foreign 
citizen who has been granted a residence permit in Sweden because he or she has 
sought and been given sanctuary here” [28]. Sweden is one of 16 countries admitting 
quota refugees (people suggested by the UNHCR as in greatest need of resettlement) 
[7]. Of 90,021 persons granted residency in 2008, 10 % were considered refugees or in 
need of protection, or granted residency for humanitarian reasons, and 2.5 % were 
quota refugees [73]. Others were granted residency due to family ties (37 %) or were 
either migrants from the EU/EEA (22 %), labour migrants (16 %), visiting students (12 
%), or had their residence granted on grounds of adoption (0.5 %) [73]. Recipients of a 
residence permit have the right to something called the Introduction. This is defined as 
“… the period of time during which the individual receives customised support in order 
to increase his or her opportunities to achieve a longer-term target, self-support and 
participation as part of society. This support, both as a whole and in its constitutent 
parts, shall reinforce the indivual’s self-determination, intrinsic value, independent 
activity, problem-solving abilities, participation and sense of responsibility” (page 1) 
[74]. Since 1985, the municipal reception of refugees is funded through state 
reimbursement. The level of reimbursement is detailed in the Allowance Ordinance 
(SFS 1990: 927). Since 1992, municipalities can offer newly arrived refugees and other 
immigrants compensation during their Introduction (SFS 1992:1068) for the purpose of 
creating an ‘active’ introduction, with Swedish language education, work placements or 
other occupations [75]. In 1997, the Swedish Integration Board (SIB) published 
guidelines on how the municipalities should work to assist integration through 
individualised introduction plans [76]. The efficiency of the Introduction has been 
questioned, however, as evaluations show that participants struggled to secure 
employment. In fact, an evalutation from 2005 [77] showed that just over half of those 
participating in the Introduction came into contact with the labour market during that 
time. In 2007, a new Allowance Ordinance was introduced which aimed to speed up 
labour market participation for newly arrived persons. It entitles the municipality to 
additional reimbursements for adult refugees if, within a year after becoming a resident 
in the municipality, they have achieved certain levels in the Swedish language 
education or alternatively are in employment [76]. 
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Persons from Bosnia-Herzegovina in Sweden 
The largest groups of refugees in Sweden in the 1990s came from former Yugoslavia, 
Bosnia in particular [78]. Immigration from Bosnia-Herzegovina has been included in 
the Swedish population register since April 1992 (when Bosnia-Herzegovina was 
formed; any person imigrating from the area before April 1992 was registered as 
Yugoslavian) [44]. In 1993-1994, 47,198 were granted a residence permit as 
Convention refugees, de facto refugees, in need of protection or on humanitarian 
grounds [79] (mostly the latter [80]). In 1993 Sweden introduced a visa requirement for 
persons coming from Bosnia and after 1993 the numbers registered in Sweden 
decreased markedly [44]. Persons resettled numbered 600 in 1992/93 and 7,000 in 
1993/94 [80]. Almost all municipalities in Sweden (270 out of 290) were receiving 
newly arrived immigrants in 1993 and 1994, and people arriving from Bosnia-
Herzegovina in those years were dispersed to more than 250 municipalities, with 
comparatively few settling in the main urban regions (Stockholm, Göteborg and 
Malmö) [1, 44]. More than 10 years later, those who arrived in 1993 – 1994 were still 
relatively spread across Sweden [44]. Many of them who came because of the war were 
Muslims [81] and those who settled were also comparatively young (the majority were 
under 50 years of age in 2006) couples with one or two children, a high education, and 
often with a technical orientation [44]. People from Former Yugoslavia have been 
considered to have entered and become established on the labour market fairly quickly 
compared with other refugee populations [62, 82].  

Table 2 Demographic and socioeconomic variables* for each of the five municipalities 
included in this thesis as well in the Swedish population 

* Information on variables is from the Swedish National Public Health Institute [45], 1 in age-
group 25 – 74 years, 2 in age-group 25 – 64 years 

Variable Malmö Gislaved Gnosjö Vaggeryd Värnamo Sweden 
Municipality type City Industrial Industrial Industrial Industrial 

Proportion (%)  
foreign born 

23.7 15.3  18.6  10.9 13.1  11.5 

Men/Women M/W M/W M/W M/W M/W M/W
Median age: 36.9/39.8 37.1/38.6 35.8/36.9 38.3/40.6 38.8/40.8 38.4/40.9 

Proportion (%) with 
higher educational 
level1

30.9/31.8 14.2/17.0 11.2/15.3 14.6/19.1 18.7/22.0 27.1/30.5 

Proportion (%) in  
gainful employment2

66.3/64.0 89.5/82.9 91.0/86.1 90.5/83.0 88.5/84.7 79.5/74.7 

Proportion (%) in open 
unemployment  

6.9/4.7 2.1/1.6 1.8/1.2 2.4/2.0 2.3/1.9 3.7/2.5 

Proportion (%) with 
activity support 

3.5/2.3 1.2/1.5 0.7/1.1 1.9/3.2 1.4/1.1 2.5/2.1 
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The impact of stressful events on mental health 
This section expands the literature review [Paper V]. Traditionally, the primary focus in 
refugee mental health has been on Post-traumatic Stress Disorder (PTSD), even though 
this concept covers only a part of the stress which refugees experience [83]. 
Psychologist and Professor David Ingelby suggests that this strong focus is theory-
driven (trauma has been the main concern, refugees less so) [83]. Reactions to stressful 
events are included in ICD-10 (International Classification of Diseases - 10) and DSM-
IV (the American Psychiatric Association’s Diagnostic and Statistical Manual - IV). 
The response to stressful events is said to consist of three components (page 152) [84]: 
1) Emotional responses (with somatic accompaniments), i.e. a) anxiety responses with 
autonomic arousal (leading to for example apprehension, irritability and tachycardia), 
which in general is linked to events that pose a threat, and b) depressive responses
(such as pessimistic thinking and reduced physical activity), often associated with 
separation or loss; 2) Coping strategies, which “… serve to reduce the impact of 
stressful events” (page 154): a) problem-solving strategies (aiming at reducing the 
stress in adverse circumstances) , and b) emotion-reducing strategies (aiming at 
alleviating the emotional response to the stressor). Coping strategies can be adaptive or 
maladaptive (i.e. when the emotional response is reduced in short term but leads to 
greater difficulty in the long term, such as alcohol or drug use or unrestrained display of 
feelings); 3) Defence mechanisms, originally described by Sigmund and Anna Freud, 
refer to the non-deliberate “… unconscious responses to external stressors as well as to 
anxiety arising from internal conflict” (page 154) [84]. Importantly, stressful events or 
‘trauma’ (for definition see this thesis, page 16) do not necessarily result in abnormal 
reactions (which usually imply severe and prolonged symptoms) [84, Paper V]. 
Abnormal reactions are classified under three headings: 1) acute reactions to stress 
(acute stress reaction and acute stress disorder), which refer to sudden intense stressors 
in a person with no other psychiatric disorder at the time [84]; 2) PTSD, a “… 
prolonged and abnormal response to exceptionally intense stressful circumstances” 
experienced or witnessed by a person with or without a history of psychiatric disorder 
(page 155); 3) adjustment disorder, a “… gradual and prolonged response to stressful 
changes in a person’s life” (page 155) [84]. Exposure to conflict-related trauma is 
estimated to increase the incidence of psychiatric disorder above the 1-3% rate under 
normal circumstances [20], for reasons such as conflict-related head and/or other types 
of injury (it is estimated that in 3/10 cantons in Bosnia-Herzegovina between 01/1996 
and 04/1997 suffered 7.4 % of 229 persons head injuries from mines and deadly 
unexploded weapons [85]), exposure to exceptional stressful events (such as targeted 
killings, amputations, forced displacement, and forced recruitment), and the fact that 
stressful events may trigger the onset of or worsen mental illnesses and mental health 
problems [86, 87]. A systematic review of the prevalence of serious mental disorder 
among refugees in Western countries suggested that approximately one in 10 adult 
refugees had post-traumatic stress disorder, one in 20 had major depression, and one in 
25 had a generalised anxiety disorder (for essential features of PTSD and major 
depression see Table 3, and for proportions in samples from Bosnia-Herzegovina see 
Table 4) [88]. Other mental illnesses and mental health problems, such as anxiety 
disorder, schizophrenia, and substance abuse may also be triggered or exacerbated [86].
Research indicates that co-morbid PTSD and depression (Table 3) is particularily 
associated with chronic psychiatric disability [87, Paper V]. 
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Table 3 Essential features of post-traumatic stress disorder and major depression 

1The diagnostic criteria in ICD-10 and DSM-IV are similar, though in DSM-IV (as opposed to ICD-10) 
symptoms must have been present for at least a month and cause significant distress or impaired social 
functioning.2Depressive episodes are classified in both ICD-10 and DSM-IV “… on the basis of severity 
and whether or not psychotic features are present” (page 228) [84]. 3 The phrasing of the information in 
this section derives from references (page 158 and 219) [84] and (page 69) [89].   

Table 4 Proportions (%) of poor mental health among adult refugees from Bosnia-Herzegovina 
Authors Yeara  Study design Nb Setting  % 
Thulesius & 
Håkansson [90] 

1993 Consecutive 
cohort 

206 Asylum centre 
in Sweden 

17.5 % PTSS1-10 PTSD 
32.5 % PTSS1-10-70 PTSD 
20.9 % Depression   

Sundquist et al 
[91] 

1996 Simple random 
sample 

163 Bosnian 
women in 
Sweden 

28.3 % PTSS1-10 PTSD 

Mollica et al 
[87] 

1999 Three-year 
follow-up 

534 Refugee camp 
in Croatia 

45% DSM-IV PTSD, depression, 
or both combined 

Momartin et al 
[92]  

2003 Community 
survey 

126 Australia 63 % CAPS2 for DSM-IV PTSD 

a Year of study, bNumber of participants, c By diagnosis and type of assessment instrument 
used, 1the Posttraumatic Symptom Scale (PTSS-10) , 2 The clinican-administered PTSD scale 
(CAPS) for DSM-IV  

Post-traumatic stress disorder1,3 

Hyperarousal Persistent anxiety, irritability, insomnia, poor concentration 
Intrusions Intense intrusive imagery, flashbacks, recurrent distressing dreams 
Avoidance  Difficulty in recalling stressful events at will, avoidance of reminders of the events, 

detachment, inability to feel emotion (‘numbness’), diminished interesting in activities 
Depression2,3 

Depression is the defining feature of mood disorders (or ‘affective disorders’). Depression can occur in 
any psychiatric disorder, and is “… abnormal when it is out of proportion to the misfortune or is 
unduly prolonged” (page 6) [84]. 
The criteria for major depressive episode in DSM-IV is that 5 or more of the symptoms have to be 
present during the same 2-week period and represent a change from previous functioning. At least one 
of the symptoms should be either depressed mood or loss of interest or pleasure. 

Depressed mood, most of the day, nearly every day 
Markedly diminished interest or pleasure in all (or nearly all) activities, most of the day, 
almost every day
Significant weight loss or weight gain or decrease or increase in appetite
Insomnia or hypersomnia, nearly every day 
Psychomotor agitation or retardation 
Fatigue or loss of energy, nearly every day  
Feelings of worthlessness or excessive or inappropriate guilt, nearly every day 
Diminished ability to think or concentrate or indecisiveness, nearly every day 
Recurrent thoughts of death, recurrent suicide ideation or suicide attempt 
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DEFINITIONS OF HEALTH, ILLNESS & DISABILITY 

Health, mental health and well-being  
According to the World Health Organisation: “health is a state of complete physical, 
mental and social well-being and not merely the absence of disease or infirmity” and 
“mental health is a fundamental part of health” [93]. Psychiatrist and Professor Richard 
Mollica [94] has suggested a more detailed definition: “health is a personal and social 
state of balance and well-being in which people feel strong, active, wise and 
worthwhile; where their diverse capacities and rhythms are valued; where they may 
decide and choose, express themselves, and move about freely”. In the effort to find a 
definition of well-being, the present thesis makes reference to philosophy, where well-
being is commonly used “… to describe what is non-instrumentally or ultimately good 
for a person” [95]. The WHO define mental health as “… a state of well-being in which 
every individual realises his or her own abilities, can cope with the normal stresses of 
life, can work productively and fruitfully, and is able to make a contribution to his or 
her community. In this positive sense, mental health is the foundation for well-being 
and effective functioning for an individual and for a community” (page 12) [96]. 
Mental health refers to more than the absence of mental illness; it is vital to individuals, 
families and societies, and determined by socioeconomic and environmental factors as 
well as linked to behaviour [96]. Mental health is considered to be a measure of how 
people (and organisations and communities) “… think feel and function, individually 
and collectively” (page 6) [97]. Conditions that impair mental health also degrade the 
quality of life and create acute or chronic stress, which sometimes results in mental 
illness [98]. The term psychosocial emphasises the close relation between the 
psychological and the social experience. It intends to highlight the importance of the 
social context that is vital to well-being in order to decrease the narrow focus implied 
by the mental health concept [20]. For example, psychosocial factors include “… 
psychosocially induced mental and physical disorders; and decrease in well-being, 
satisfaction, and quality of life” (page 7) [99].     

Quality of life 
The broad concept of Quality of Life (QoL) is often seen to complement and overlap 
the domains of health and as closely related to well-being [100, 101]. The WHO define 
QoL as the “individual’s perceptions of their position in life in the context of the culture 
and value system where they live, and in relation to their goals, expectations, standards 
and concerns” (page 1) [101]. QoL refers to “… a subjective evaluation, which includes 
both positive and negative dimensions, and which is embedded in a cultural, social and 
environmental context” (page 17) [102]. The physical and psychosocial domains of 
quality of life have been particularily explored in refugee research [103]. As regards the 
psychological domain, aspects highlighted as affecting quality of life in refugees 
include, for example, grief, loss of dignity, guilt, uncertainty, hopelessness and worry, 
shame, lack of trust, and frustration [103], as well as status [104].  
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Illness, disorder and disability 
Humans are in need of various demands, burdens, and stresses for positive 
development, as well as for the enhancement of the capacity, resistance, and 
adaptability of somatic, mental, and social functioning. Thus, threats to the health of the 
human being and the human body relate to the frequency, intensity, quality, and 
duration of the discomfort as well as of the ability to cope with the factors that evoke it 
[100]. While disease can be said to refer to “… the malfunctioning and maladaptation 
of psychological and biological processes in the individual” (page 614), illness refers to 
the more personal, interpersonal and cultural experience [105]: the perception of 
symptoms and the way in which they are labelled by the person experiencing them, as 
well as the way they are communicated and coped with [106]. However, symptoms of 
psychological distress are not necessarily the same as mental illness [107]. Mental 
illness has been described as “…a disorder of cognition (thinking) and/or the emotions 
(mood) as defined by standard instruments such as the ICD 10 or DSM-IV” (page 8) 
[20]. Mental health problems, on the other hand, are said to “… denote emotional and 
psychological difficulties, which cause distress and interfere with how people go about 
their everyday lives” (page 6) [97]. Similarly, poor mental health has been described as 
referring to the struggles faced in everyday life, such as work stress, deprived social 
environment and family breakdown [108]. The term mental disorder is also a broad 
construct, encompassing not only mental illness but also mental retardation (mental 
handicap or intellectual disability), personality disorders and substance dependence 
[109]. It has been said to “… cover a continuum of diagnosable conditions that affect 
cognitive and emotional functioning, including mood disorders (e.g. depression) and 
psychotic disorders (e.g. schizophrenia)” (page 6) [97]. Mental disability has been 
described as “… “an umbrella term for impairments, activity limitations, and 
participation restrictions. It denotes the negative aspects of the interaction between an 
individual (with a health condition) and that individual's contextual factors 
(environmental and personal factors)” (page 22) [109]. A mental disorder may become 
disabling, and while a person may recover from a mental disorder, the disability may 
remain [109].  

Traumatic life events and trauma
Examples of conditions that impair mental health are collective violence (including 
war), poverty, lack of access to health care, forced dislocation, and violations of human 
rights or chronic restrictions of freedom [98]. The latter may be referred to as traumatic 
life events or stressors that the exposed individual then has to cope with and adapt to 
[105]. According to a review of concepts such as trauma in terms of PTSD diagnosis 
and clinical practice, trauma is a medical concept with Indo-European roots, meaning 
to rub, grind, perforate, and to overcome and go through [110]. The authors suggest that 
to perforate and go through indicate “… two psychic developments seen in a traumatic 
situation: the development of PTSD or of resilience – the ability to go through trauma 
and to introject meaning into one's own life” (page 3) [110]. They further suggest that a 
“… ‘disaster’ described by the patient may be only an unexpected experience that 
requires an intense existential implication for which this person does not feel prepared. 
A situation referred to as ‘traumatic’ raises the examiner's interest in obtaining details 
of the circumstances of the event described because the extension and intensity of the 
stimulus may reflect differently in psyche. A more severe psycho-pathological 
presentation is marked by silence and difficulty in elaboration, which may indicate 
experiences of severe contact with a form of violence…” (Page 7) [110]. 
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…”there is more to modern health than new scientific discoveries, or development 
of new technologies, or emerging or re-emerging disease, or changes in patterns 
of morbidity and mortality around the world. For we are living in a paradigm shift 
in thinking about health, and therefore about medicine and public health. Health 
as well-being, despite the World Health Organization’s definition, lacks more than 
rudimentary definition, especially regarding its mental and societal dimensions. 
The universe of human suffering and its alleviation is being more fully explored. 
Awareness of the limits of medicine and medical care, growing recognition of the 
health impacts of societal structure and function, globalization and consequent 
interdependence, and the sometimes active, sometimes ineffectual actions of 
nation-states, all intersect to lead toward a new vision of health. In the on-going 
work on values and their articulation, we must acknowledge the provisional, 
untidy, and necessarily incomplete character of our understanding of the universe 
of health. In this context, medicine need not compete with public health, nor ethics 
with human rights; the search for meaning deserves to draw on all, as new 
constellations emerge and new relationships evolve” (page 13) J.M. Mann [113]       

PARADIGM, KEY FIELDS AND THEORETICAL 
FRAMEWORK

Health and human rights paradigm  
One reason for operating within a health and human rights paradigm (“… the model or 
pattern which shapes our perceptions of the world around us” (page 25-26) [111]) in 
this field is that the promotion and protection of mental health among refugees and 
refugee-like migrants are, like many other fields, highly political and dependent on 
ethical reasoning [112, Paper V]. In this thesis, the paradigm is used to link together 
various fields, important to the understanding of the studies conducted. The late 
epidemiologist and Professor Jonathan Mann [113] argued that a paradigm shift is 
needed in order to further modern health in the globalised world (Box 3) because 
human rights violations impact on health, the effect of abuse of rights needs to be 
recognised, and this could aid in addressing potential discriminatory effects that 
population measures (perhaps popular with the majority) may have on minority groups 
[112, 113]. Furthermore, the WHO Constitution (from 1946) states that health is a 
human right [93]. In recent years this field has grown considerably [see for example 
114, 115]. The grounding is a universal belief that “[a]ll human beings are born free 
and equal in dignity and rights” (Article 1) [27]. Though, as the late bioethicist and 
Professor David Thomasma emphasised, the dialogue must be peaceful and tolerant of 
the values reflected in a transcultural discussion [116].  

Box 3. Paradigm shift in health                                                                                   

Lawyer and Professor Lawrence Gostin [117] (page 265) points out that: 1) mental 
health policy affects human rights (e.g. the arbitrary and discriminatory use of mental 
health powers); 2) human rights violations have an adverse effect on mental health; and 
3) policy measures and reformation of law can contribute to the combating of different 
forms of violence people in vulnerable positions risk being exposed to.  
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Medicine and bioethics  
As with all medical science, this thesis is guided by ethics (from ‘ethos’ meaning 
custom [118]), an expression of culture [119]. Ethics (a branch of philosophy) 
addresses questions about morality (e.g. how moral values should be determined or 
how a moral outcome can be achieved) while morals are “arbitrarily created and 
subjectively defined” by for example society or individual conscience [120]. Bioethicist 
and Professor Steven Miles [119] explains that one of the most important ethical 
references in Western medicine is the more than 2,400 years old record of the Oath 
(also called the “Hippocratic Oath”). The Oath is not a legal code but a proposition of 
principles and rules for medicine, which address the societal and clinical roles of the 
healer.2 It focuses on two particular principles: beneficence and justice. These refer to 
the healer’s duty to benefit the ill and keep them from injustice, and highlights that 
besides caring for the individual patient, there is a need to look at the ways health is 
affected by the larger world; the role of the physician is also to promote health in 
society and engage in matters such as public health and human rights [119]. The Oath 
asks of the practitioner to govern his/her power based on knowledge development, self-
reflection, accountability, humanity and justice [119]. Psychiatry is nevertheless riddled 
with examples of the misuse of power, such as the abuse of psychiatric power during, 
for example, World War II (the way the degeneration theory was used, the concept and 
practice of racial hygiene, the sterilisation of mentally ill people, and uncontrolled and 
cruel ‘scientific trials’) and these have had a profound impact on psychiatry [123]. Of 
the medical specialities, psychiatry has been considered the most involved in the 
political, historical and social developments in society (much so in combination with 
psychotherapy) [121]. According to Miles [119], the Oath acknowledges misuse and 
physicians, such as psychiatrist Radovan Karadži  (President of Republika Srpska 1992 
– 1996, accused by the International Criminal Tribunal for the former Yugoslavia 
(ICTY) of war crimes and genocide [122]), who turn away from those who suffer and 
misuse their medical knowledge to enhance suffering are judged both as human beings 
and as practitioners of medicine [119]. Moreover, the link between human rights and 
ethics in health is strong, with the bioethical principles originally serving as a means for 
protecting human rights [119]. The link can be seen further through the development of 
the Universal Declaration of Human Rights (UDHR, 1948) and its specific concern, 
prompted by the Nuremberg trials, with medical staff committing human rights 
atrocities during that war: “both were conceived out of horror of the Holocaust, both 
draw strength from the resolve that ‘never again’ would vulnerable populations be 
treated as the Nazis had treated the Jews, both support respect for persons, both stake 
claims to universality”, and “both were born in governmental documents that explicitly 
justify transnational, transtemporal, transcultural moral judgements” (page 247) [123]. 
Since the Nuremberg Code (in 1947), concerned with the prevention of future abuse of 
human subjects, several codes of conduct regarding health care and research have been 
developed. The research ethic codes share underlying principles, i.e. beneficence, 
respect for people, and justice [124]. In 1953, the WMA reexamined the physician’s 
duty as an investigator, and from this the 1975 Helsinki Declaration (‘the ethical basis 
for all medical research’ [125]) was adopted; it includes the emphasis that the main 
duty of the physician is to promote and safeguard the health of the people and that “… 
considerations related to the well-being of the human subject should take precedence 
over the interest of science and society” (Introduction, ‘A4’) [126].
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Psychiatry, transcultural psychiatry and refugee mental health 
As this is a thesis in psychiatry, the following section focuses on the place of refugee 
mental health in the sub-field “Transcultural Psychiatry” (including psychology). 
Psychiatry (psyche and iatreia are Greek for ‘healing of the soul’ [89]) is to a large 
extent concerned with abnormal emotional states (disturbances of mood and other 
emotions such as anxiety) [84]. The scientific base is in descriptive psychopathology 
(the description of abnormal states of mind), which aims to “… elucidate the essential 
qualities of morbid mental experiences and to understand each patient’s experience of 
illness” (page 2) [84]. Since the inclusion of PTSD in DSM III in 1980, Western 
psychiatrists, psychologists and others have with increasing interest studied the 
psychological effects of trauma and violence [128]. The origin of this new concern for 
traumatisation is believed to lie in the Vietnam War’s psychosocial impact on U.S. 
conscripts [83], though, as highlighted in a literature search in PsychINFO carried out 
by Ingelby, between 1968 and 1977, prior to the inclusion of PTSD in DSM III, the 
research literature did not mention trauma in relation to refugees. Since the 1980s, the 
PTSD concept has become increasingly accepted in the refugee mental health field 
(though as further highlighted by Ingelby, publications concerning refugees and trauma 
account for only 3 % the past 15 years; thus, the vast majority of trauma studies are 
conducted in other fields). However, psychiatrist Derek Summerfield [129] has voiced 
the criticism that war is not a private experience, and that the medicalisation of the 
human experience (through, for example, the PTSD construct) implies that it is the 
individual, not society, that needs to change. Other debates in the field have concerned 
the public health value of the PTSD construct and the universality of war trauma and 
mental disorders such as PTSD [130]. However, the main focus has been on the 
individual, with many major debates on the relationship between premorbid personality 
and traumatic events, while questions of context have often been avoided or seen as 
secondary [130]. Increasingly, however, the field ‘Transcultural Psychiatry’ has come 
to recognise the way socio-economy, politics and culture influence the epidemiology of 
mental illness and disorder [86]. Collective evidence of the impact of migration on 
mental disorders (such as schizophrenia and depression) now suggests that a) the 
relationship between migration and mental disorder is confounded by social factors 
such as unemployment and racism, and b) because of the great ethnic and individual 
variation in symptom patterns, immigration status is not particularly helpful in 
identifying individuals’ diagnosis and treatment [57]. Research has also established that 
stressors (“the stimulus that provokes a stress response” [131]) exist in the post-
migration environment [Paper V]. These include both common social determinants 
(such as unemployment) that often are amplified by legal restrictions, as well as 
particular social determinants relating to the refugee experience (such as dispersal 
policies). Important attention has been paid to issues of justice and human rights for 
people with mental illness, as well as to the compounding impact that pre-and post 
migration stressors and human rights violations have on the development of mental 
health and mental disorder in refugees [e.g. 132, 133, 134,]. These studies highlight the 
need not to disregard poor mental health and mental disorder in refugee populations 
[135]. Instead, societal stressors in the host environment and what effect they may have 
on the development of refugee mental health and mental disorder still need to be further 
explored [57].  
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Public health and health promotion 
While linked to the overall HPI project, the primary focus of the thesis is on the 
relationship between labour market measures and non-diagnostic mental health 
outcomes among refugees in the community (and not, for example, in- or out-patient 
care). Besides the knowledge gained in Transcultural Psychiatry, the aspects considered 
in the thesis are also approached through a public health framework. As argued by the 
WHO, the field of mental health benefits just as readily from the goals and traditions of 
public health and health promotion as, for example, cardiac health and infectious 
disease [96]. Public health is defined as “[t]he science and art of promoting health, 
preventing disease, and prolonging life through the organized efforts of society” (page 
3) [102]. In contrast to medical care (and its focus on diagnosis, treatment, relief of 
suffering and rehabilitation of the individual), public health focuses on identifying and 
measuring needs of populations, threats to health, and on promoting and enhancing the 
health and well-being of populations [113, 136]. Furthermore, the perspective that this 
thesis shares is called “the new public health”, which emphasises the fact that lifestyles 
and living conditions determine health, and that this needs to be approached through 
policy, services and programmes that support healthy lifestyles and supportive 
environments for health [102]. In the thesis, public health is seen as overarching many 
different sub-fields, including health promotion, but also other fields such as social 
epidemiology. This perspective is important as it can be argued that there is a distinct 
difference between public health and health promotion (though this may also be 
disputed). Health promotion has been defined as “… the process of enabling people to 
increase control over and to improve their health” (page 1) [102]. In the public health 
framework, decisions on the promotion of health and prevention of illness are often 
made without the involvement of the persons concerned. In the field of health 
promotion, specific problems need not be identified in advance but are detected and 
formulated by the actors concerned in the process. In health promotion, the theory and 
practice of supporting change use what is called ‘empowerment’, a process requiring 
participation. Whereas participation is seen as essential to the sustainability of health 
interventions, empowerment is seen as a process in which people can “… see a closer 
correspondence between their goals in life and a sense of how to achieve them, and a 
relationship between their efforts and life outcomes” (page 6) [102]. The approach 
applied in this thesis leans more towards public health and less towards health 
promotion. The basic public health model considers health and disease to be the 
product of agent (etiological factors, e.g. bacteria, trauma or chemical substances), host 
(characteristics such as age, sex, occupation; previous disease) and environment (such 
as socioeconomic environment, neighbourhood, crowding, food, water) [136]. 
Furthermore, public health draws from a variety of skills and expertise, such as 
epidemiology, biostatistics, economics and sociology [113]. However, health and well-
being are ranked higher than other values (such as economics) and the power it holds is 
to be used for the health of the public [112]. Human rights norms are said to be at the 
core of public health theory and practice (as these, for example, can help to ensure an 
equitable distribution of health resources) [137]. One common notion, shared by public 
health, health promotion and epidemiology (the field commonly providing the tools 
used for describing and analysing patterns of illness and disease), is that justice is the 
foundation for health [136, 137, 138]. As social epidemiologist and Professor Nancy 
Krieger argues, a social justice framework helps the exploration of what triggers 
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violation of human rights and what contributes to the respect, protection and fulfilment 
of human rights [138]. Social epidemiology also links with, for example, “psychosocial 
epidemiology” (with its focus on “… both behavioural and endogenous biological 
responses to human interactions” (page 697) [138] and focuses on, for example, 
chronic and acute social stressors. Other important areas are discrimination, poverty 
and social exclusion, social class and socioeconomic position, social inequality (health 
disparities within and between countries that are judged unfair, unjust, avoidable and 
unnecessary, and that systematically burden populations that are vulnerable due to 
social and political structures) and inequity in health [138] (health equity is according 
to economist and Professor Amartya Sen a broad multidimensional concept concerned 
not only with inequality in health or health care but also with resource allocation and 
social arrangements and how they link health with other societal matters [140]). 
Moreover, social epidemiology explicitly investigates social determinants of population 
distributions of health, disease, and wellbeing, instead of treating them as background 
variables to biomedical phenomena [138]. The actual determinants themselves refer to 
e.g. the social gradient (people on the lower steps of the social ladder run a double risk 
of serious illness and premature death than those near the top), stress, the importance of 
early life for health development, social exclusion, work (e.g. stress in the workplace, 
social status, and work control) and unemployment (and the effects of job insecurity), 
social support, addiction, food, and transport [141]. Refugee populations are held to be 
at high risk of social exclusion (through, for example, exclusion from work but also due 
to discrimination and racism) [142, Paper V].   

Employment and mental health 
The main aim of the study is to explore the relationship between employment and 
mental health. Regarding the broad definition of employment, Consultant Psychiatrist 
Jed Boardman argues that work is what you do for other people (in leisure activities 
you can do what you like), while employment is work you get paid for [143]. Research 
in general populations has come to understand the relationship between employment 
and mental health in terms of “selection” (poor mental health becomes a barrier to 
employment) and “causation” (unemployment causes poor mental health) [144, 
145].There is also an awareness that these causal relationships do not always hold true 
and required further exploration, as some conditions and types of employment (such as 
underemployment or decreased income or status) cause poor mental health, and 
similarly, unemployment may also depend on circumstances that contribute to positive 
mental health [146, 147, 148, 149]. Historically, the first descriptions of the negative 
consequences of unemployment in Western countries stem from the 1930s; at that time, 
unemployment was considered an unpleasant experience which was psychologically 
destructive [150]. Since then, the vast majority of studies have focused on 
unemployment and mental health (with less attention to physical health) [151]. 
Nevertheless, the relationship between employment and mental health in refugee 
populations has been relatively little explored. Summerfield, for example, argued in an 
article in The Lancet in 1999 that: “[t]he one surely indisputable truth in the literature is 
that uprooted people do well or not as a function of their capacity to recover agency and 
rebuild social worlds. Mental health models have never really acknowledged the role of 
social engagement (including work) as an antidote to mental ill-health” (page 771) 
[152]. Regarding available studies, these have shown a complex relationship between 
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employment and social exclusion; whereas success has been said to depend on whether 
the work restores a sense of control, acceptable relative status and prospects for the 
future, there are indications that many refugees struggle to find employment that meet 
those criteria [153]. With regard to unemployment, this risk doubles the effect of social 
exclusion for refugees through low incomes (less opportunity for consumption) and 
decreased opportunities for social interaction [153]. Moreover, when it comes to users 
of mental health services (in general), the barriers to employment are held to be 
significant [143, 154]. Even though people with mental health problems commonly 
would like to work, their rate of employment is often low [146, 154], and social 
exclusion is held to be the hardest barrier to overcome because of the link with feelings 
of shame, rejection and fear [154]. Employment, on the other hand, is held to constitute 
opportunities for mental health promotion through, for example, the structuring of time, 
social contact, social identity, and regular activity [154]. Boardman [143] suggests that 
poor mental health and mental disorder be seen within a ‘disability’ framework, as this 
can help in improving employment opportunities. Disability has been defined as the 
interaction between impairment and “… the social structures and barriers that exclude 
the affected individual from full participation” (page 330) [143]. In contrast to the 
illness model, which implies an episodic nature of disorder, the disability model accepts 
that there might not be a ‘cure’ but that people with disabilities “… can adapt to 
changed circumstances and can increasingly expect adjustment in the work around 
them to enable them to participate” (page 330) [143]. Moreover, as highlighted in the 
literature [143, 155), work and employment are a right, as stated in the UDHR (Article 
23) [143]. The right is specified in the International Labour Organization’s (ILO) 
‘decent work’, which refers to the present employment situation, to future prospects 
and to the work-life balance. It concerns gender equality and having a voice, and “… 
[i]n the most extreme situations it is about moving from subsistence to existence” (page 
3) [156]. Besides in cases of work rights abuses and exploitation (such as child labour), 
decent work is also said to be absent when, for example, there is involuntary 
unemployment and poverty, when there is discrimination, when basic income security 
is missing, when anxiety, depression and exhaustion are commonplace at the 
workplace, or when a work-life balance cannot be achieved [156].  

Study-specific theoretical framework 
The outline above underscores the importance of acknowledging the interaction 
between person and environment in the understanding of mental health. Two specific 
frameworks have been used to collect these understandings in a mental health 
framework that also acknowledges the specific situation of refugee migration and 
trauma. One is psychologist and Associate Clinical Professor Mary Harvey’s model of 
the reaction to and recovery from traumatic events [157] and the theoretical work that 
stems from a conceptual model of five adaptive systems developed in order to come 
closer to trauma survivors’ subjective experiences and presented by psychiatrist and 
Professor Derrick Silove [158]. It has evolved from the model presented in my main 
supervisor’s and Silove’s observations in refugee camps in Kenya in 1998 [158, 159] 
and was further expanded to include different levels in society (policy, community, 
organisation, interpersonal, and individual) as presented by McLeroy et al in 1998 
[160] for use within the parallel project (an in-depth description: [10]) as well as in the 
overall HPI project [see for example 155, 161].  
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Box 4. Study specific theoretical framework 

An illustration of how the frameworks are seen to relate to each other in this thesis is 
presented in Box 4. The frameworks have been applied to the whole migration process, 
i.e. from the place of living in Bosnia-Herzegovina when war broke out to the place of 
living in Sweden at the time of the study. As suggested by Harvey [157], the reaction to 
and recovery from traumatic events depend on individual factors (such as age and sex), 
event factors (which include the extent and frequency of violence or trauma), and the 
surrounding environment that the individual identifies with. In brief and with reference 
to Ekblad and Silove [159] and Silove [158], the adaptive systems include: The safety 
(and security) system, which refers to violations of physical and psychological security; 
traumatising events and the consequences these have on mental health (for example 
PTSD). Once in the host country, security issues may concern financial security, ability 
to be self-sufficient and not have to depend on others for money. The attachment 
system, which refers to separation and loss, such as the death of or absence of family 
members, loss of home, possessions, social belonging, and connections with the past, 
culture and traditions. The justice (and human rights) system, which, for example, 
concerns the sense of injustice that threats to life and safety can cause, as well as 
extreme human rights violations such as torture. Violations of human rights in the host 
country can be, for example, discrimination because of ethnicity, language, religion etc. 
or the right to health care. The existential-meaning system, referring to effects on trust, 
faith and meaning, can also be seen to concern sense of coherence. Finally, the 
identity/roles system, which refers to threats to identity, such as the undermining of 
identity, agency and control that torture or institutionalisation in, for example, refugee 
camps risk imposing, as well as lack of possibilities and recognition relating to previous 
roles, status, qualifications, and culture in countries of resettlement. 



24

AIMS OF THE STUDY 

General aim  
The overall aim was to increase knowledge about the relationship, among persons who 
came to Sweden from Bosnia-Herzegovina due to the war in 1993 -1994, between 
perceived mental health and access to the Swedish labour market.  

Specific objectives, hypotheses and research questions 
The project plan stated the following: 
A. Specific objectives:  
- To undertake a literature search on mental health, employment and integration in 
relation to gender and age. A literature review has been published on mental health 
promotion and mental disorder prevention among refugees [Paper V]. The review 
covers various aspects of mental health and social integration. Issues about 
employment and mental health are reviewed and detailed in Papers I – IV.
- To conduct a survey on perceived well-being and its relation to access to the labour 
market among people from Bosnia-Herzegovina in Sweden. See Papers I – III.
- To gain an in-depth insight, by using qualitative research methods, into the 
relationship between, as well as the process of, mental ill health and employment, from 
the newly arrived refugees’ perspective. See Paper IV.
- To gain an in-depth insight, by using qualitative research methods, into how the 
integration process works, from the newly arrived refugees’ perspective. See Paper IV
- To increase knowledge, by using qualitative methods, of the importance of context in 
relation to the mental health of refugees and what role employment has in this.
One further objective, originally included in the Project Plan but later excluded for 
reasons of time, was to use qualitative research methods to gain an in-depth insight into 
how the integration process works as perceived by other actors in society working with 
the introduction of refugees or related areas.   

B. Overall hypotheses: 1) Poor mental health is a barrier to employment. 2) Exclusion 
from the labour market can lead to psychosocial stress.  

C. Research questions: Besides the original primary research question “Is mental ill 
health a barrier to employment?”, some further questions were also highlighted in the 
Project Plan [3]. As discussed in the Project Plan: 1) The Swedish Integration Board 
produced a document outlining the aim of the introduction of newly arrived refugees 
and other newly arrived immigrants, which was to provide the refugee and other newly 
arrived immigrants individually with the prerequisites to be self-sufficient and 
participate in Swedish society. 1 a) What is the situation for the Bosnian population in 
Sweden; do they have the prerequisites for self-sufficiency and participation in Swedish 
society? b) How do they feel, in general, as a group? c) Do they feel they manage their 
situation? As also discussed in the Project Plan: 2) The large regional differences 
observed by Ekberg and Ohlson [1] may indicate that the way the municipality 
introduces refugees is of more importance than mental health. However, as it is 
probably a combination of migration-specific and psychosocial stress factors, as well as 
the circumstances in the Swedish labour market, after arrival, that contribute to the 
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newly arrived refugees’ situation, questions of interest are: a) what effect does long-
term unemployment have on the mental health of refugee migrants once they have 
resettled in a new country? b) Do persons included in this study and who live in areas 
of high refugee/immigrant employment feel better than those in areas of low 
employment? c) Is it the case that unemployed refugees have moved into areas where it 
is “easier” to get a job? d) If so, are they now in employment and how do they feel?   

Specific aims: Papers I - IV 
Quantitative studies  
Paper I: To increase knowledge about the relationship between mental health and 
employment in the chosen population.  
Paper II: To estimate the prevalence of self-rated use of medicine and licit drugs 
among adults who came to Sweden from Bosnia-Herzegovina (1993/94) and who in 
2001 were living in either an urban (low employment context) or a rural (high 
employment context) region (n=4185). 
Paper III: To longitudinally study registered labour market access, sickness and social 
benefit (1994-99), and relate these to perceived mental health (2001) among refugees 
from Bosnia-Herzegovina in Sweden.  

Qualitative study 
Paper IV: To explore refugee migrants’ experience of the whole labour market 
process; from the outbreak of war to the labour market situation and mental health after 
resettlement. 
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METHODS

Combining quantitative and qualitative methods
While some linguistic similarities exist between quantitative and qualitative methods, 
their meanings are somewhat different. Quantitative analysis focuses on the quantity of 
phenomena [162] and is generally associated with, for example, something measurable, 
‘objective’ and empirical [163]. Pre-set questions and response alternatives are 
commonly posed in the same order, “structured” or “semi-structured”. The data are 
sub-divided into “quantitative and qualitative”. Here, “quantitative” refers to 
“numerical data”, with a mathematical value such as discrete (where only certain 
numerical values can be used; for example, number of children) and continuous, while 
“qualitative” refers to “categorical data” such as dichotomous/binary data (data with 
two categories such as male/female) and ordered categorical/ordinal data (several 
categories with an ordered structure such as “no problem, a bit of a problem, 
moderately serious, a serious problem and a very serious problem”). The latter is used 
to measure “subjective assessments of things that cannot be measured”, such as level of 
experience of pain (page 11) [164], and even though they are given a numerical label, 
data do not typically represent a mathematical value. Research aims at, for example, 
testing hypotheses on cause-effect relationships or investigating associations. 
Qualitative research has been defined as: “the type of research that produces findings 
not arrived at by statistical procedures or other means of quantification” (page 11) 
[165]. Though some of the data in qualitative research may be quantified, this amounts 
not to “the quantifying of qualitative data but rather to a nonmathematical process of 
interpretation, carried out for the purpose of discovering concepts and relationships in 
raw data and then organising these into a theoretical explanatory scheme” (page 11) 
[165]. In qualitative research, questions and order may vary and probing may be used. 
Terms include “semi- structured” or “unstructured”, “interview guides” and “themes”. 
Research aims at, for example, investigating sensitive topics, exploring research topics 
and/or other processes. In this thesis, the concepts ”qualitative” and “quantitative” refer 
to the broad research areas. When referring to data collected in the field of quantitative 
research, the concepts “categorical” or “numerical” are used.  

A & B. Quantitative studies 
Study Population, inclusion criteria, sample selection and size
The target population consists of the more than 47,000 people registered from Bosnia-
Herzegovina in 1993 and 1994. Study population: The study population (N = 4.185) 
covered two regions; urban (Malmö municipality) and rural (four municipalities in 
Småland; i.e.). Inclusion criteria: As reported in Paper I, besides having to have been 
registered in the population register in 1993 and 1994 and be living in either the urban 
or the rural region at the time of the study, to be included, persons also had to have 
been born in/or be registered as citizens of Bosnia-Herzegovina and to have been 
between 18-60 years of age at the time of immigration and not over 65 years of age at 
the beginning of the study. Stratification: The population in the 5 municipalities was 
stratified in two steps into 10 strata: 2 regions x 5 occupations. Step 1: No. of strata =8; 
2 regional and 4 occupational (levels of employment activity, i.e. labour market 
participation during the years 1993 – 1999). As also reported in Paper I, the strata were 



   27

decided on in the following way. The two regions, identified through Ekberg and 
Ohlson’s study [1], were used for sample selection. They were chosen as they 
represented either end of the access to employment spectrum observed in the study in 
1997 [1]. As mentioned earlier, they were the urban region of Malmö (Region I), with 
low employment among Bosnian men at the time of measurement in 1997 (14.4 %), 
and the rural region constituting 4 municipalities: Gnosjö, Vaggeryd, Gislaved and 
Värnamo (Region II), with high employment (76.8 %) among Bosnian men [1]. 
Individuals who were: (1) registered in RAMS (register based labour market statistics) 
as being in ‘‘gainful employment’’ (during 1993–1999) for at least 1 h during the week 
in November when Statistics Sweden annually undertakes employment activity 
measurements, and (2) who had an income from work (i.e. wages and income from a 
business enterprise) equivalent to at least one index-linked base amount for 1999, were 
identified by Statistics Sweden. The Employment Activity (EA) level was then 
examined by allocating points depending on the number of years the individual had 
been active in the labour market. As the most recent years were considered to be of 
greatest importance, they were given the highest weighting (expressed through points). 
This weighting procedure was also carried out by Statistics Sweden and the outcome 
was: EA (i.e. gainful employment with sufficient level of income) in November 1999 = 
5 EA points, in 1998 = 4 points, and in 1997 = 3 points, in 1996 = 2 points, and 1 point 
each for 1995, 1994, and 1993. Step 2: Further stratification was made to Stratum 3 to 
ensure representation from the following groups: 1) those in gainful employment in the 
last year of measurement (i.e. 1999) and 2) those not in gainful employments in that 
year. Step 3: The sum of EA points was maximum 17. Four groups (EA strata) were 
then created where those persons with a sum of EA points < 4 = strata 1, persons with 
4–7 EA points = strata 2, persons with 8–12 EA points = strata 3, and persons with a 
sum of EA points >12 = strata 4. Step 4: The two regional strata and the four EA strata 
were then combined. Because of the split in EA strata 3, the final number of strata was 
10, with a final study population of 4,185 persons (Table 1, Paper I). Randomisation:
Six hundred and fifty people were then randomly drawn from each of the 10 stratum. 
Sample size: The final quantitative sample for both the cross-sectional and the register 
study consists of those returning the cross-sectional survey questionnaire (i.e. n = 413). 
Response rate: The response rate was 63. 5 % (i.e. of the 650 persons who were sent a 
questionnaire, 413 completed and returned it). 

Non-respondents analysis 
The non-/respondents analysis was performed by Statistics Sweden. As reported in 
Paper I, overall the response rates per strata were similar (ranging from 58 % to 76 %) 
with the exception of Stratum 3, rural region: non-employed in 1999, where the 
response rate was lower (23 %). Lower response was also found in the age categories 
25 to 49 years (response rates ranged from 55 % to 65 %, p = 0.003, 7 degrees of 
freedom (df)) compared with the age categories ranging between 50 and 65 years 
(response rates ranging between 79% and 87%). Finally, a lower response rate was 
found among persons with foreign citizenship compared with persons with Swedish 
citizenship (response rate 54% versus 66%p = 0.005, 1 df). 
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A. Study design: Cross-sectional survey (Papers I + II) 
A.1. Postal questionnaire: development and measurement 
The process of developing the postal questionnaire can be divided into four steps 
(described below). The process lasted from May to September 2001 and has been 
documented in detail [166, 167]. Step 1: As can be seen in Table 5 and reported in 
Paper I, the questionnaire items were chosen mainly for background description 
purposes and include questions adopted from the Immigration Survey Questionnaire 
1996 (Invandrarundersökningen, 1996 or Inv- ULF 96) [165] and the Living 
Conditions Survey questionnaire (ULF 1996) [168]. Inv- ULF 96 was the first national 
survey into living conditions and health among immigrants (four groups born in Chile, 
Iran, Poland and Turkey, around 3000 persons) [169]. The questionnaire in this thesis 
also includes items from Statistics Sweden’s survey of living conditions (ULF-1996) 
[168]. Statistics Sweden is commissioned by the Swedish Parliament to survey living 
conditions on an annual basis. The survey is conducted by interviewing individuals, 
usually between the ages of 16 and 84, who have been randomly selected from the total 
population of Sweden. The regular living conditions survey is the largest of Statistic 
Sweden’s data bases in terms of variable content (covering 700 indicators) and is also 
one of the oldest in the world [170]. For the years 1974 – 2000 it contained information 
from about 200,000 interviews [170]. ULF-1996 consisted of about 250 questions 
(about 400 including sub- questions) [171]. The regular studies are reported on 
Statistics Sweden’s website (www.scb.se). Most of sections 2 - 4 (Table 5) were revised 
from the Post Migration Living Difficulties Questionnaire [172]. Questionnaire items 
were included in order to be able to explore stressors since arrival in Sweden, to 
increase the understanding of the relationship between mental health and labour market 
access. They had previously been used in community-based asylum-seeker and refugee 
samples [172, 173]. The questionnaire was adjusted to try to limit the focus to problems 
(similar questions were asked repeatedly in the three sections: 2-4), so as not to 
overwhelm the respondents. Section 5) (Table 5), many of the questions concerning 
employment and health were adopted from the INV- 96 questionnaire [168]. First 
regarding mental health outcomes: these include the “Göteborg Quality of Life” 
instrument (GQL), a 30-item assessment of symptoms relating to physical, mental and 
social well-being as highlighted in the World Health Organization’s definition of 
health, and with binary response options [174]. The symptom list has also been used in 
a sample of young to middle aged Bosnian women, finding a poor quality of life (in 
particular higher psychological and somatic distress: concentration difficulties, 
depression (low and sad), nervousness, restlessness, difficulty in relaxing, general 
fatigue, crying, nausea, poor appetite) among them compared with Swedish female 
controls [175]. Moreover, it also includes questions on medical use adopted from 
Statistics Sweden’s survey of living conditions [169]. Another measure was the short 
version of Antonowsky’s measure of sense of coherence (SOC). The short version 
consists of three questions, instead of the original 29- item scale, and covers 
manageability, meaningfulness and comprehensibility [176]. This was originally 
intended to be used as the main mental health outcome; however, as discussed on page 
47, it was revised later on. Finally, there are three items measuring alcohol 
consumption, derived from the World Health Organization recommended AUDIT (The 
Alcohol Use Disorder Identification Test) questionnaire [177], as well as measures on 
cigarette consumption [169]. As presented in Paper II, these were included because of 
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the link between traumatic events and substance use [86]. There were two questions 
about employment, also from questionnaires developed by Statistics Sweden; one was a 
multi-response item regarding main occupation, and the other was about the number of 
hours worked during the day. They were included to complement the income-based 
register variables. After the addition of some further items, the questionnaire was 
divided into six parts (including an evaluation part), comprising 68 questions. The 
response scales were mainly nominal (binary: ‘yes/no’ or descriptive) and Likert 
(primarily 4 or 5 grades, ranging, for example, from “no problem” to “a big problem”). 
Comments on the questionnaire were given by a measurement technician at Statistics 
Sweden. Step 2: The questionnaire and the covering letter were translated and back-
translated by two members of staff at Statistics Sweden, with knowledge and 
experience in questionnaire design, of Bosnian origin (with Bosnian as mother tongue) 
and who had came to Sweden from Bosnia-Herzegovina in the early 1990s due to the 
war.The questionnaire was translated by one of the staff and then back-translated by the 
other member. The back-translation was conducted verbally, i.e. the back-translator 
read out the translation from Bosnian to Swedish to me and my main supervisor, and 
the translations were discussed and corrections were made if anything was unclear. 
Next, suggested corrections were discussed with the first translator. After the verbal 
back-translation, a short summary was made and the Swedish questionnaire was then 
checked again and the new revised Swedish questionnaire was given to the translator 
and the back-translator. They then compared the Swedish questionnaire with the 
Bosnian version, a final time. Step 3: The questionnaire (in Bosnian and Swedish) was 
then tested in a minor pilot study; the pilot questionnaire was sent out to 6 participants 
who had come to Sweden from Bosnia-Herzegovina in 1993 and 1994. The aim was to 
provide indications of the survey questionnaire’s reliability, face validity, and to check 
the translation, test the length of the questionnaire as well as the relevance, humanity 
/ethical aspects of the content. Recruitment was made through snowball sampling (this 
sampling method is used for numerically small samples and when there is no list that 
may be used as sample frame, and “… involves contacting a member of the population 
of interest and asking whether they know anyone else with the required characteristics” 
(page 74) [178], starting with the contacts made at Statistics Sweden and based on 
voluntary participation; consent to participate in the pilot was given by returning the 
questionnaire. The pilot questionnaires were distributed first in week 26, 2001, and then 
in week 27. Analysis of the pilot questionnaire began on 23 July 2001 and ended on 10 
August 2001. Step 4: After the pilot study, the questionnaire was checked again by one 
independent expert (not employed by Statistics Sweden), also of Bosnia-Herzegovinian 
origin. The results of this whole process were then published [167]. 

Cultural equivalence 
As recommended in literature on cultural equivalence, the questionnaire was translated 
and then back-translated [see for example 179, 180]. Two bilingual persons, working at 
Statistics Sweden, conducted the translation/back-translation so that the accuracy of the 
instrument’s language could be checked. Moreover, in agreement with 
recommendations in literature about the development of translators’ bilingualism and 
the length of time the translators should have known the second language (a minimum 
of 5 years is recommended [181]), both the translator and the back-translator had 
Bosnia as their mother tongue and knew spoken and written Swedish (at university 
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level). Other recommendations regarding techniques for obtaining the best possible 
translation of an instrument are to have a committee to discuss aspects of the translated 
instrument and to focus on conceptual equivalence (i.e. the meaning attached to the 
instrument’s items and questions) [180]. A committee discussion was not possible for 
reasons of time and finance but after the back-translation, an independent bilingual key 
informant gave further comments on language use, social appropriateness and 
conceptual equivalence [181]. Some of the findings relating to the process of 
translation and back-translation, as well as a discussion on equivalence, were then 
published together with the pilot study [167].  

A.2. Data collection and analysis 
The tested postal questionnaire was distributed in Swedish and Bosnian to the 650 
selected participants during the period October 2001- January 2002 (for details on 
questionnaire composition, see Table 5). The questionnaires were returned to me by the 
study participants in pre-paid envelopes. Overall, the computer programme SPSS for 
Windows (versions 10.0 to 16.0) was used for statistical analyses (however, at our 
request, some calculations were also made in STATA by the collaborating statistician). 
Categorical data was cross-tabulated and observed differences in proportions were 
tested using Pearson Chi-square or alternatively Fisher’s exact when appropriate. 
Continuous data were tested for differences using the Mann-Whitney U test. Variables 
with observed statistical differences between high and low symptom groups were 
further explored using binary logistic regression (with the Hosmer and Lemeshow 
goodness-of-fit test), and with separate analyses for men and women.  

Prevalence calculation 
The following procedure was undertaken for calculating prevalence proportions in the 
study populations. For each stratum, the prevalence for the investigated variable, for 
example a specific symptom, was estimated as the sample proportion for that symptom. 
The variance for this estimate was calculated with the formula:  

where pi  is the estimated prevalence and Ni and ni  are the numbers of individuals in 
stratum i and sample i, respectively. Prevalence’s for the whole study population and 
the two regions separately were calculated as a weighted average of the prevalence’s in 
each stratum, where the weight for a stratum is equivalent to the proportion of the 
population contained in that stratum. Denoting the weight for stratum i as wi, the 
formula is: 

The variance of the prevalence was then estimated using appropriate formulas, 
followed by approximate 95 % confidence intervals [179]. Continuous variables were 
estimated using similar, but for them suitable, formulas to those presented above. 
Prevalence was tested for gender differences (the continuous variables were not). The 
estimate of prevalences for females and males separately were calculated as the 
estimated number of females/males with the symptom in the population divided by the 
estimated number of females/males in the population. The variance for this prevalence 
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estimate was calculated approximately with the propagation of error formula [182]. To 
assess statistically significant differences between the regions and between genders, 
normality (z) test was used. The estimated power for detecting a health difference of 10 
% if Region I (p1) = 250 and Region II (p2) = 250 (total = 500) and H0: p1 = p2 (e.g. 
20 % in p1 minus 10 % in p2), was 80 % (alpha = 0.05, two-sided). The statistical 
software SPSS (version 13.0) and STATA (version 8) were used for calculations. 

Table 5 Questionnaire composition 

* The order presented below corresponds to that of the questionnaire, ** The items 
were used in their original form or developed from the original questionnaires 

B. Study design: Longitudinal register study (Paper III) 
B.1. Register variables 
The sample for the longitudinal study consisted of the respondents to the questionnaire 
survey; consent to participate in the register study was indicated by returning the postal 
questionnaire. The selection of variables was done in collaboration with my second 
supervisor Professor Jan Ekberg at Växjö University and Statistics Sweden (SCB). The 
register study was largely based on data from the LOUISE (Longitudinal integration 
database for health insurance and labour market studies) register at SCB. Since the time 
of the study in this thesis, the LOUISE data base has been extended and renamed LISA 
[185]; in addition to Statistics Sweden, contributors to the creation of the new data base 
were the Social Insurance Agency and the Swedish Agency for Innovative Systems. 
When the present study was embarked upon, the LOUISE database was a longitudinal 
database holding information on education, income and the labour market, drawn from 
diverse administrative registers: the Swedish Population Registration System, the 
Employment Register, the Swedish Register of Education, the Income and Wealth 
Register, Population and Housing Census 1990 and data from the ‘HÄNDEL’ 
database’ (AMS Sökanderegister), containing information on everybody registered at a 
public employment office [186]. The primary object in the database is usually the 
individual (though some information is also available at family level). In the present 
study, 39 variables were collected from the LOUISE database concerning persons 

Questionniare 
part

Item type* Questionnaire measures** 

1. Background 
variables 

Demographic items  ”Immigration Survey Questionnaire 1996” 
[169] 

2-4. Living 
circumstances 

Living difficulties “Post-Migration Living Difficulties 
Questionnaire” [1] 

5 a. Mental 
health  

Symptoms 
Sense of Coherence  

“Quality of life instrument” [1]
3-item version of SOC developed [175] 

 Use of medicine 
Use of alcohol 
Tobacco use 

“Survey of Living Conditions” [169]  
AUDIT [179] 
“Survey of Living Conditions” [169] 

5 b. Labour 
market access 

Occupational status 
Weekly working hours 

“Survey of Living Conditions” [169] 
 “Access to the labour market” [183] 

6. Evaluation Evaluation 3 items on question comprehensibility, 
intrusion and relevance [184]  
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registered in Sweden on 31 December 1993 and/or 1994 as born in or with citizenship 
of Bosnien-Herzegovina and with 1993 or 1994 as the year of immigration. In addition, 
information on citizenship was gathered from the Employment Register (1993-1999), 
final tax and child benefits from the Income and Wealth Register (1993-1999), and 
reason for settlement from the Total Population Register [187]. After scrutiny, the 
background variables (age, sex, marital status, number of children aged 0 – 17 years old 
living at home, citizenship, educational level, region of living, and gross income) as 
well as 9 variables concerning various types of income/benefit or compensation 
(income/benefit or compensation from: gainful employment, sickness benefit, social 
benefit, activity support, study support, Swedish for Immigrants (SFI) studies, parental 
benefit, early retirement, and unemployment benefit funds), were selected from the list 
of variables bought from Statistics Sweden (n = 43) and used in analyses [Paper III].  

B.2. Data analysis 
The variables were originally expressed in terms of total income (Swedish kronor, 
SEK). As reported in Paper III, year 1994 was taken as the baseline because a total of 
only 174 persons arrived in 1993 and all the study participants (N = 413) had been 
registered in Sweden by 1994. Health status was assumed to be randomly distributed 
across the regions at baseline due to the state dispersal policy in place at the time. One 
person was missing for 1996 –99 (reason unknown), i.e. N = 412 for these years. 
Moreover, for the purpose of the analyses, the variables were dichotomised into 
income/ benefit/ compensation: Yes/No, for each of the years 1994 – 1999, and for all 
those years combined, i.e. did the individual have the income/benefit/compensation in 
any of the years 1994 -1999= Yes/No. The original social benefit variable comprises 
the total income derived from early retirement pension, sickness benefit based on 
pension points, early retirement from state pension and early retirement pension based 
on pension points. Quantitative data analysis was conducted using appropriate methods 
for categorical data, e.g. cross-tabulations with Chi-square or Fisher’s Exact for testing 
statistical significance, Spearman’s Rho for testing statistical significance of 
correlations of continuous variables, binary logistic regression for regression analysis 
with binary outcome, and survival analysis (Weibull regression) for testing time-to-
event data [Paper III]. The computer programme used was SPSS for Windows (version 
16.0) and, again, on our request some calculations were also made in STATA (version 
8.0) by the collaborating statistician.  

C. Qualitative study design: In-depth interviews (Paper IV)
C.1. Sampling and participants 
As detailed in Paper IV, I used snowball sampling to collect the data. First I contacted 
non-governmental organisations (Bosnia-Herzegovinan and Croatian Associations and 
the Swedish Red Cross), and asked if they knew of anybody who would fit the 
inclusion criteria and might be interested in participation. I was also in touch with an 
SIB representative who recommended contacts in the municipalities, some of whom I 
then approached. All in all, there were 29 persons (Urban region: 10 employed /non-
employed plus five in rehabilitation. Rural region: 14 employed/non-employed) who 
could be interviewed; two of them were approached after one of them had left contact 
details in the postal questionnaire with a note that they welcomed further inquiry. 
However, as three persons did not show up for the interview (reasons not known), 26 
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interviews were actually conducted. After the interview procedure, transcription was 
done by a student who had signed a confidentiality agreement, and then the first round 
of analysis was undertaken (towards the end of 2002). At this stage, four transcripts 
were excluded from analysis as they did not fit the inclusion criteria, had arrived long 
before the war, the tape quality was too poor to analyse and/or other transcription 
problems. The final number of transcripts analysed was 22.  

C.2. Data collection and analysis 
Interviews were carried out in parallel to the cross-sectional study (for details on time 
schedule see Table 1). A cover letter (in Swedish and Bosnian) containing information 
about, for example, the purpose of the study, who we would like to participate (i.e. the 
inclusion criteria), that participation was voluntary and anonymous, and ways of 
contacting research team members, was then sent to the interviewees either directly or 
through the contacts. Most interviews were held in Swedish, though an interpreter was 
used in two cases. The interviews were held in the day or evening (as suitable for the 
interviewees), mostly in the premises suggested by the contact organisations. To ensure 
anonymity, names were not asked for; identification numbers were used instead. 
Interviews were tape-recorded, I followed an interview guide and questions were 
phrased broadly, such as ”What do you think about your life today?”, within different 
themes [see interview guide Paper IV]. Wording and sequence varied from interview to 
interview, the emphasis being to let the interviewee steer the content, to avoid eliciting 
predetermined responses while ensuring that the purpose of the study was covered 
[188]. Analysis was undertaken in three stages. Stage 1 started with a first brief reading 
of interview transcripts and field notes. From this, eight themes were identified. At this 
stage the quantitative data had not yet been analysed. Stage 2 started after a 
considerable interval; it was not until the identified themes and the original study 
objectives had been presented and discussed with the members of the research group 
Transcultural Psychiatry & Psychology at Karolinska Institutet, that the in-depth 
analysis took place in 2008. The reasons for this interval were partly that I had started 
to analyse the quantitative data and partly that I was on parental leave, had reduced my 
working hours and moved from Sweden to England. The discussions led to a focus on 
the themes involving employment and coping, leaving 6 other broad themes largely 
unexplored [see Paper IV for themes left unexplored]. Stage 3, the final stage, consisted 
of an in-depth analysis and was carried out using content analysis (directed approach) 
[189] in the statistical package NVivo (version 2.0) and Microsoft Excel. Hsieh and 
Shannon [189] argue that qualitative content analysis involves paying attention to the 
content or contextual meaning of the text and define it as “a research method for the 
subjective interpretation of the content of text data through the systematic classification 
process of coding and identifying themes or patterns” (page 1278). They suggest that 
this method of analysis is appropriate when theory or prior research exists but is 
incomplete and needs to be further described [189]. The purpose of the coding process 
is to organise large amounts of text into fewer content categories; categories refer to 
patterns or themes directly expressed in the text or derived from analysis [189]. I 
created a coding scheme [190] in Excel to be able to understand the material, and 
present frequencies, and to assess the relevance of the different categories identified.  
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RESULTS

Background data (previously unpublished) 
This section presents some additional background data that were not included in Papers 
I – IV. The study participants were asked whether the reason they came to Sweden was 
the war and violence in Bosnia-Herzegovina. Of the three alternative responses, 177 
(42.9 %) participants chose to answer ‘yes’ to this question and another 231 (55.9 %) 
opted for the response category ‘yes, and I was driven from my home’. The third 
alternative (‘no’) included a follow-up question asking why ‘no’ was chosen. Five 
respondents (1.2 %) opted for ‘no’ but the reasons they gave were either family reunion 
or related to war or violence (such as ‘the circumstances were: either be killed or leave 
the country’). Furthermore, of 411 respondents, 75 (18.2 %) travelled to Sweden on 
their own (without, for example, family members, relatives, friends or neighbours). Of 
408 item respondents, 262 (64.2 %) did not know anyone in Sweden on arrival (the 
other respondents knew, for example, other family members, relatives, friends or 
previous neighbours already in Sweden). The asylum period lasted between 0 and 9 
months (median: 2 months). The Introduction started for most respondents in 1993 or 
1994, and lasted for the majority (n = 162; 58.9 %) between 1 and 2 years. The study 
participants were also asked questions about living difficulties; some of these, 
concerning the previous month at the time of filling out the questionniare in 2001, are 
presented in Tables 6 and 7. Finally, regarding information on how the study 
participants obtained employment, of 357 respondents; 107 (30 %) stated through 
contacts, 84 (23.5 %) by responding to a work advertisement, and 76 (21.3 %) through 
the employment agency. The remaining 90 (25.2 %) respondents opted for ‘other 
reasons’. The stated reasons showed that a majority (50 respondents) had found a job 
by their own means (such as by knocking on doors or turning straight to the employer). 
The others stated, for example, that they had got their job through placement, that they 
did not have a job, or that they were ill. The main mental health outcome was 
determined, as previously mentioned, by the symptom list included in the GQL 
instrument. As reported in Paper III, this 30-item list of symptoms is divided into 7 
dimensions (depression, tension, musculoskeletal, gastrointestinal-urinary tract, 
metabolism, heart-lung, and head) [191]. 

Table 6 Living difficulties* in 2001 (no 1)  

*N = Number, % = percentage, ** Total item respondents, 1 About traumatic events in Bosnia-
Herzegovina

No, 
never 

Yes, 
sometimes 
per 
month 

Yes, 
sometimes 
per week 

Yes, 
almost 
every day Total** 

Problem N (%) N (%) N (%) N (%) N 
Feeling unsafe 165(47.3) 107(30.7) 31(8.9) 46(13.2) 349 
Uncomfortable 
thoughts1 86(25.1) 141(41.2) 53(15.5) 62(18.1) 342 
Feeling of loss of status 
and respect in society 171(52.1) 88(26.8) 19(5.8) 50(15.2) 328 
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Table 7 Living difficulties* in 2001 (no 2) 

* N = Number, % = percentage, ** Total item respondents, 1Related to, for example, parental 
role, family provider, etc.  

Prevalence estimates show that the most common symptom was general fatigue (Table 
8). Moreover, 10 out of the 15 most prevalent symptoms had prevalence rates above 50 
% and belonged to the dimensions depression and tension. 

Table 8 Göteborg Quality of Life dimensions and the corresponding symptoms 
Dimension Symptoms (frequency, n)       Prevalence, % (confidence Interval, CI) 
Depression* General fatigue (= 372) 68.1 (63.2 – 73.0)  
Musculoskeletal Back pain (= 379) 60.7 (55.5 – 66.0) 
Musculoskeletal Pain in legs (= 374) 60.4 (55.3 – 65.6) 
Tension* Nervousness (= 376) 58.9 (53.8 – 64.1) 
Head Headache  (= 374) 58.3 (53.0 – 63.5) 
Depression* Exhaustion  (= 365) 56.8 (51.4 – 62.2) 
Depression* Feeling low and sad (= 360) 56.1 (50.8 – 61.5) 
Tension* Difficulties to relax (= 366) 55.6 (50.2 – 61.0) 
Tension* Irritability (= 358) 54.2 (48.8 – 59.7) 
Depression* Sleeping difficulties (= 370) 52.2 (46.9 – 57.5) 
Depression* Cries easily (= 363) 48.0 (42.6 – 53.4) 
Tension* Concentration difficulties (= 364) 44.2 (39.0 – 49.5) 
Metabolism Sweating (= 361) 41.4 (36.2 – 46.7) 
Tension* Restlessness (= 356) 39.8 (34.5 – 45.1) 
Musculoskeletal Pain in the joints (= 361) 39.3 (33.8 – 44.5) 
* Depression and tension dimensions 

Broken down by gender, seven symptoms showed statistically significant differences, 
all with a higher prevalence for women (Table 9). In addition, the prevalence was 
higher in the urban region for all 10 of the 15 symptoms with prevalence rates above 
50%, with concentration difficulties (pd: 23.1 %; z = 4.49; p < 0.00001), irritability (pd: 
16.1 %; z = 2.98; p = 0.001), and restlessness (pd: 15.7 %; z = 3.01; p = 0.001) showing 
the most notable differences. Finally, as discussed in Paper III of those registered with 
sickness benefit in 1999 (n= 27), 85.2 % (23/27) were also registered in gainful 
employment (1 df; Fischer’s Exact, p = 0.01). 

Problem: No Small Quite big Big Very big Total**

In 2001 N (%) N(%) N (%) N(%) N(%) N 
Worried about 
family 

86(26.1) 52(15.8) 66(20.1) 39(11.9) 86(26.1) 329 

Finding 
employment 

186(56.4) 17(5.2) 37(11.2) 24(7.3) 66(20.0) 330 

Poor work 
conditions 

194(62.4) 66(21.2) 25(8.0) 9(2.9) 17(5.5) 311 

Discrimination  174(55.2) 71(22.6) 34(10.8) 14(4.4) 22(7.0) 315 
Language 
difficulties 183(56.0) 69(21.0) 25(8.0) 19(6.0) 28(9.0) 326 
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Table 9 Statistically significant gender differences in estimated symptom prevalence  
Variable Female Male  
Symptoms Prevalence, % (confidence intervals, cl) z (p)1

General fatigue 76.1 (69.4 – 82.8) 59.8 (52.0 – 67.6) 3.11 (0.002) 
Nervousness 67.1 (59.8 – 74.4) 50.5 (42.8 – 58.2) 3.07 (0.002) 
Exhaustion 65.3 (57.6 – 73.0) 48.0 (40.0 – 56.0) 3.05 (0.002) 
Feeling low and sad 65.9 (58.2 – 73.7) 46.1 (38.1 – 54.1) 3.50 (0.0005) 
Difficulties to relax 64.0 (56.2 – 71.8) 47.0 (39.0 – 55.0) 2.99 (0.003) 
Irritability 60.0 (52.0 – 68.0) 48.0 (40.2 – 56.5) 2.00 (0.045) 
Cries easily 68.5 (61.0 – 76.0) 26.9 (19.7 – 34.1) 7.83(<0.0001) 
1Test for difference was made using normal approximation (z) 

Summary of article results (Papers I-IV) 
Paper 1: Binary logistic regression revealed that self-assessed unemployed men but not 
women, and women in Stratum 3 (with registered employment activity levels ranging 
from 8 – 12 out of a possible 17 points over the years 1993/94 – 1999) were associated 
with high levels of symptoms of poor mental health. Women living in the urban region 
were also overrepresented in the high symptom group.The findings from the study 
indicate that for the men in the study, job occupancy was important for health. For the 
women, further research is needed as job occupancy, at least at some level (Stratum 3), 
as well as living in the urban region, appears to be associated with poor mental health. 
Paper 2: The study population estimates of usage of sedatives (26.5%), sleeping tablets 
(26.2%) and antidepressants (22.3%) did not differ by gender but did so by region, with 
a higher urban prevalence. The consumption of alcohol (5.1%) and cigarettes (41.0%) 
did not differ by region but men reported higher alcohol consumption (at some to 
considerable risk) than women.The overall consumption of alcohol (low) and cigarettes 
(high) in the study population followed prevalence patterns found in Bosnia-
Herzegovina rather than in Sweden. Paper 3: In 1999, 62.4 % (of 412) had labour 
market access and 8.6 % of those eligible (n = 335) were receiving sickness benefit. 
The total number of people receiving sickness benefit (n = 43) over the period was too 
low to be able to test the hypotheses. Older age increased the odds of belonging to the 
high symptom group and so, for women, did a longer time to gainful employment. As 
social benefit recipients are not entitled to sickness benefit, the full extent to which poor 
health affects functional ability could not be assessed in this population. With a higher 
level of labour market participation, the number of sickness benefit recipients might 
have been higher. Had that been the case or with a larger sample, the sickness benefit 
variable could have been useful as an outcome measure of health functioning. Paper 4:
The qualitative content analysis indicates that job loss was one of the first losses 
experienced at the outbreak of war. Employment after resettlement was for many 
central to mental health and well-being. The most common reason for preferring to 
work was that work prevented unwanted thoughts about the war. Having to claim social 
benefit sometimes raised negative emotions (feeling undignified and worthless). For 
some, the ability to work was restricted by poor health, and a potential risk of 
exhaustion was also identified. For more information regarding article results see 
Papers I – IV in this thesis. 
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DISCUSSION
This section aims to discuss the major findings in Papers I – IV in relation to the 
frameworks presented in the background, to Paper V, to previously unpublished 
findings in the results section, and to choices made with regard to design and 
measurement. As discussed in the background, previous research has shown that 
refugees in Western countries face a high risk of social exclusion. One important factor 
and social determinant for mental health in this context is refugee (forced) migration. 
While freely chosen migration can improve health and life opportunities [192], in its 
early stages, refugee migration is a matter of life and death. Thus, refugee migration as 
a matter of survival can in the first place save lives and only later, if safety and other 
basic necessities (food, water, employment etc) are provided, can it (like freely chosen 
migration) maintain and improve mental health and life opportunities [192]. Though 
the refugee experience, often but not always, involves exposure to high levels of stress, 
the majority of individuals manage to live with these over time, particularly if provided 
with the opportunity of safety, stability, and basic nessecities. Hence, in terms of mental 
health, this draws attention to another important factor, namely the social environment 
in the post-migration context. As in the pre-migration context, exposure to and extent 
of stressors in the post-migration environment vary between contexts and individuals. 
Overall, however, the possibilities of integration in the Western world is fraught with 
challenges to mental health (which is the focus of this thesis) due to the structures that 
are in place to, for example, distinguish between ‘genuine’ and ‘bogus’ refugees, to 
manage migration flows, and to ‘share the burden’ between countries. Many of these 
systems contribute (and constitute) conditions that, as they would in general 
populations, pose threats to mental health (social determinants such as discrimination 
and racism, housing problems, unemployment, and limited health care access). 
Moreover, as has been shown in the research reviewed, they add additional mental 
health threats (such as detention, temporary visa protection, long asylum period, and 
speedy removals). These are conditions in which the individuals concerned have to 
cope and live with the concurrent effects of war experiences, forced migration, a life in 
uncertainly, family separation, worrying about the family in the home country, fear of 
deportation, etc. Conclusions that can be drawn from this with regard to research are, 
firstly, that from a health and human rights perspective, besides identifying the impact 
of human rights abuses in the pre-migration environment and learning about what 
specific social determinants of mental health exist in the post-migration environment 
and the strains these may exert on refugee mental health, the joint efforts in the fields of 
transcultural psychiatry (including psychology) and public health (and other fields not 
included here) are also important in order to highlight what would protect and maintain 
mental health in the refugee migration, resettlement and integration process. Secondly, 
a limitation with the present study is that the level of stressful events experienced pre-
migration is included in the qualitative data but not in the quantitative (see Paper I for 
reasons).  

However, considering that 60 % of the quantitative sample stated that 
the main reason why they left Bosnia Herzegovina was that they were ‘forced out of 
their house’, and that they were granted residence permits on the basis of refugee status 
or subsidiary protection, it is reasonable to postulate that the study participants had 
been exposed to exceptionally stressful circumstances. Thus, although the development 
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of trauma-related mental disorder may not be further understood from the quantitative 
data, some conclusions can still be drawn about ways in which integration opportunities 
in the labour market are associated with perceived mental health and the level of 
sickness benefit in the group of refugees explored in the quantitative studies. With 
specific regard to labour market access and mental health amongst refugees, as the 
literature reviewed in this thesis suggests, matters to bear in mind are the importance 
for labour market access of factors such as time spent outside the labour market, age at 
arrival and length of time in Sweden. Furthermore, there are strong indications of 
various types of discrimination in the Swedish labour market. From an international 
perspective, the literature reviewed shows that persons with mental health problems 
face a particular risk of social exclusion and particularly significant barriers to 
employment. However, as also illustrated, evidence suggests that, overall; adherence to 
aspects included in the concept of ‘decent work’ is considered to have health (in 
particular mental health) promoting benefits. With this in mind, since the 1990s the 
labour market in Sweden, as well as in other European countries, has increasingly 
shifted from stable and secure full-time employment to, for example, temporary work 
and self-employment [193]. These changing contexts of work and the consequent 
increased blurring of the unemployment: employment dichotomy possibly accentuate 
the need, expressed by researchers exploring the field of employment and mental health 
[e.g. 193, 194, 195], for research to include under-researched realities such as 
underemployment, inadequate employment and temporary work and their relations to 
health. This need has also been expressed in the refugee mental health field; in 
particular, longitudinal studies into refugee mental health and integration that consider 
differing economic and social factors, as well as the extent of discrimination in the host 
country [196, 197]. The present thesis had the advantage of including different stratum 
of labour market participation, and this produced an interesting gendered finding 
further discussed below. That said, another limitation with the study is that 
discrimination was not a major focus. Similarily, it is a limitation that social support 
was not included in the analyses, as it may buffer adverse events such as job loss [195]. 
The survey questionnaire did include many items on experiences of post-migration 
living difficulties but these were not included in the analysis in any of the papers. The 
idea as originally expressed in the Project Plan [3] was to analyse these survey data 
using path analysis [172], with employment as the outcome. However, after the initial 
analysis (Papers I and II), the register and qualitative data were prioritised. Only a few 
examples of the items from the living difficulty questions are reported in Table 7.  

On major findings1

Two hypotheses were posed. The first relates to the main research question: a) is poor 
mental health a barrier to employment, and states that this is the case. However, the 
present study could not test this hypothesis in the quantitative data. As described in 
Paper III,1) although the prevalence of sickness benefit can be considered high in the 
last follow-up year, at least in relation to the Swedish population, that was not the case 
in the previous years, perhaps because of the slow access to the labour market (only 62 
% were in employment in 1999), and overall the numbers were too small for a proper 
                                                
1 The superscripts 1) – 8) indicate what are considered to be major findings. 
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analysis. There was no measure of mental health at baseline, nor any other 
health/mental health outcome among the selected register variables for a proper 
analysis. Nevertheless, Paper III shows that2) entrance to the labour market took 3.68 
years (median time) for men, and that women and older persons (both genders) 
experienced the greatest difficulties in access.The latter finding also differs from, for 
example, evidence from Norway that older age (as well as marriage and having young 
children and previous employment in the country of origin, Vietnam) was associated 
with labour market participation three years after resettlement [197]. Nevertheless, the 
study did find some support for the second hypothesis: b) exclusion from the labour 
market can lead to psychosocial stress, in that3) longitudinal exclusion from the labour 
market was found to be associated with poor mental health [Papers I and III ]; women 
and older people who experienced a longer time before employment was accessed were 
also at an increased risk of belonging to the high symptom group, and [Paper I] for 
men, self-assessed unemployment was also associated with belonging to the high 
symptom group. Furthermore, in Paper IV (the qualitative study) employment was seen 
as vital to health. In addition, there was an interesting4) gender division in that self-
assessed unemployment was only statistically significantly associated with the high 
symptom group among the men, while no such association was found for women. 
Instead,5) women in Strata 3 [Paper I] (a strata indicating medium labour market 
participation on the upper scale) were associated with the high symptom group in 
binary regression analysis (no such association was found among the men). One reason 
for this gender difference, suggested in Paper I, is that the stigma of not working 
perhaps counfounded the relationship between self-assessed unemployment and the 
high symptom group for men (but not women). Furthermore, considering the notion 
that employment confers many protective benefits for mental health, that re-
employment has been argued to be one of the most effective ways of promoting the 
mental health of the unemployed [154], and that anxiety and depression experienced by 
unemployed people may act as a barrier to re-employment [198], it may be the case that 
the delay in access to the labour market contributed to poor mental health and that if 
employment been accessed, intervention (such as sickness benefit) would not have 
been needed. In other words, did exclusion from the labour market increase the level of 
sickness benefit in the last follow-up year? Paper IV (qualitative study) suggests that 
being on6) social benefit was very stigmatising for some, as has also been reported in 
diverse groups of refugee immigrants in Sweden [199] and other Western countries 
[200], as well as among people with mental illness [201]. As the majority in the self-
assessed unemployment category (men and women) also belonged to the strata with 
least employment activity during 1993/1994 – 1999 [Paper I], it appeared relevant to 
explore the relationship between social benefit and perception of mental health. This 
was done in Paper III. However, survival analysis showed that7) time with social benefit 
did not increase the odds of belonging to the high symptom group (for either gender). 
Thus, perhaps finding 4) rather captures what has been found previously in the 
relationship between physical health and unemployment in Sweden, i.e. where the 
health impact of unemployment is stronger for men [151]. Considering the present 
findings, it is also possible that the impact of perceived unemployment rather is a 
reflection of Jahoda’s functional model [202]; where self-assessed unemployment 
impacts mental health because of the deprivation of by-products such as time structure, 
social interaction, personal status and identity rather than the financial strain it causes 
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[150, 203]. In addition to the hypotheses, some other questions were considered in the 
Project Plan [3]. One was a) whether people in the population from Bosnia (and 
Herzegovina) feel they have the prerequisites for self-sufficiency and participation in 
Swedish society. In respect to the follow-up question, do they feel they manage their 
situation? The SOC measurement that was intended to provide some answers to this 
question was not included in analysis (for reasons discussed on page 47 of this thesis). 
Nevertheless, the present thesis supports previous findings in that the majority appeared 
to have found their work on their own, by contacting the employer directly or through 
other contacts rather than through the unemployment agency [70], thus clearly 
indicating a will and a capacity to participate in society. However, with regard to how 
people feel, one of the questions in the Project Plan focused more specifically on this: 
b) how did people, in general, in this group feel? The outcome measures indicated 
some 7) gender variations, which may be obvious but still important to discuss. In 
keeping with other studies, women were more likely to belong to the high symptom 
group [Paper I], though this may reflect a measurement bias as the GQL previously 
found the dimensions tension and depression to be particularly pronounced amongst 
women [162]. Sweden has been identified as a country with high use of antidepressants 
[204] and the study population prevalence estimates for use of medicines (sedatives 
26.5 %, sleeping-tablets 26.2 % and antidepressants 22.3 %) were even higher than in 
other studies in the general population around the same time [Paper II]; in contrast to 
other studies, no gender difference was observed [Paper II]. The level of alcohol 
consumption (at some to considerable risk) was 5.1 %, and here, on the other hand, the 
AUDIT measurement showed that alcohol consumption (at some to considerable risk) 
was higher amongst men, which finds support in studies in both general and displaced 
populations [Paper II]. A rather high level of cigarette consumption (41.0%) was found, 
with no gender difference. However, considering previous findings of increased 
morbidity (in 1986 – 1990) from cancer of the trachea, bronchus and lung [205], this 
may warrant further public health attention. Finally, more men than women were 
registered with sickness benefit [Paper III] even though the opposite has been found in 
the general population (women in Sweden overall have been found to have a higher 
level of sick leave than men) [206]. Sickness absence is considered to be a good 
indicator of the working environment [206, 207] and in this respect it is interesting that 
being registered with sickness benefit and with parental benefit at some point during 
1994 – 1999 showed statistical tendencies (p = 0.06) to reduce the odds of women 
belonging to the high symptom group [Paper III]. In other words, was sickness and 
parental benefit protective factors for future perceived poor mental health for some 
women? If so, could this be a reflection of Warr’s [208] vitamin model [150, 203] 
together with a gendered difference in possibilities to exit the labour market [209] (i.e. 
while women might struggle to opt out of unsatisfactory work situations, those who do 
might feel better than those who do not). These are interesting speculations but hasty 
conclusions should not be drawn, one reason being the lack of statistical significance. 
Concerning the question whether unemployed refugees have moved to areas where it is 
“easier” to get a job, firstly survey data in Paper I data suggest that statistically 
significantly more people in the rural than the urban region had moved to get work or a 
better job. This is supported in Paper III, which suggests that over time, an increasing 
number of people moved to the rural area (the area with high employment in 1997). As 
Ekberg [1] points out from his findings, for men in the rural region aged 20 – 59 who 
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arrived in 1993 – 1994, the employment rate was over 76.8 %, which was just over  the 
national rate of 75.8 %, and in Gnosjö and Vaggeryd the proportions in employment 
was 85.0 % and 88.7 % respectively. In this way, as found in previous research [210, 
211], internal migration may have contributed positively in that people who were 
unable to access employment in one region were able to move to areas where the labour 
market was more accessible. Concerning the follow-up question whether they are now 
in employment and, if so, how do they feel, the issue of whether or not geographic 
mobility (‘staying’ versus ‘moving’) was associated with high or low symptom group 
was explored in Paper III. However, no statistically significant association was found 
between high or low symptom group and whether or not a person had stayed in a region 
for 7 out of 8 years (i.e. year 1993 to 1999 plus 2001) or moved to either region more 
than once. So, did persons included in this study who lived in areas with high 
refugee/immigrant employment feel better than those in areas with low employment?
The rural region had higher employment levels than the urban region. Paper I showed 
that women living in the urban region were overrepresented in the high symptom 
group. However, no association was found between urban region and high symptom 
group for women (or men) in the register study [Paper III]. The study population 
estimates of licit drug use differed by region, with a higher urban prevalence [Paper II], 
though as discussed in Paper II, these regional differences, supported from other 
studies, could be due to differences in prescription rates and/or access to health care 
rather than to the influence of un/employment, poor mental health, and/or family 
situation. At first it may seem confusing that no difference was observed with regard to 
sickness benefit [Paper III]; however, this could be due to differences in levels of 
employment activity (to be entitled to sickness benefit, a person needs to have had 
access to the labour market). The consumption of alcohol and cigarettes did not differ 
by region [Paper II].  

As mentioned above, the inclusion of different strata of labour market 
participation is an advantage. As regards women, it has been suggested that because 
labour market participation is often fragmented, with changes of occupation and career 
paths and moves into and out of the labour force, the assessment of employment status 
at a single point in time is an insufficient way of capturing women’s work experiences 
[212]. An example of this may be the finding that the 5) women in stratum 3 [Paper I] 
had been in employment for some time (though not all the time). This raises questions, 
not only about stability of employment (and short-term employment contracts) but also, 
as discussed in Paper I, about other issues related to the work environment (such as 
isolative work environments). Some research indicates that flexible or unstable 
employment is associated with poor mental health and that this arrangement is more 
common among women and manual workers [213, 214 ]. It has also been suggested 
that although ‘inadequate employment’ (economically inadequate types of 
employment) might be less stressful than unemployment, due to the retention of some 
earnings, time structure, social purpose, and status, inadequately employed workers 
may also be exposed to greater stress through limited access to coping resources such 
as unemployment compensation, and through, for example, increased job insecurity, 
disrupted relations with co-workers, higher job demand, and lower decision latitude 
[195]. Historically, however, the contribution to ill health from such aspects as 
underemployment, inadequate employment and presenteeism has received less 
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attention than the contribution from unemployment [146, 195, 215]. This could well be 
something to explore further in refugee populations.  

The finding 8) that 8.6 % of those entitled (n = 314) received sickness 
benefit, and that this was almost twice the figure for the total work force is supported 
by a register study with a random sample of 100,000 native Swedes and immigrants 
from 16 countries in the period 1992 – 2001 [216]. In that study the number of sick 
days varied by nationality, and the number among people from former Yugoslavia was 
nearly twice that among Swedish born. It was concluded, from that study, as well as 
from an earlier one by the same authors (covering the period 1982 – 1991), that country 
of birth had an impact on educational level and, more importantly, on the type of 
employment and consequently on job satisfaction: “… individuals who earn less than 
others with the same educational level and course of study have a higher likelihood to 
report sick days” (page 453) [217]. In line with this, a study with a sample of 586 
patients in Sweden in the 1990s also found that perceived disability in combination 
with occupation and immigrant status predicted sick-leave [218]. However, the reasons 
for the levels of sickness benefit in the present thesis are not clear. One may be 
previous trauma (this was not controlled for). Considering that many do not develop 
chronic psychiatric disability over time [Paper V] (see also Table 4 on page 14 in this 
thesis), does the level of sickness benefit actually represent a rate that could be 
expected in a given refugee population up to 10 years after pre-migration trauma? On 
the other hand, as suggested in the qualitative study (Paper IV), there are some 
indications that poor physical health, possibly work-related, can play a role in reduced 
labour market participation. This aspect has been explored previously in the Swedish 
context; Sweden has, in fact, been said to have taken the lead in exploring the impact of 
poor work environments on health [219]. The collected evidence has shown 
associations between stressful, repetitive and physically demanding employment and 
musculoskeletal disorders (considered the largest illness category among persons with 
an immigrant background) [219]. Regarding refugees in particular, a study in Australia 
showed that ‘humanitarian’ migrants with poor physical health were less likely than 
those with good health to be in the work force [220]. This is an aspect that would be 
worth exploring more. Interestingly, however, regression analysis shows that sickness 
benefit did not increase the odds of belonging to the self-assessed high symptom group. 
In fact, as mentioned before sickness benefit was statistically significantly associated 
with low symptom group in cross-tabulation and showed a statistical trend [Paper III] 
among the women in binary regression. Considering that the symptom group 
measurement was conducted in 2001 and sickness benefit in 1999, does this indicate 
that sickness benefit had a positive effect on perceived mental health? If so, considering 
that most of those (85 %) with sickness benefit appeared to be in employment, could it 
be that this solution in fact is very appropriate and constructive to perceived mental 
health?  

As this study suggests, keeping people in a social benefit trap or a risk of 
unemployment prolongs and/or worsens prospects of healing, and increases the risk of 
marginalisation [221]. However, while structural interventions should support early 
access to employment so that provision for the family can be secured as soon as 
possible with no further undermining of dignity, it appears from the above that it would 
be relevant to explore the type of job and contract, as these aspects may be of particular 
importance for promoting mental health through employment. Considering group-
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dependent labour market differences, this could be relevant to explore in various groups 
of refugee populations. Another, related, aspect (mentioned in Paper IV and briefly 
mentioned above) is that of downward mobility. It is, however, important to maintain 
flexibility; as this study shows, some people are incapable of working (at least full 
time) due to physical illness, severe concentration difficulties (PTSD) and/or 
depression. Thus, the labour market needs to be sufficiently flexible to find ways to 
provide access to stable jobs for persons with different functional levels while staying 
within the parameters of decent work, without decreasing job security or exploiting 
eager workers who may run a risk of exhaustion [222, 223]. “[T]he challenge lies in 
devising policies that do not translate into the creation of poor-quality jobs, but lead to 
the progressive upgrading of jobs” (page 46) [224].  

On methods
The section on methods includes a discussion of the advantages and disadvantages of 
not including measurements of religion and ethnicity in the quantitative study. It also 
includes a discussion about acculturation, as well as choices made with regard to the 
measurement of mental health.  

Religious, ethnic and national identities and belonging 
Nationality (country of birth) [Table 6, Paper I]was used as a register variable but 
ethnicity and religion were not included in the quantitative analysis (either as register or 
postal questionnaire variables). One limitation with this is that no comparisons could be 
made in the quantitative analyses between different ethnic or religious affiliations. 
Considering, for example, that Muslims in Sweden are likely to have suffered 
additional discrimination on the basis of religion [81, 225], such post-migration 
stressors could have affected the estimates [226]. On the other hand, as discussed in 
Paper I, the war was complex and people may have been exposed war-related events 
that threaten mental health regardless of their ethnic or religious belonging. 
Nevertheless, it is not possible to explore whether, for example, religion had a 
protective effect on mental health. Taking the example discussed in Paper II, the 
prevalence patterns presented there were more akin to WHO estimates in Bosnia-
Herzegovina in 2001 than to the situation in Sweden. According to the UN 
Development Report from 2002 [227], the ethnic composition of the population in 
Bosnia-Herzegovina in 2001 was 48.3 % Bosniaks, 15.4 % Croats, 34.0 % Serbs, and 
2.3 % others (data were not reported by religion). Although (in Internet-based sources) 
Bosniaks are commonly equated with Muslim, Serbs with Serbian Orthodox, and 
Croats with Roman Catholic, the population also includes Romani, Jews, Protestants 
and other religious groups. Thus, if one assumes that the correspondence between 
ethnic group and religious belonging holds (and that everyone in each ethnic group also 
practices their allocated religion), it may be possible that, for example, Muslim faith 
contributes to lower alcohol consumption (although it does seem likely that other 
religious faiths may also have contributed to the lower prevalence patterns of alcohol 
consumption identified by WHO in Bosnia-Herzegovina in 2001). However, the 
absence of data on religion and ethnicity ruled out an assessment of whether or not 
consumption patterns were determined by religious practice [Paper II]. While 
acknowledging this weakness, ethnic and religious identities were explored using 
qualitative methods. This yielded the following (presented at a conference in spring 
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2009 [228]): qualitative content analysis was applied to transcripts in which religion, 
ethnicity or national belonging were discussed (15 out of 22 interview transcripts); 11 
out of 15 interviewees stated they were Muslim, two Croatian, one Montenegrin, and 
one Catholic. Information indicating mixed marriage was also present in the data. The 
analysis drew on theoretical understandings presented by psychologist and Professor 
Rashmi Singla [229]. According to Singla, “[w]hen one changes from one context to 
another, either in time or space, conflicting images of ‘how or who I am, or should be’ 
are very salient” (page 13) [229]. She further argues that a person posits not one but 
many identities, produced within discourses (as a positioning as well as a political act) 
that are historically and geographically located, and which comprise power relations 
and shift over time, and that in order to understand identity, it is important to capture 
aspects of ‘here and there’ as well as ‘now’. In relation to this, the qualitative analysis 
shows that many of the interviewees expressed that they had not previously thought of 
themselves in terms of religion but that the war had led them to identify themselves by 
religious belonging. This perspective finds support in the literature, which describes 
that prior to the war, ethnic and religious differences were little emphasised and mixed 
marriages were rather common [31]; this suggests that the strong separation by religion 
may have been largely imposed by the war [e.g. 81, 230, 231, 232]. This may illustrate 
what Ingelby [83] discusses in relation to the idea of ‘culture’ as a social construction, 
where cultural properties become ‘ethnic markers’ highlighted differently depending on 
what the context demands. Furthermore, it appears that the relationship between what 
persons may identify themselves as and feel like, "how and who am I", and what the 
surrounding environment interprets the same person as, was not always the same. This 
can also be illustrated with another example, where some interviewees discussed the 
feeling of being Bosnian but seen as Swedish in Bosnia-Herzegovina, or the feeling of 
not belonging in either Sweden or Bosnia-Herzegovina, of ‘floating in between’. While 
it may be self-evident that the sense of religious and national belonging changes over a 
lifetime, in the context of forced migration some of these changes are neither prepared 
for nor chosen as a means of improving ones life but are due to enforced processes. For 
refugees, the power to decide “how and who I am” may be particularly salient because 
of the many instances in the refugee process where other people have the power/take 
the power to decide identity and belonging. In research, reflecting on the complex 
matter of identity can help to avoid stereotypical thinking and reach a wider 
understanding in the research process. However, for the purpose of this thesis, the issue 
was considered to be too complex to measure with quantitative methods. In fact, it 
seems that because of the complexities, it would probably be more appropriate to 
explore these issues in an anthropological approach [81, 233].  

Acculturation 
Although many health and migration studies are concerned with the measurement of 
acculturation, or more often the stress caused by acculturation, this was not considered 
in the present thesis, for the reasons discussed below. A leading researcher in the field, 
psychologist and Professor Emeritus John Berry [221], suggests that the ‘acculturation’ 
concept is employed to understand how “people who have developed in one cultural 
context manage to adapt to new contexts that result from migration. […] it refers to the 
cultural changes resulting from these group encounters” (page 39), while 
‘psychological acculturation’ “… refers to the psychological changes and eventual 
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outcomes that occur as a result of individuals experiencing acculturation that is under 
way in their group” (page 39-40) [221]. Berry’s acculturation theory includes four 
different strategies employed by the individual and society: integration, assimilation, 
segregation, and marginalisation [221]. In my opinion, much of what is covered in 
Berry’s acculturation theory is reflected in the work on social determinants (the 
acculturation theory considers stressors that challenge the health of individuals); 
however, unlike social determinants, acculturation theory also includes individuals’ 
approach/orientation in the acculturation process. While the theory is relevant to this 
thesis, as it concerns a meeting between two or more cultures, according to Berry 
acculturation studies have to be comparative (this thesis is comparative in discussion 
but not in measurement) in order to understand the variations in psychological 
outcomes caused by the cultural variations in various groups. Furthermore, considering 
the concept of culture, Thomasma [116] argues that “… culture is not static, solid or 
impenetrable”; rather it is “the body of learned values, beliefs, and behaviors that 
characterize a group of people” (page 306). In a globalised world, culture is not 
necessarily nation-bound but extends beyond borders; it has been argued that 
acculturation may be too simplistic an approach because of the variability in 
individuals’ expressions of culture [234].  

Choice of mental health outcomes (Papers I, II and III)  
The basis on which the type of questionnaire was chosen was, for one thing, related to 
the fact that the questionnaire was going to be distributed to a community sample 
(rather than face to face); it was therefore not considered ethical to include issues to do 
with specific traumatic experiences [Paper I]. Secondly, the questionnaire would have 
to be either available in or translated into Bosnian, which raised the question of 
copyright. Thirdly, it was considered an advantage if the measure of health outcomes 
had been used previously in refugee populations. Importantly, the questionnaire study 
was not going to have a clinical foundation, neither would it primarily measure mental 
disorder or illness but the perception of poor mental health and mental health. The fact 
that there are no measures of diagnoses can be discussed. In one way this is a major 
limitation, as a diagnosis would be more of a help in understanding of trauma-related 
disorder development, and how this relates to labour market access [Paper III]. On the 
other hand, Summerfield [152], for example, argues that the the PTSD diagnosis make 
a poor distinction between subjective distress and objective disturbance; “… diagnosis 
is not at all times a disease” (page 771). Moreover, as also argued by Summerfield, the 
diagnosis of a disorder (such as PTSD) is not always what survivors consider most 
important [152]. Some research into positive mental health has focused on various 
personality types and their coping strategies; others have focused on resilience (the 
capacity to cope with adversity and not break down when confronted by stressors) or, 
as in the psychoanalytical approach, on “…the person’s capacity to use their internal 
energy for realization in emotional, intellectual, and sexual domains” (page 20) [96]. A 
popular approach in research into health and migration is the salutogenic approach, 
which refers to the late sociologist Aaron Antonovsky’s work on ‘sense of coherence 
(SOC)’ [235]. The original intention was to use an abbreviated version in the present 
thesis as a mental health outcome, and this was also included in the questionnaire [176]. 
However, as will be further discussed below (page 47), this item was excluded from 
analysis. As seen in Table 5 (page 31), other quantitative measures included symptoms, 
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medical, alcohol and tobacco consumption. Starting with the list of symptoms, this 
measure concerns the second major component of the GQL instrument. It was 
developed for use as a descriptive tool (which is the way it has been used in the present 
thesis) in population studies for evaluating perceptions of study participants (‘subjects’) 
(as well as for evaluating treatment) [236]. However, as acknowledged elsewhere, 
symptoms of psychological distress do not always translate into disorder [e.g. 107], and 
although Tibblin et al [237] found on evaluation that the instrument was easy and quick 
to use and that an increase in symptoms decreased the perception of well-being, as a 
measurement of function in the present study [Paper III] it is limited imitated in that the 
severity of the symptoms is not included. Furthermore, while the clustering into high 
and low symptom groups was useful in that it identified dimensions which could be 
classified as mental health dimensions (see Results), this had not been done in the 
general population (and no matching was included in the overall design), so no 
comparisons could be made in relation to a population distribution [238]. As discussed 
in Paper II, there is support for an increased consumption of alcohol and cigarettes in 
traumatised civilian populations, hence the inclusion of alcohol and tobacco 
consumption. Regarding licit drug use, no measurement of psychiatric diagnosis was 
used and these items could provide more of an insight into whether the study 
participants had sought medical care and consequently been assessed to be in need of 
medical intervention. In particular, antidepressants are a known method of treatment 
among refugees [Paper V]. However, as also mentioned in Paper II, the fact that the 
study did not contain any questions with regard to previous medical use is a limitation. 
Wartime consumption patterns (onset and use) may differ from those after resettlement. 
In Bosnia-Herzegovina, for example, the war meant that in the period 1992-2000, most 
of the pharmaceuticals were channelled by humanitarian aid programs and the choice 
of therapy and clinical judgment were largely dependent on the type and quantities of 
the available drugs [239]. Another limitation is that neither generic nor brand names of 
the pharmaceuticals included are known, which limits the possibility of comparisons 
with different populations. Also, unfortunately, prevalence could not be estimated 
separately by age-groups because the necessary information about the study population 
was not accessible. Neither were prevalence estimations based on sample proportions 
(in the way we estimated prevalence according to gender) appropriate as relatively few 
individuals were over 50 years of age (age group 50 – 65 year olds: n= 81; age group 
25 – 49 year olds: n = 329; item missing 3), which meant that such estimations would 
have been too uncertain. There is also a possibility that such estimations would be 
biased: because the estimations are based on the sample proportions and older people 
(age range: 50 – 65 years) were, as previously reported in Paper I, more likely to 
participate in the study. Finally, the last health/mental health outcome measurement 
used was the level of registered sickness benefit. As discussed in Paper III, for a better 
understanding of levels and reasons for sickness benefit it is valuable to know how this 
relates to psychiatric disability, in order to understand more about the reasons for 
decreased functional levels as well as severity. Although the level of sickness benefits 
was nearly twice that in the Swedish population, it was not high enough to use as an 
outcome measure in regression analysis. In fact, as discussed in Paper III, sickness 
benefit can to some extent be considered a measure of function; but even if the numbers 
had been large enough to use the measure as outcome, it still would not have been 
possible to distinguish between different forms of functional impairment (such as 
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psychiatric or physical disability). The conclusions that can be drawn from this are, 
first, that with hindsight it would have been useful to have a measure that could better 
describe functional disability [240] or at least a more precise measure of quality of life 
as a measure of function (such as the WHOQOL [241]). Nevertheless, the use of 
various outcome measures does permit some interesting and important observations. In 
keeping with other studies, women were more likely to belong to the high symptom 
group [Paper I], though this may also reflect a measurement bias because the GQL 
previously found the dimensions tension and depression to be particularly pronounced 
among women [191]. The AUDIT measurement, however, showed higher alcohol 
consumption (at some to considerable risk) among men, which is likewise supported by 
previous studies in both general and displaced populations [Paper II], whereas, in 
contrast to other studies, no gender difference was observed with regard to use of 
medicines (sedatives, sleeping tablets and antidepressants) [Paper II]. Similarly, no 
gender difference was found for cigarette consumption. However, more men than 
women were registered with sickness benefit [Paper III].  

Validity, reliability & generalisability (Papers I, II and III) 
Validity (or internal validity) can be said to refer to the extent to which an instrument is 
measuring what it is intended to measure [242], reliability to the reproducibility (or 
consistency) of the measurement [243], and generalisability (or external validity) to the 
extent to which the results can be generalised to the wider population of interest [243]. 
Regarding validity and reliability, the postal questionnaire is largely a compilation of 
items from questionnaires that have been used previously and tested for validity and 
reliability in culturally diverse populations. As described earlier, many items derive 
from Statistics Sweden’s Inv-ULF 1996 and ULF 1996 (an annual survey used since 
1974), which are the subject of regular reports into various aspects of the research 
designs and measurements [171]. Other items (Table 5, page 31) were revised from the 
Post Migration Living Difficulty questionnaire [172]. These questions have been 
piloted and tested for asylum-seeker and refugee samples [172, 173]. The symptom list
was originally developed as part of a broader study examining the development of 
chronic disease in middle-aged men; it has been evaluated against physiological and 
biochemical markers (blood pressure, cholesterol, body mass index, blood sugar levels, 
and peak flow) [174] and was subsequently tested in relation to age, sex, and job 
satisfaction, and has been found to be a valid and reliable measure of well-being and 
symptoms [191, 174, 236]. The SOC measurement was intended as the main mental 
health outcome (mentioned above on for example page 28) and consisted of an 
abbreviated version of three questions, one for each of the SOC domains: 
manageability: Do you usually see a solution to problems and difficulties that other 
people find difficult to solve?; comprehensibility: Do you usually feel that the things 
that happen to you in your daily life are hard to understand?; and meaningfulness: Do 
you usually feel that your daily life is a source of personal satisfaction? [176]. This 3-
item SOC version was included in both the quantitative study (in the postal 
questionnaire) and the qualitative study (in the semi-structured part of the in-depth 
interview guide [Paper IV]). However, during the interviews it transpired that in 
response to the item on comprehensibility, existential issues were brought up, such as 
difficulties in understanding the war itself or what Miloševi  did. In the literature, this 
link between SOC and existential issues has raised the concern that SOC probably 
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cannot be entirely reduced to a matter of psychological and medical issues [244]. 
Furthermore, the question regarding meaningfulness had many times to be posed 
differently in order to clarify what “personal satisfaction” refers to; it seemed to me it 
was too abstract. This may have been a matter of language differences and/or 
equivalence of concepts; however, the combination of uncertainties about the 
interpretation of two of the three items led me to decide not to use SOC for the 
understanding of mental health in the study. Returning to the items used in the study, 
the three first items measuring alcohol consumption are from the World Health 
Organisation recommended AUDIT (Alcohol Use Disorder Identification Test) 
questionnaire [177]. This questionnaire has been validated and tested in several 
different settings and cultures. It has also been used in various formats; orally, written, 
self- or interviewer-administered and so on, as well as incorporated in other 
questionnaires [245]. Additionally, the Swedish version has been tested in a psychiatric 
emergency environment and proved to be satisfactory as regards internal consistency, 
reliability and validity in terms of sensitivity and specificity in predicting DSM 
alcoholism diagnoses [246]. Because some adjustments and additions were made to the 
original questionnaire, and since some questions were posed on three different 
occasions in the questionnaire (asylum period, introduction period and current 
situation), a pilot study was carried out with the aim to provide indications of the total 
questionnaire’s reliability and validity as well as to try out the length of the 
questionnaire, the translation/back-translation, the relevance and humanitarian/ethical 
aspects of the content. The sampling method chosen was snowball sampling; contact 
was made with two persons originally from Bosnia-Herzegovina working at Statistics 
Sweden who then provided further contacts. Their contact characteristics were similar 
to that of the study group. Face validity (do “the questions appear to be relevant, 
reasonable, and unambiguous and clear?” (page 133) [242]) and “equivalence” (see this 
thesis page 29-30) were assessed in discussions between me, my main supervisor and 
the female translator at Statistics Sweden, and also by the pilot study participants 
through the evaluation section of the questionnaire. Reliability was judged on the basis 
of the majority of responses (at least three participants or more) providing an identical 
or similar answer in both Test study 1 and Retest study 2. In those responses, where no 
more than two participants provided identical or similar answers in both Test study 1 
and Retest study 2, the questions asked as well as the responses given were analysed 
further. In this way, the questionnaire could be narrowed down to questions that, at face 
value, needed more urgent attention than others. The process involved in assessing the 
reliability and validity of the postal questionnaire has been reported and discussed in 
the following sources [166, 167, Paper I]. One limitation (influenced by temporal and 
financial restrictions) is the size of the pilot study population (n = 6), and the fact that it 
was snowball sampled (thus not drawn from the survey population of interest). Because 
of this, statistical evaluation of the questionnaire was not obtained. Nevertheless, while 
acknowledging the limitations but also considering the use of previously tested 
questionnaires, the pilot study, including the assessment of face validity and reliability 
of the whole questionnaire, and other steps taken on the way to ensure validity and 
reliability of the measures, the next issue is whether or not findings produced are 
generalisable; this will be further discussed below. As regards the register variables, 
routine data have some advantages, for instance that they decrease the burden of 
response on informants and reduce non-response, the possibility of combining data 
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from difference types of register, and that longitudinal analysis is relatively easily 
approached [247]. However, disadvantages include that routine data are primarily 
obtained for administrative purposes and thus restricted to what is useful for such 
purposes [247]. Furthermore, policy changes and differences between different 
localities may affect the way data are recorded over time (such as the number of people 
registered with sickness benefit etc.) [186]. Together with the data, Statistics Sweden 
provides a document discussing each variable in relation to accuracy, validity and 
completeness. In relation to the variables included in the register study [Paper II], some 
of these aspects will now be briefly discussed in relation to what I consider the three 
most important variables in the paper. With regard to the “gainfully employed” variable
(originally categorised as: “gainfully employed”, “not gainfully employed, with income 
statement” and “not gainfully employed, without income statement)”, evaluations have 
shown that people with weak links to the labour market are more likely to be classified 
inaccurately with regard to whether or not an income statement exists (income 
statement refers to the information on salaries, wages, fees and other taxable benefits 
that anybody who pays out taxable remuneration, including benefits, has to file with the 
Swedish Tax Agency by the 31st of January each year), and could for example arise in 
situations such as when employment and salary are not recorded in the same year [186]. 
As regards sickness benefit, in 1997 it became necessary for benefit to be certified by a 
medical doctor; from January 1997 to April 1998 the interval before sickness benefit 
was paid out was 28 days, instead of 14 days before and after 1997 and 1998 [186]. 
Moreover, the benefit level was raised to 80 % of annual income in 1998; moreover, as 
of 1997 benefit was calculated on the basis of annual income only (previously, other 
taxable benefits could also be included) [186]. Finally, social benefit is adjusted for 
other income and is defined as the share of the annual index-linked price base amount 
to which the family is entitled (price base amount is the amount set annually by the 
Government on the basis of changes in the cost of living) [Paper III]. Introduction 
benefit was introduced in 1997 by 70 municipalities but this was included in the 
LOUISE data base under the social benefit variable [186]. Some municipalities did not 
submit information about the amount of social benefit paid out in certain years but none 
of them were included in the present study [186]. The sample selection process, i.e. the 
stratification and simple random sample within strata, is a great advantage to 
representativeness and thus to generalisability, and is a common method to guard 
against an unrepresentative sample [243]. Generalisation will of course still be limited, 
e.g. to this particular refugee group and of working age.  

Assessment of the qualitative study and data (Paper IV)  
The terms validity, reliability and generalisability are commonly not used in the same 
way in qualitative as in quantitative research. As discussed in Paper V, frequencies 
were occasionally reported to illustrate the material. There is some critique of using 
frequencies in such a way as they could be considered misleading [248], and it is 
important to highlight that they should not be taken as representative of the whole 
population. Validity in qualitative research has more to do with the description and 
explanation, and the way data are interpreted  [248, 249]. For example, in a 
constructivistic paradigm, which includes the standpoints that realities are multiple, 
understandings are co-created; and in a constructivistic paradigm which uses 
naturalistic methodological procedures (such as Grounded Theory), terms used are, for 
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example, credibility, transferability, dependability and confirmability [249]. Because 
the interviews were conducted only once with each interviewee, the present study is 
limited in the co-creation of the narrative [249]. The fact that the representation of the 
narratives (the finished text) was never discussed with the interviewees is also a 
limitation, in that the narrative could not be verified [Paper IV]. Moreover, snowball 
sampling was used to be able to reach a small number of people living in each of the 
five municipalities included in the quantitative study. Contact was made through 
various channels (Bosnia-Herzegovinan and Croatian Association, The Red Cross, and 
the municipalities). This ensured potentially a wider spread with regards to ethnic and 
religious identity, belonging, and background than if only one or two type/s of 
organisation/association had been approached. Participation in the study was voluntary 
but the snowball sampling approach made it difficult on some occasions to completely 
verify that the interviewee was there voluntarily and did not feel pushed to participate 
by a third party. The settings of the actual interviews varied greatly, which is also likely 
to have influenced the way the conversation and co-creation of the narrative went. 
Furthermore, as Professor Norman Denzin [250] argues “[t]he interview is a 
conversation, the art of asking questions and listening. It is not a neutral tool, for at 
least two people create the reality of the interview situation. […] This method is 
influenced by the personal characteristics of the interviewer, including race, class, 
ethnicity and gender” (page 48). Regarding my role as an interviewer, the interviewees 
were informed about the study and that it was undertaken from a medical university. I 
also informed them that I was conducting the research, and that the research was part of 
a larger project, the HPI - project, and would be part of my PhD, and that my 
background was in nursing. It is likely that all of these aspects could have influenced 
the respondents in terms of thinking about health and mental health. Depending on 
previous experiences and trust, this may have made the interviewee more or less 
inclined to discuss aspects of their employment situation and health/mental health.   

Ethical considerations and combining methods 
Though different research methods and designs may encounter slightly different ethical 
issues and dilemmas, they all follow similar underlying moral principles and 
commitments. Raanan Gillion [251], professor of medical ethics, describes these as the 
basic moral commitments of respect for autonomy (concerning issues such as informed 
consent, confidentiality, ‘not to deceive’, and the ability to communicate well), 
beneficence (beneficience with non-maleficience: medical benefits with minimal 
harm), non-maleficence (avoiding causing harm), and justice (fairness in the 
distribution of scarce resources, respect for people’s rights, and respect for morally 
acceptable laws) plus the scope of their application. Research ethic codes share these 
principles [248]. Some precautions were taken to enhance the ethical aspects of this 
research. First, the study/studies constituting this thesis have been subject to ethical 
review by the Regional Ethical Committee at the Karolinska Institutet, Sweden (KI Dnr 
01-241). Second, as reported in Paper I, three evaluative questions were posed in the 
questionnaire: whether the questionnaire was difficult, intimidating or degrading, and 
whether or not it was perceived as relevant. Similarly, the interviewees were asked 
about their perception of the interview at the end of the interview. Third, to ensure 
anonymity and confidentiality, the questionnaire was marked with identification 
numbers and sent to the study participants by Statistics Sweden. Fourth, the 
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interviewees had the opportunity to end the interview whenever they wanted and were 
provided with telephone numbers (for example to the Red Cross) in case they felt they 
needed more emotional support. Fifth, transcription was done by a student who had 
signed a confidentiality agreement. Even so, some challenges arose along the way. One 
of them was that no decision had been made with regard to how to feed-back the results 
of the survey data (this matter raised by a respondent in the questionnaire). Another 
dilemma arose with regard to feed-back of the qualitative data; the original intention 
was to feed these data back to the interviewees but the procedure for this was 
interrupted by unforeseen events (see Paper IV). There is also the ethical issue 
concerning mental health surveys in general, which may risk stigmatising study 
participants, as well as the question of who stands to benefit from the results [252].  
Finally, there are issues to do with the combination of different approaches, which also 
may include ethical aspects. There are both advantages and disadvantages with using a 
combination of quantitative and qualitative methods [253]. For example, combining 
methods increases the opportunity to ask questions appropriate to the setting. As 
discussed in Paper 1, matters that were too sensitive to ask about in the postal 
questionnaire, such as pre-migration experiences, could instead be explored in face-to-
face interviews. Similarly, though a measure of nationality (born in or citizenship of 
Bosnia-Herzegovina) was available as a register variable, complex matters such as 
those of identity and belonging (ethnic, religious, national, etc) could also be explored 
in greater detail through the interviews. Moreover, with impact on validity, as described 
above, the items on sense of coherence were posed both in the postal questionnaire and 
in the interviews. However, it was decided not to use these as outcome, on the basis of 
the discussions in response to the items in the interview setting, which had raised 
concern about validity (something that was not picked up when piloting the 
questionnaire). Furthermore, when analysing quantitative data, it is easy to become 
distant from the individuals behind the numbers. Having a face to associate with the 
figures makes it easier to bear in mind the persons behind the data, including their 
reactions and expressions in relation to positive or negative experiences. This is, I 
believe, of great importance in transcultural research in order not to loose the 
humanitarian aspects and in this way to work against “dehumanisation” and distancing 
of groups or individual, and can help in the style of writing research reports. For 
researchers, including myself, who are not currently undertaking any clinical work, this 
is probably of even greater importance. Furthermore, qualitative research traditionally 
emphasises the need to scrutinise the researcher’s role for the data collected [251], 
which is something that the quantitative field can learn from. Finally, the theories used 
to understand and explain the mental health of refugees include an understanding of the 
surrounding environment; while contextual aspects can be difficult to explore using 
pre-set questions, while qualitative methods could provide a greater potential. 
Similarly, qualitative methods are considered appropriate when wanting to explore 
processes; as access to employment is not a static phenomenon but part of a larger 
integration process, qualitative methods were helpful to get a better insight into the 
overall process of which employment is part. However, combining approaches can 
easily produce a lot of data and too much untreated data could be viewed as unethical. 
Considering that it is a time-consuming and expensive approach, this must be balanced 
against the opportunity to make interpretations of quality and not be tempted into 
“shallow” interpretations. For a single researcher, it is hard to be up-dated with models,
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theories and methods used within both quantitative and qualitative approaches. Finally, 
prerequisites for being able to combine approaches are, in my view, first and foremost a 
belief that this is a valuable way to collect data (the prevailing scientific paradigm must 
allow for both). As with any study, participants must be available. In many cases in 
migration research it might be easier to access participants using qualitative methods as, 
especially, refugee populations tend to be mobile. Another aspect is that of trust and for 
this reason it might be more feasible to conduct a qualitative study (fewer participants 
are needed and if using, for example, a snowball sampling technique, access might be 
enhanced). 
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CONCLUSIONS
In the present study, the hypothesis that poor mental health is a barrier to employment 
could not be tested in the quantitative data. As described in Paper III, access to the 
labour market was slow and although sickness benefit in the last follow-up year was 
high compared with the Swedish population that was not the case in the previous years, 
perhaps in part because many people did not yet have access to the labour market. The 
hypothesis that exclusion from the labour market generates psychosocial stress did find 
some support. Findings in Paper III suggest that women and older people who 
experienced a longer time to employment also had an increased risk of belonging to the 
high symptom group. Moreover, as shown in Paper I, for men, self-assessed 
unemployment was associated with belonging to the high symptom group. 
Furthermore, in Paper IV (the qualitative study) employment was seen as vital to 
health. Thus, it would be relevant to further explore the development of mental illness 
during a process of exclusion. Interestingly, however, it seems that sickness benefit in 
the last follow-up year was associated with a reduction in self-rated symptoms of poor 
mental health (thus suggesting that sickness benefit might have had a positive impact 
on health). A hypothesis is that on entrance to Sweden a person might be vulnerable to 
poor health/mental health but not be ill, only in need of restructuring life and focusing 
on rebuilding for the future. Work may, as suggested by the qualitative data in Paper 
III, help in this process and protect against poor mental health and illness (such as post-
traumatic stress and depression). Considering the association between sickness benefit 
(in 1999) and the low symptom group (in 2001) and given the finding that people 
appeared both to receive sickness benefit and be in employment (and that there is 
nothing wrong in the interpretation of data), this suggests that the balance between 
employment and sickness benefit might in fact have a positive impact on perceived 
mental health. It would be interesting to further explore employment’s protective effect 
on the development of mental disorder in the aftermath of trauma exposure. An 
advantage with the present study was the inclusion of different strata of labour market 
participation. As regards women, it has been suggested that the assessment of 
employment status at a single point in time is an insufficient way of capturing women’s 
work experiences. The present study found that women in stratum 3 who had been in 
employment for some time (but not all the time) were associated with the high 
symptom group. This raises questions, not only about stability in employment (and 
short-term employment contracts) but also about other issues related to the work 
environment (such as isolative work environments). Previously it has been suggested 
that the best strategy for being in employment at the time of the study is early access to 
employment. This thesis provides some evidence that faster access to employment is 
also beneficial for perceived mental health (Paper III). Though, the type of contract and 
job may also be important. Finally, it seems that the type of mental health measure used 
will elicit different anwers about perceptions of mental health, and health. The results in 
this thesis suggest that people can be expressing a level of mental health problems 
without these having resulted in sickness benefit (though a confounder here is that a 
large proportion struggled to access the labour market). For further understanding more 
research is needed. 
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Implications 
Policies and strategies concerning refugee reception should aim for humanity and pay 
attention to health and human rights.  
Keeping people in unemployment or social benefit may risk prolonging and/or 
worsening prospects of healing after war-related stressful experiences, and increase the 
risk of marginalisation. Thus structural interventions should support early access to 
employment so that the provision for the family can be secured as soon as possible with 
no further undermining of dignity.  
Nevertheless, it is important to maintain flexibility; as this study indicates, some people 
are incapable of working (at least full time) due to physical illness, severe concentration 
difficulties (PTSD) and/or depression.  
Thus, the labour market needs to be sufficiently flexible to find ways to provide access 
to stable jobs for persons with different functional levels while staying within the 
parameters of decent work, without decreasing job security or exploiting eager workers 
who may run a risk of exhaustion.  

Further research 
Some of the questions raised in this thesis are:  

What role do discrimination and other living difficulties play in the relationship 
between employment and mental health in this study population (and other refugee 
populations)? 

What is the role of social support for job loss and re-employment?   

Does a long time to employment for newly arrived refugees increase the risk of 
sickness benefit in the long-term? 

What are the levels and reasons for sickness benefit among refugees after resettlement?  

How does sickness benefit correlate with psychiatric disability in populations with a 
refugee background?  

Can sickness benefit act as a protective factor for future perceived poor mental health? 

Is part-time sickness benefit beneficial for mental health among populations that have 
been exposed to high levels of stress?  
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ENDNOTES 
1 The information in this endnote is from ECRE [70]. The duration of these forms of protection implies 
a right to a permanent residence permit, however, may be considered temporary, with the opportunity 
for renewal after two years.  
PERSONS WHO OTHERWISE NEED INTERNATIONAL PROTECTION:  
“Persons who do not qualify as Convention refugees but left their country of origin due to a well-
founded fear of being sentenced to death or corporal punishment or being subjected to torture or other 
inhuman or degrading treatment or punishment. (Including stateless persons); an external or internal 
armed conflict; an environmental disaster preventing return; a well-founded fear of persecution 
because of his/her sex or sexual orientation” (page 89).  
SAFEGUARDS AGAINST REFOULEMENT: 
“Persons not granted refugee status or subsidiary protection may not be expelled to their country of 
origin if: There are reasonable grounds for believing the person would be in danger of suffering capital 
or corporal punishment or being subjected to torture or other inhuman or degrading punishment or 
treatment, or would be in danger of being sent on to such a country; The person would risk persecution 
or would not be safeguarded against being sent to a country where he faces persecution” (page 90).  
RECONSIDERATION OF A DECISION OF EXPULSION: 
 “Persons who are to be expelled or refused entry by a decision that has 
been entered into force who present circumstances not previously examined and are entitled to a 
residence permit because they are otherwise in need of international protection (above) or it would be 
contrary to humanity to execute the decision” (page 91). 
HUMANITARIAN REASONS: 
“Persons are granted a residence permit because, for humanitarian 
reasons, they should be allowed to settle in Sweden. Examples: persons suffering 
from certain physical or mental handicaps or diseases and persons whose home 
country is in a state of war” (page 91).  

2 The Oath is sworn only by medical doctors. However, it refers to the ‘physician’, which according to 
Miles [119] denotes “a person who studies medical or natural science” (‘doctor’ denotes a teacher) 
(page 14). The Oath is made to Apollo (physician, god of reason, god of prophecy and the Oracle at 
Delphi) and the whole family of healers descended from Asclepius (Apollo’s son) and his wife Epione 
(healer and daughter of Hercules), one of whom is Hippocrates (the father of medicine). As Miles 
argues, the opening words of the Oath make it also applicable to other disciplines in modern health. 
Other children of Asclepius and Epiones to whom the pledge is also made are: Hygiea (goddess of 
health or preventive health care), with descendents such as epidemiologists and public health officials; 
Panacea (all-health, goddess of remedies), with descendents such as pharmacists and people working 
in the pharmaceutical industry, and through the phrase ‘all the gods as well as goddesses’ it also 
implies Iaso (goddess of medicine), with descendents such as nurses and physician’s assistants, Aige 
(radiance), “those restoring a radiant countenance to those who suffer” (page 178), e.g. nutritionists 
and hospice workers, and Telesphorus (god of convalescence), those who specialize in convalescence, 
recovery and rehabilitation. Though other professionals (such as nurses and psychologists) do not 
swear the Oath, they are bound to other ethical codes of conduct (for list see Amnesty International 
[127]).   




