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The struggle against oppression is the struggle of memory against forgetting. 

- (modified after) Milan Kundera  

 

We need to remember what the world was like and that there is another way to be. 

- Derrick Jensen 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
To my family and friends – for making me feel like I’m never alone.  
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POPULAR SCIENCE SUMMARY 
 
The number of migrants in the world is continuously rising and is expected to grow as conflicts, climate 
change impacts and instabilities worldwide will force ever more people to leave their homes and 
search for safety. These include migrant workers as well as refugees and other displaced people.  
Today, the number of international migrants is 280 million people. In 2020, 80 million of these had 
been forcibly displaced. Half the world’s refugees are minors.  
 
Research has consistently shown that refugee children and youth have poorer mental health compared 
to their peers who have not migrated. Findings are particularly clear regarding the mental health of 
refugee children, who have been shown to have higher risks for psychiatric conditions such as post-
traumatic stress disorder, anxiety disorder, and depression. Studies regarding children who have 
migrated but are not refugees have been less conclusive and show diverging results. Partly, the 
uncertainty arises from the fact that non-refugee migrant children’s mental health has been less 
extensively examined than the mental health of refugee children.  
 
Because of the indications that refugee children, and perhaps also non-refugee migrant children, have 
poorer mental health compared to children who have not migrated, research has recently begun to 
pay attention to access to and utilization of mental health services among migrant minors who have 
resettled in high-income countries. Given that the needs have been demonstrated to be higher, 
utilization would also be expected to be high, if needs were to be translated into help-seeking and the 
receipt of care. However, instead, research suggests underutilization of services. In fact, findings 
indicate that many migrant children do not receive mental health care for their mental health problems 
and that the burden of unmet needs is high. Yet, although a growing body of investigations point to 
underutilization, the factors behind these discrepancies are not entirely understood.   
 
The aim of this thesis was thus to explore differences in mental health service use between migrant 
children, descendants of migrants, and Swedish-born children and to try to clarify possible 
explanations of any differences. Factors that were explored for their explanatory potential were age, 
gender, reason for migration, parental presence at migration, parental socio-economic status, and 
neighborhood circumstances. To study these factors, we made use of medical and administrative 
registers, which allowed for statistical analyses and interpretations that could contribute to 
generalizable and reliable insights.  
 
In this thesis, we examined utilization by measuring visits and diagnoses in primary and specialist care, 
among children, adolescents, and young adults living in Stockholm, Sweden. By including several levels 
of care in our investigations, we were able to examine service use among children and youth with 
different levels of symptom severity, since service use tends to become more intensive (i.e., requiring 
inpatient care), the more severe symptoms become. Given that utilization of outpatient psychiatric 
care is recommended and favored, in comparison to inpatient and especially in-voluntary care, 
investigating differences in utilization of different care types can reveal barriers to the most 
recommended services. Furthermore, we investigated whether we could observe any differences in 
treatment receipt, by comparing migrant and Swedish-born children with the same diagnoses. We also 
examined how living in a socio-economically disadvantaged neighborhood affected utilization. Finally, 
we explored the experiences of migrant parents who had reached services for their children’s mental 
health needs, to gain a deeper understanding of barriers to care as described by those who had 
managed to overcome them.  
 
We found several indications of underutilization of mental health services among migrant children, 
while we also observed that factors such as age, whether the children were refugees or not, and how 
long they had resided in Sweden, affected service use. Notably, we could see that young refugee 



 
 

children and refugee children who were newly arrived in Sweden, utilized more care than Swedish-
born children, whereas refugee adolescents and young adults utilized less care. Among non-refugee 
migrant children, utilization was lower regardless of age and time in Sweden. We also found that 
migrant children who had been given a diagnosis of depression, anxiety, or neurodevelopmental 
disorders were less likely to receive recommended treatments, as stated in clinical guidelines, for these 
conditions, compared to Swedish-born majority children with the same diagnoses. Moreover, we could 
see that those refugee children, as well as descendants of migrants, who had lived in socio-
economically disadvantaged areas, used less care than their peers who had never lived in such 
neighborhoods, whereas the opposite pattern was seen for Swedish majority children and youth. 
Lastly, the interview study revealed that parents had relied on referrals from others, such as trusted 
professionals from schools and primary care centers, to reach services, and that knowing about mental 
health and the existence of services was not enough for parents to be able to gain access without this 
guidance and support.  
 
Overall, the results from this thesis suggest that many migrant children may not reach care according 
to need. A limitation in our studies is the lack of self-reported or clinical evaluations of needs, which 
require us to rely on previous research to be able to interpret our findings as probable unmet needs. 
We believe nonetheless that the lower use that we could see in several of our inquiries indeed suggests 
barriers to care, and that the mismatch between probable needs and expected use of services is cause 
for concern. This is in line with previous findings that socio-economic factors and resources, as well as 
the organization of the health care system, affect which groups are most able to access care. Given 
that the migration process is associated with risks of mental health problems among children and 
youth, and further, that migrant families in Sweden are often at a socio-economic disadvantage, the 
mismatch between needs and service use is something that requires policy attention. The findings of 
this thesis add knowledge about the factors that partially explain differential service use between 
migrant and Swedish majority children and could be used to inform efforts aimed at equalizing access 
to care.  Such efforts could include interventions at community-based services to detect needs, as well 
as increased collaborations between schools, child health care, and primary care to increase referrals. 
It is important to acknowledge nonetheless, that access to care is but one of several determinants of 
mental health, and that policies that address the more deep-rooted causes of mental health 
discrepancies between different population groups in Sweden, as well as unequal capacities to reach 
care, are also called for. 
 
  



 
 

POPULÄRVETENSKAPLIG SAMMANFATTNING 
 
Världen över ökar antalet internationella migranter, det vill säga personer som flyttar från ett land till 
ett annat. Denna ökning förväntas stiga i takt med globaliseringen av arbetsmarknaden samt 
eskalerande klimatförändringar och osäkra levnadsvillkor. Idag uppgår antalet internationella 
migranter till 280 miljoner människor och av dessa har cirka 80 miljoner människor tvingats fly sina 
hem. Hälften av de som tvingats lämna sina hem är barn.  
 
Tidigare forskning har visat att utrikesfödda barn och unga har sämre psykisk hälsa jämfört med barn 
födda i landet. Resultaten är tydliga, i synnerhet vad gäller flyktingar, som har ökad risk för flertalet 
psykiatriska tillstånd som till exempel post-traumatiskt stressyndrom, ångestsyndrom och depression. 
Vad gäller utrikesfödda barn som inte flytt så är resultaten mer osäkra och slutsatser från olika studier 
är inte helt samstämmiga. Ett skäl till de tvetydiga resultaten är att utrikesfödda barn som inte flytt 
inte har studerats i samma utsträckning som flyktingbarn. 
 
Givet att forskning visat att barn som flytt, samt eventuellt även utrikesfödda barn som inte flytt, har 
sämre psykisk hälsa än barn födda i landet, så har senare års forskning uppmärksammat psykiatrisk 
vårdandvändning hos utrikesfödda barn i de höginkomstländer där de bosatt sig.  Om vård gavs efter 
behov borde den psykiatriska vårdanvändningen vara högre bland utrikesfödda barn eftersom psykisk 
ohälsa är vanligare bland dessa. I stället pekar forskningen snarare på att utrikesfödda barn i Sverige 
och andra höginkomstländer använder mindre vård än svenskfödda barn och barn utan 
migrationsbakgrund i jämförbara höginkomstländer. Eftersom utrikesfödda barns behov har visats 
vara högre tyder dessa mönster således på icke-tillgodosedda vårdbehov bland dessa barn och unga.  
 
Syftet med föreliggande avhandling var att undersöka skillnader i psykiatrisk vårdkonsumtion hos 
utrikesfödda barn, barn till utrikesfödda föräldrar och svenska barn utan migrationsbakgrund. Faktorer 
som undersöktes var barnets ålder, kön, flyktingstatus, huruvida barnen var ensamkommande eller ej, 
föräldrarnas socioekonomiska status samt bostadsområdens karaktäristika. Dessa faktorer 
undersöktes utifrån hypotesen att de delvis skulle kunna förklara skillnader mellan gruppernas olika 
vårdkonsumtionsmönster. Skillnaderna i psykiatrisk vårdkonsumtion studerades med hjälp av 
epidemiologiska metoder där länkade register, som innehåller vårddata och demografiska data, 
studeras med hjälp av biostatistik. Utöver registerstudierna genomfördes en kvalitativ delstudie, som 
med hjälp av individuella djupintervjuer undersökte erfarenheter av vårdsökande och vad som kunde 
underlätta för utrikesfödda föräldrar att nå psykiatrin å sina barns vägnar.  
 
I den epidemiologiska delen av avhandlingen undersöktes vårdkonsumtion genom att studera besök 
och diagnoser givna på olika vårdnivåer, såväl psykiatriska diagnoser inom primärvården, som 
besök/diagnoser inom den psykiatriska specialistvården. Genom att undersöka olika vårdnivåer kunde 
vi studera även de individer som når vården innan deras symtom är så allvarliga att dessa kräver 
psykiatrisk slutenvård. Vi undersökte även huruvida utrikesfödda barn som fått samma diagnos som 
svenskfödda barn, skiljde sig åt vad gäller typ av behandling som erhållits. Vidare undersökte vi 
bostadsområdets påverkan på vårdkonsumtion hos barn och unga med migrantbakgrund (dvs 
utrikesfödda barn samt svenskfödda barn med utrikesfödda föräldrar) och utan migrantbakgrund, där 
vi jämförde barn och unga som bott i socio-ekonomiskt utsatta områden med de som inte bott i dessa 
områden.  
 
Den kvalitativa delen av avhandlingen bestod av individuella intervjuer med utrikesfödda föräldrar vars 
barn var i kontakt med psykiatrin, för att undersöka deras erfarenheter av att nå fram till vården. Syftet 
med dessa intervjuer var att få en djupare förståelse kring dessa föräldrars uppfattning och upplevelser 
av faktorer som försvårade eller underlättade att de fick kontakt med vården.  
 



 
 

Resultaten från föreliggande avhandling tyder på att utrikesfödda barn i Sverige inte använder 
psykiatrisk vård i den mån de behöver, men att faktorer som ålder, skäl för migration, och vistelsetid i 
Sverige påverkar hur användningen skiljer sig åt mellan utrikesfödda och svenskfödda barn. Till 
exempel såg vi att de yngsta barnen med flyktingbakgrund, samt de som varit kortast tid i Sverige, 
använde mer vård än svenskfödda barn. Däremot använde tonåringar och unga vuxna flyktingar 
mindre vård än den svenskfödda jämförelsegruppen, liksom utrikesfödda barn och unga som inte flytt, 
oavsett ålder och tid i Sverige. Dessutom visade studierna att utrikesfödda barn som diagnosticerats 
med bland annat ångestsyndrom, depression och neuropsykiatriska diagnoser i lägre grad fick de 
behandlingar som rekommenderas i kliniska riktlinjer, jämfört med svenskfödda barn med samma 
diagnoser. Vidare fann vi att när vi undersökte barn och unga vuxna med flyktingbakgrund, samt 
svenskfödda barn med utrikesfödda föräldrar, så använde de i gruppen som bott i områden som 
polisen betecknar som utsatta områden mindre psykiatrisk vård än de som aldrig bott i sådana 
områden. För svenskfödda barn med svenskfödda föräldrar såg vi i stället att de som bott i områden 
som polisen betecknar som utsatta så hade de som bott i dessa områden högre psykiatrisk 
vårdkonsumtion än de svenskfödda barn som aldrig bott i sådana områden.  
 
I intervjustudien framgick att utrikesfödda föräldrar, som kommit i kontakt med vården med syfte att 
deras barn skulle få hjälp för psykiska ohälsa, hade fått kontakt tack vare stöd från betrodda personer 
i omgivningen, bland annat från skola och BVC. Trots att många av föräldrarna kände till att psykiatrin 
fanns och att de var medvetna om psykisk ohälsa generellt, så räckte inte denna kunskap för att på 
egen hand få kontakt med den psykiatriska vården.  
 
Sammanfattningsvis så pekar denna avhandling på att, trots att tidigare forskning tyder på ökade 
behov av vård, så når inte utrikesfödda barn och unga psykiatrin. En begränsning i denna forskning är 
att vi inte kunnat mäta faktiska vårdbehov, eftersom vi saknar information från självskattningsstudier 
eller kliniska bedömningar av de individer som ingick i våra undersökningar.  
 
Första paragrafen i svensk hälso- och sjukvårdslag lyder: Målet med hälso- och sjukvården är en god 
hälsa och en vård på lika villkor för hela befolkningen. Denna avhandling visar att detta mål inte 
uppfylls. Resultaten av studierna i denna avhandling bör oroa alla som arbetatar för att vårdtillgång 
ska vara jämlik och att vårdanvändning ska motsvara behov. För att uppnå större jämlikhet i hälsa 
behövs strukturella insatser som fokuserar på de underliggande bestämningsfaktorer som påverkar 
såväl skillnader i psykisk ohälsa mellan olika befolkningsgrupper, som specifika insatser som möjliggör 
att de underrepresenterade grupperna når fram till vården.  Exempel på insatser skulle kunna vara att 
öka samverkan mellan skola, BVC och första linjens psykiatri, samt att förstärka förmågan bland 
personer i barnens omgivning att uppmärksamma behov och att vägleda till vården.  
 

 
  



 
 

ABSTRACT 
 
Background 
Research shows that migrant children, and especially refugee migrant children, are at increased risk of 
poor mental health. Given that mental disorders are the leading cause of disability among children and 
youth globally, and that many children and adolescents with mental disorders do not reach services 
for their mental health conditions, research into utilization among potentially vulnerable groups is 
much needed. Emerging evidence suggests discrepancies between need and service receipt among 
migrant children and youth in high-income countries, but more research is required to understand 
which factors are most important to drive differences, and how utilization differs among subgroups of 
migrants.  
 
Aim 
To explore differences in utilization of mental health services among migrant children and Swedish-
born children, and to understand possible explanations for these differences.  
 
Methods  
Using a mixed-methods approach, utilization was measured through register-based epidemiological 
investigations, and barriers to care were further explored using individual in-depth interviews with 
migrant parents whose children were in contact with mental health services. For the epidemiological 
register-based studies (study 1-3), we used a database of linked registers to longitudinally study 
regional cohorts of all children and youth in the Swedish capital Stockholm, in terms of their mental 
health service use during the follow-up period between 2006 and 2015. We included primary and 
specialist psychiatric outpatient and inpatient care in our outcome measures. Our main exposure 
groups were non-refugee migrant children, refugee migrant children, descendants of migrants, and 
Swedish majority children. Quantitative studies 1 and 3 used cox regression models to study mental 
health service use, comparing migrant with Swedish majority children and the effects of age, reason 
for migration, parental presence at migration, and neighborhood vulnerability on service utilization. 
Neighborhood vulnerability was defined according to the Swedish police authority’s list of socio-
economically deprived areas. Quantitative study 2 used logistic regression models to examine 
differences in received psychiatric diagnoses and treatments as well as level of care for first contact 
with services, comparing migrant sub-groups and majority children. We identified treatment 
recommendations from official clinical guidelines to examine potential differences in treatment receipt 
between migrant and majority children with the same diagnoses. The qualitative study (study 4) used 
in-depth interviews and thematic analysis to explore perceptions and experiences among migrant 
parents who had gained access to services for their children’s mental health needs. We used 
purposeful sampling to recruit parents from different outpatient clinics in the Stockholm region and 
included non-native speakers in our data gathering by conducting interviews with the help of 
professional interpreters.  
 
Results 
We found several indications of underutilization among migrant children as compared to their majority 
peers, in addition to recognizing the importance of sub-group analyses. Thus, study 1 showed that 
refugee adolescents and young adults used statistically significantly less mental health care compared 
to their majority peers, whereas refugee migrants below the age of 10 did not differ in terms of 
utilization from the reference group. When controlling for age and looking at effects of time in Sweden, 
we found that refugee migrant children and youth, and particularly unaccompanied refugee minors, 
who had been resident in Sweden for less than four years, had statistically significantly higher service 
use compared to majority children. In contrast, non-refugee migrants had consistently lower use 
across all ages and irrespective of time in Sweden, as compared to their majority peers (study 1). We 
also observed that migrant children had significantly lower odds of receiving several psychiatric 



 
 

diagnoses, such as neurodevelopmental, anxiety and mood disorders, compared to their majority 
counterparts (study 2). Additionally, migrant children had lower odds of receiving several 
recommended treatments as stated in official clinical guidelines, compared to their majority 
counterparts who were diagnosed with the same conditions (study 2). Moreover, refugee migrant 
children and youth, as well as descendants of migrants, who had lived for more than two years in a 
vulnerable neighborhood (characterized by the Swedish police authority as areas with socio-economic 
deprivation and high rates of criminality) had significantly lower mental health service use compared 
to their peers who had not lived in such neighborhoods (study 3). By contrast, majority children and 
youth who had lived in these neighborhoods for more than two years used more mental health services 
than their majority counterparts who had never lived in such areas. Lastly, the qualitative study (study 
4) revealed that among those migrant parents who were interviewed, even those who were familiar 
with mental health symptoms and the existence of services did not know how to access services on 
their own. Rather, parents described a reliance on referring agents and that they had turned to trusted 
professionals with whom they were already in contact, to secure help for their children.   
 
Conclusion 
We found indications of underutilization of mental health services, especially among refugee migrant 
adolescents and young adults and among those with refugee or descendant backgrounds in 
disadvantaged neighborhoods. Discrepancies between migrant and Swedish children in terms of 
treatment receipt call for further investigation. Adolescent and young adult refugees, at increased risk 
of poor mental health, who were observed to use less mental health care than their younger 
counterparts, may benefit from strengthening the capacities of those in their surroundings to detect 
needs and increase referrals to mental health services. In line with such implications, the reliance on 
referring agents that emerged in the qualitative study suggests that trust and collaboration across 
sectors may enhance access to care. Overall, the findings of this thesis imply that mental health needs 
are not necessarily translated into service utilization and that social, cultural, and structural barriers to 
care may impede those most in need from accessing help. Policies should be directed against 
inequalities in access, as well as towards the deeper determinants of mental health discrepancies 
across different population groups.   
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1. INTRODUCTION 

The number of international migrants in the world is continuously rising and reached 280 million 
people in 2020 – making up 3.6% of the world population. Almost half the world’s international 
migrants live in Europe and North America, and approximately two-thirds of the world’s migrants are 
migrant workers (IOM, 2022). About a third of the world’s migrants are forcibly displaced, and their 
number is at an all-time high; more than 80 million people were forcibly displaced at the end of 2020. 
Of these, 26 million are refugees under international law (UNHCR, 2022). While about 14 percent of 
international migrants are under the age of 18, around half the world’s refugees are minors (UNHCR, 
2022, UNICEF, 2022). 

Although most international migrants resettle for the pursuit of employment, education, or family-
related reasons, they may nonetheless face existential and threatening situations compelling them to 
leave their homes (Noack, 2021). For those who do flee or are forcibly displaced, the most common 
reasons are persecution, conflict, violence, human rights violations, or events seriously disturbing 
public order (UNHCR, 2022).  

1.1. Migration and the social determinants of health 

Migration affects mental health in several ways and interacts with (other) social determinants of 
health. Often, a distinction is made between pre-, during- and post-migration factors to distinguish 
exposures in the home country (e.g. war and trauma), during migration (e.g. insecure transit, trauma, 
exploitation), and in the country of resettlement (e.g. discrimination, loss of social support systems, 
insecurity during asylum claims, cultural adaptation) (Kien et al., 2018). These stressful migration-
related experiences may occur during sensitive times of development and further increase the risk of 
mental ill health and psychiatric disorders among minors (Frounfelker et al., 2020). The above-
mentioned migration-specific determinants of health interact with general social determinants of 
health, such as socio-economic and environmental conditions. These in turn contribute to inequalities 
in mental health, since adverse social conditions are unevenly distributed in society, and migrant 
families in high income countries, such as Sweden, are often in low socio-economic positions and 
thereby at increased risk of poor mental health outcomes (Tinghog et al., 2007).  

1.2 Migration and mental health 

Because forced displacement places migrants at particularly high risks of adverse experiences, research 
on migrant health has focused chiefly on refugee populations and their mental health. In fact, a 
bibliometric review of global migration health studies concluded that the literature on migrant workers 
is scarce, despite the fact that the total number of migrant workers is seven times higher than that of 
refugees (Sweileh et al., 2018). This focus holds true also for migrant children and youth; research has 
focused primarily on child- and youth refugees and less so on non-refugee migrant minors.  

As it stands, there is today substantial evidence that refugee youth have poorer mental health 
compared to majority peers in their host countries (Frounfelker et al., 2020), while findings regarding 
the mental health of non-refugee migrant youth are less consistent (Kim et al., 2020, Curtis et al., 2018, 
Lindström et al., 2014)  

1.3 Mental health service use among migrant minors: what is known and what are the gaps? 

Although not a major determinant of health, adequate access to health care services is one of several 
underlying sources of social inequalities of health (Whitehead et al., 2006). Because mental illness 
often has its onset in adolescence, and due to the heavy burden that mental conditions place on human 
life and productivity (Mcgorry et al., 2018), increased attention has lately been devoted to the 



 
 

2 
               

promotion of mental health among youth, the prevention of mental illness, and the implementation 
of early interventions. In fact, evidence suggests the existence of effective interventions that could 
improve the mental health of youth populations (Salazar De Pablo et al., 2020). Thus, access to timely 
mental health care for children and youth in general, and for those at increased risk in particular, is an 
aspect of public health worthy of consideration and research. Given that 75% of all adult mental health 
problems begin before the age of 18 (CMO, 2013), promotion of mental well-being among children 
and youth, including ensuring access to timely mental health care, could be a public health investment 
with significant social and human benefits.  

Migrant adults appear to be at high risk of not accessing mental health care according to need, as 
evidenced by a growing body of literature (Hollander et al., 2020, Katsampa et al., 2021). Until recently, 
studies on mental health service use among migrant minors were scarce (Colucci et al., 2014), but 
there are increasing indications that migrant youth in Sweden and other high income countries also 
underutilize mental health services (Berg et al., 2020, Montgomery et al., 2020, Markkula et al., 2018, 
Barghadouch et al., 2016). The reasons for these disparities are complex and diverse, as is the migrant 
population itself. Factors such as gender, parental country of origin, and parental presence at 
migration have been examined and found to affect utilization levels (Ivert et al., 2013b, Manhica et al., 
2017b), but more studies are needed to gain a fuller understanding of how demographic and 
migration-related factors influence mental health care use. Specifically, more careful analysis of 
differential service use among distinct groups of migrants (such as different generations of migrants 
or groups with dissimilar reasons for migration), as well as age, parental socio-economic factors, and 
neighbourhood-level influences, would advance our understanding of potential drivers of unequal 
access to and utlization of mental health services among migrant minors.  

In the past decades, Swedish society has gone through significant political changes that have weakened 
the welfare state, while immigration patterns have led to a substantial increase in the ethnic and 
cultural diversity of the Swedish population. Policies have been implemented that have expanded the 
free-market element in health care provision and reinforced the notion of the patient as consumer. In 
the housing sector, the stock of public housing has decreased. Alongside these ideological shifts, 
Swedish society has seen quite dramatic increases in income inequalities and residential segregation 
since the 1990s (Hu et al., 2022, Musterd et al., 2017). The existing literature on neighborhood 
deprivation and mental health indicates that there are clear associations between area-level socio-
economic deprivation and several psychiatric disorders among children and youth (Lund et al., 2018a). 
Hence, studying utilization of mental health services among groups who live in disadvantaged areas 
can contribute with knowledge about associations between various neighborhood factors and access 
to care.  

Previous research has investigated barriers to care and help-seeking and findings suggest that migrant 
youth experience many similar barriers to mental health services as their majority peers, but also 
migration-specific obstacles (Place et al., 2021b). Barriers to care include stigma, confidentiality 
concerns, preference for self-reliance, issues of trust, insufficient knowledge of the mental health 
service system, difficulties recognizing symptoms, and structural barriers (Gulliver et al., 2010, Place 
et al., 2021b). Furthermore, parental problem recognition, perceptions about mental health, help-
seeking behaviours and parents’ perceptions of cultural sensitivity among service providers also shape 
migrant minor’s access to services (Verhulp et al., 2013, Verhulp et al., 2015). Consequently, parents’ 
views and behaviours are important to study in order to gain a deeper understanding of barriers and 
facilitators to care, with the ultimate goal of informing policy aimed at improving access.  

Factors influencing utilization are often complex, involving issues such as structural barriers (more 
often in settings without universal health care coverage), attitudes and trust towards professionals, 
and knowledge and understanding of mental health problems and help-seeking (Reardon et al., 2017).  
Although studies have examined facilitators and obstacles to help-seeking, fewer studies have 
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investigated the actual experiences of migrant minors who actually reach care, and more specifically 
what their parents perceived as important factors for facilitating access.   

1.4 What this thesis contributes  

The aim of this research project is to broaden our understanding of the use of and access to mental 
health services among children and youth with a migrant background, including those who are not 
refugees. It also aims to investigate the youngest children, who have previously often been excluded 
from inquiry (Frounfelker et al., 2020). In applying a mixed-methods approach, whereby quantitative 
and qualitative data and methods are combined, it aims to offer a richer understanding of patterns of 
access, use, and barriers to mental health services among migrant children and youth in Sweden today, 
hoping to fill some of the knowledge gaps that exist in this subject area. These gaps pertain to 
understanding – in greater depth – some of the most important factors that explain differential service 
use between migrant and majority groups, and to uncover barriers and facilitators to care as they are 
experienced by migrant parents whose children are in need of mental health services.  
 
1.5 Concepts and definitions 
 

• Migrant: According to IOM, an international migrant is a person who moves away from their 
place of usual residence and across an international border to a country of which they are not 
nationals (IOM, 2020). In the context of this doctoral theses, a migrant is defined as an 
individual born abroad with foreign-born parents.  

• Refugee: A refugee is defined under international law as a person who, due to a well-founded 
fear of persecution, is outside his/her country of nationality and unable or unwilling to return 
to it (UNHCR, 2018). In this thesis, refugee children and youth are identified as such through 
the STATIV database. This means they or their parents have been granted residence permit in 
Sweden because the Swedish Board of Migration considers them as being in need of asylum.  

• Unaccompanied minors are defined under the UN Convention of the Right of the Child, as 
children who have been separated from both parents and other relatives and are not being 
cared for by an adult who, by law or custom, is responsible for doing so (UNHCR, 2011 ). In this 
thesis, unaccompanied refugee minors are identified as such through the STATIV database and 
this means that when the Swedish Board of Migration granted residence permits to these 
individuals, they were under 18 years old and in Sweden without parents or other legal 
guardians.  

• Descendants of migrants refer to individuals who are born in the country that their parents 
have migrated to, but whose parents were born outside of that country. In this thesis, 
descendants of migrants are individuals born in Sweden with at least one parent born abroad.  
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2. LITERATURE REVIEW 
 
2.1 Social determinants of health and their bearing on migrant mental health 
 
For more than 30 years, public health research has directed attention to the social determinants of 
health (Dahlgren et al., 2021). These determinants include, but are not restricted to, education, 
employment, access to healthy foods, access to health care, housing, working conditions, etc., as well 
as the wider socio-political structures (such as social and income inequalities) that shape and constrain 
people’s health behaviors and opportunities in life (Bambra et al., 2010). Furthermore, scientific 
endeavors have also focused on the social determinants of health inequalities, in order to illuminate 
the systematic, unfair, and socially produced differences in health between different social groups 
(Whitehead et al., 2006). There are now well-established links between socio-economic disadvantage 
and health (measured as mortality and morbidity). Material and psycho-social mechanisms (poverty, 
adverse events early in life, social exclusion, etc.) are believed to constitute some of the pathways 
behind the observed associations (Shaw et al., 2006). Links between socio-economic disadvantage and 
poor mental health have also consistently been demonstrated, and there is substantial evidence that 
population groups who are at increased risk of exposure to unfavorable socio-economic and 
environmental circumstances are at higher risk of mental disorders (WHO, 2014).  
 
While the relationship between socio-economic disadvantage and poor mental health have repeatedly 
been observed, the underlying mechanisms behind these associations are in some contention. Thus, it 
has been suggested that rather than socio-economic position being the cause of poor mental health, 
poor mental health in fact pushes people into socio-economically disadvantaged circumstances. These 
contradictory theories are referred to as social drift and social selection, respectively, and the debate 
regarding their relative influence in explaining associations between poor SES and low mental health 
is still on-going (Mossakowski, 2014, Lee et al., 2020, Lund et al., 2018b).  
 
As such, increased efforts have been undertaken to disentangle individual/compositional effects from 
ecological/contextual effects to try to understand the pathways and causes behind associations 
between socio-economic disadvantage and poor mental health. Some of these efforts have focused 
on geographical variations in mental disorders (Heinz et al., 2013), and the debate about the possibility 
to draw causal inferences regarding the effects of area-level features on mental health remains 
unresolved (Ohlsson et al., 2020). In fact, recent research has suggested that unmeasured confounding 
and selection bias may explain the associations observed between especially neighborhood features 
and certain mental health outcomes, and that causal inferences about the effects of area-level 
characteristics, such as deprivation, on serious mental illness (schizophrenia), should be questioned 
(Sariaslan et al., 2013, Sariaslan et al., 2016). Other studies, however, suggest that even after 
controlling for compositional effects using multi-level modelling approaches, associations between 
area-level deprivation (as well as area-level income inequality) and schizophrenia can be observed, 
interpretable as contextual and causal neighborhood effects (Kirkbride et al., 2014). A more thorough 
discussion regarding the literature on neighborhood effects and mental health is offered below (see 
section 2.3).  
 
The social determinants of health can be viewed as the larger web of social and structural 
circumstances that affect health. For migrants, factors associated with the migration process interact 
with these general conditions and may increase their risk of exposure to some of the known 
detrimental social determinants of health that have been discussed above. As such, associations 
between socio-economic disadvantage and mental health among migrant populations have been 
demonstrated, and some findings suggest that the higher prevalence of self-reported mental illness 
among adult migrant groups in Sweden can be explained by higher prevalence of socio-economic 
hardship (Tinghog et al., 2007), and that social vulnerability in terms of poor socio-economic 
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circumstances, in combination with discrimination, are root causes of poorer mental health among 
migrant groups in Sweden (Hjern, 2012). For migrant youth, the investigations into the potential 
associations between self-reported mental health and parental socio-economic status have yielded 
less conclusive results, with indications that parental SES affects mental health (and self-harm) among 
migrant youths differently depending on gender and ethnic origin (Lindström et al., 2014, Carlerby et 
al., 2011, Jablonska et al., 2009).  
 
The interactions between mental health, community characteristics, psycho-social factors, 
discrimination, migration-related factors, living conditions and structural and environmental features 
are indeed complex. Within the frame of this thesis, I will henceforth focus on these associations as 
they pertain to mental health service use among migrant children and youth. Next, therefore, the 
literature on mental health among migrant children and youth will be reviewed and related to service 
use studies. To meaningfully interpret findings of mental health service use among migrant youth, it is 
necessary to firmly understand the existing knowledge of mental health among migrant minors, so 
that results regarding service utilization can be placed within the context of what we know regarding 
mental health needs.  
 
2.2 Mental health among migrant children and youth 
 
A large body of literature has examined the mental health of refugee children, revealing increased risks 
of poor mental health compared to native populations, especially in terms of anxiety, depression and 
PTSD – and several reviews confirm a higher prevalence of mental health disorders among refugee 
minors compared to their majority peers (Kien et al., 2018, Van Os et al., 2016, Bronstein et al., 2011, 
Fazel et al., 2005). Moreover, among refugees children, unaccompanied refugee minors have been 
found to have an even higher risk of mental disorders compared to their accompanied refugee 
counterparts (Kien et al., 2018, Derluyn et al., 2009, Bean et al., 2007, Fazel et al., 2012).  
 
While findings repeatedly show that refugee children are at increased risk of poor mental health 
compared to their native peers, research regarding non-refugee migrant children’s mental health have 
yielded less consistent results. There are some indications that non-refugee migrant children are at 
increased risk of poor mental health (Abebe et al., 2014, Curtis et al., 2018, Kim et al., 2020), but other 
studies suggest no difference in risks, and some have indicated better mental health among non-
refugee migrant children and youth, compared to the majority youth population (Lindström et al., 
2014, Kouider et al., 2015). In fact, an exhaustive review on the mental health of migrant children 
concluded that it is impossible to draw any firm conclusions regarding non-refugee migrant children’s 
risk for mental health problems due to methodological discrepancies and the substantial heterogeneity 
of the group (Stevens et al., 2008).  
 
Similarly, research on the mental health of descendants of migrants has yielded inconclusive results. 
Several studies on children and youth descendants suggest that they have either better mental health 
compared to first-generation migrants (Sam et al., 2008), no mental health differences (Dekeyser et 
al., 2011), or better mental health compared to their majority peers (Mood et al., 2016) – albeit in 
terms of serious psychosocial problems, adult descendants of immigrants have been found to run 
greater risks compared to the first generation (Hjern, 2012).  
 
2.3 Mental health service use among migrant children and youth 
 
Given that mental disorders are the leading cause for disability among children and youth globally  
(Erskine et al., 2015, Barican et al., 2022), that children’s right to adequate health care is recognized as 
a human right by the UN, and the fact effective interventions to prevent and treat childhood mental 
health disorders exist (Barican et al., 2022, Reardon et al., 2017), utilization of mental health services 
merits scientific consideration – especially so among potentially vulnerable groups. Moreover, current 
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research points to alarmingly high levels of unmet mental health needs among youth, even in high 
income countries where mental health services are indeed available (Leckman et al., 2008). In fact, a 
recent review estimated that only about 40% of children and adolescents with mental disorders 
receive services for these conditions (Barican et al., 2022). In Stockholm, estimates suggest that there 
are unmet needs especially among children and youth who suffer from anxiety disorder and depression 
(Dalman et al., 2021). 
 
In recent years, increased scientific attention has been directed toward migrant children’s use of 
mental health services – indicating that the mismatch between need and service receipt is substantial 
for child and youth migrants in high income countries (Colucci et al., 2014). There is emerging evidence 
that migrant children and youth experience reduced and delayed access to mental health services 
(Markkula et al., 2018), and continued efforts are made to understand the factors that contribute and 
potentially explain the observed discrepancies (Berg et al., 2020, Ivert et al., 2013b, Jablonska et al., 
2016, Van Leeuwen et al., 2012). The picture is incomplete however, and more research into potential 
mechanisms and underlying reasons behind the inequalities in mental health service use among 
migrant children and youth, as compared to their majority counterparts, is needed. 
 
2.3.1 Evidence of underutilization 
 
In the Scandinavian context, a growing body of research points to lower utilization of psychiatric 
services among migrant children and youth compared to their native peers (Berg et al., 2020, 
Björkenstam et al., 2020, Montgomery et al., 2020, Finnvold, 2019, Abebe et al., 2017, Barghadouch 
et al., 2016, Jablonska et al., 2016). Thus, refugee children have been shown to use less specialist care 
compared to Swedish born children (Berg et al., 2020), and when employing psychotropic medication 
as proxy for psychiatric care utilization, Swedish register studies have also shown that migrant children 
and descendants of migrants use less psychiatric care compared to their majority peers (Arat et al., 
2018, Van Leeuwen et al., 2012). 
 
The general trend of underutilization has furthermore been shown to vary depending on a variety of 
factors. For example, country of origin and sex has been found to affect utilization patterns among 
migrant minors. Hence, a Norwegian register-based study showed that children and youth from 
Poland, Somalia, Sri Lanka, Pakistan, and Vietnam had significantly lower rates of utilization of 
specialist mental health care, while individuals from Iran had particularly high use, and those with a 
Swedish or Russian background did not differ significantly from Norwegian children and youth (Abebe 
et al., 2017). Furthermore, several studies have shown that parental country of origin, and specifically 
the income-level of the parental country, affects utilization among youth. As such, two Swedish 
register studies showed that adolescents with parents from low- or middle-income countries utilized 
less psychotropic medication in general, and less ADHD-medication in particular, compared to 
adolescents with Swedish-born parents (Van Leeuwen et al., 2012, Arat et al., 2018).  Additionally, 
another Swedish register-based study showed that adolescents with parents from low-income 
countries utilized less psychiatric in- and outpatient care, while also demonstrating that this 
association was particularly strong for girls but not for boys (Ivert et al., 2013b).   
 
2.3.2 Delayed access to care 
 
Beyond the findings pointing towards a general tendency of underutilization, there is also emerging 
evidence of delayed access to outpatient psychiatric care among migrant and refugee youth, as 
indicated by higher rates of inpatient and emergency care service use. For instance, a Danish register 
study comparing refugee children to Danish-born children found that, while refugee children overall 
had lower rate rates of first-time contact with psychiatric services, refugee children from the Middle 
East and North Africa had higher rates of emergency psychiatric contact compared to Danes, 
suggesting that refugees access care at a higher severity of symptoms (Barghadouch et al., 2016).  In 
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line with such findings, a Swedish register-based study showed that young adults refugees who had 
arrived in Sweden as unaccompanied or accompanied adolescents were more likely to be admitted to 
a psychiatric hospital for inpatient and compulsory care, but used less outpatient care, compared to 
Swedish-born individuals (Manhica et al., 2017a). Similarly, several studies of psychiatric clinical 
populations have demonstrated disparities among migrants and their native peers in terms of the type 
of care received. A Norwegian study of psychiatric restraints in all Norwegian acute psychiatric clinics 
found that adolescents with an immigrant background had higher risk of experiencing restraint 
compared to ethnic Norwegians (Furre et al., 2014). Likewise, a study of all admissions to a psychiatric 
emergency clinic in Sweden in 2011 found that unaccompanied refugee minors were over-represented 
in the emergency unit (Ramel et al., 2015). These findings indicate that contact is initiated when 
symptoms have escalated to such a degree that the need for care is acute and necessitates more 
invasive methods – and can be viewed as consequences of delayed access and barriers to (timely) care. 
 
Another indication of reduced and delayed access to care (besides higher levels of inpatient and 
compulsory care) is the lower levels of outpatient service use among migrant children and adolescents 
compared to native populations, which has been shown in recent research.  For example, two Canadian 
studies that examined first time emergency contact for mental health problems found that those 
children and youth who were at greatest risk for having had no previous outpatient mental health care 
contact were from rural areas, low-income neighborhoods, or immigrant families (Gill et al., 2017), and 
were more likely to be refugee and non-refugee immigrants (Saunders et al., 2018a). Similarly, a recent 
Danish study comparing refugee youth, descendants of labor migrants and majority individuals aged 
15-22 years, showed that migrants and descendants had overall fewer first-time contacts for any 
psychiatric diagnosis, but that once in contact with psychiatric services, refugees and descendants had 
more inpatient and emergency contacts compared to the majority group, who in turn utilized relatively 
more outpatient care. These findings suggest an unequal access to the recommended outpatient care 
management of psychiatric conditions, and again indicate that migrant and minority youth come into 
contact with services when their conditions have deteriorated to the point of requiring inpatient care 
(Montgomery et al., 2020).  
 
Indeed, a systematic review of migrant children’s health care utilization confirmed this picture; while 
migrant children were found to have reduced use of most types of health services, migrant children’s 
use of emergency and hospital care was higher than native populations’ use of such services (Markkula 
et al., 2018). In fact, numerous studies have found that migrant and ethnic minority adults have higher 
risks of inpatient, coercive and emergency psychiatric care, as well as more frequent involvement with 
the police, and lower use of outpatient psychiatric services compared to majority populations (Lindert 
et al., 2008, Durbin et al., 2015, Norredam et al., 2010, Bhui et al., 2003, Thomsen et al., 2017, Barnett 
et al., 2019, Terhune et al., 2020). With the increased attention given to youth migrant populations, a 
growing number of studies indicate that these disparities are present also among child and adolescent 
migrant populations.  
 
2.3.3 The effect of time in country of resettlement on utilization  
 
Investigations into the effect of time of residence in the country of resettlement on the use of 
psychiatric care have yielded mixed results regarding the possible levelling out of the disparities 
described above. Among adults, studies suggest that, with time, migrant populations increase their 
use of outpatient services and that utilization overall become more equal to majority populations. For 
instance, a Norwegian register-based study found that newly arrived migrants had lower odds of 
primary mental health care use compared to immigrants who had lived in Norway for 12-18 years, 
while after 20 years of residence, odds for outpatient mental health care utilization were no longer 
lower for migrant women compared to their majority peers (Straiton et al., 2019). In line with these 
results, a Swedish study of refugees of 25-35 years of age showed that use of overall psychotropic 
medication increased with duration of residence in Sweden (Brendler-Lindqvist et al., 2014), and 
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another Swedish study of young adult refugees showed that use of outpatient psychiatric care 
increased over time (Manhica et al., 2017a). Similarly, a study of adult migrants to Sweden showed 
that psychiatric care use increased with time and that after a decade, most migrants groups had equal 
or higher utilization rates compared to the Swedish reference population (Hollander et al., 2020). 
 
In terms of child and youth populations, there is some evidence that, with time, young migrants 
decrease their inpatient and emergency care use and increase their outpatient utilization. For example, 
a Canadian study of migrant youths aged 10-24 years showed that the most recent immigrant groups 
had higher rates of first-time emergency department contact for a mental health condition compared 
with immigrants who had been in Canada for more than 10 years (Saunders et al., 2018a). 
Furthermore, when recent immigrant youth were compared to long-term residents, outpatient service 
use was lower among the most newly resettled immigrants compared to long-term residents 
(Saunders et al., 2018b), indicating that newly arrived migrant youth indeed have difficulties accessing 
optimal mental health care, but that some of these barriers may be overcome with time. In the 
Scandinavian context, refugee children with more than ten years of residence in Sweden were 
observed to use more care than their counterparts with less time of residency (Berg et al., 2020), and 
among migrant young adults, there was a clear trend towards increased utilization of psychiatric 
services with increased time in Sweden – such that for non-refugee migrants utilization patterns were 
equalized to the majority group for those with more than 10 years of residency, while for refugee 
youth, utilization increased with time but remained lower than their Swedish peers’ utilization levels 
(Björkenstam et al., 2020). 
 
2.3.4 Do socio-economic factors explain the disparities in psychiatric health care utilization? 
 
Not only time of residence but also family socio-economic conditions have been shown to affect 
service use among migrant and refugee populations. As with the effects of time in the new home 
country, investigations of the role of socio-economic conditions for explaining disparities in utilization 
have yielded inconsistent results. Thus, adjusting for socio-economic status among parents had no 
effect on the lower utilization rates among refugee children in Denmark compared to Danish-majority 
children (Barghadouch et al., 2016) and widened the disparities observed between immigrant and 
ethnic minority groups and majority US adolescents in terms of mental health service use  (Georgiades 
et al., 2018). For adults, socio-economic status had no effect on the higher risk of hospitalizations for 
psychiatric disorders observed for second generation immigrants compared to the Swedish majority 
population (Saraiva Leao et al., 2005); however, a Swedish register study of first psychiatric 
hospitalizations showed that socio-economic status explained some of the disparities observed for 
foreign-born men but not for women (Westman et al., 2006). Hence, the role of socio-economic 
position in explaining utilization disparities among migrant and majority groups remains unresolved, 
and as of yet, no firm conclusions can be drawn.  
 
2.3.5 The role of country of origin 
 
What has been shown more consistently, nonetheless, is that children to parents from low-income 
countries use less psychiatric care compared to their majority peers (Berg et al., 2020, Ivert et al., 
2013b, Van Leeuwen et al., 2012, Arat et al., 2018), and also, that migrant children’s own region of 
origin affect utilization pattern. As such, research has shown that, while refugee children overall had 
lower psychiatric service use, children from the Middle East and North Africa had higher emergency 
psychiatric use compared to their Danish peers (Barghadouch et al., 2016); that refugee young adults 
born in the Horn of Africa and Iran had higher use of compulsory care compared to their Swedish 
counterparts (Manhica et al., 2017a); and that children and adolescents with Iranian origin had higher 
rates of service use compared to Norwegian youths, whereas children from other countries except 
Sweden and Russia had lower use (Abebe et al., 2017). Finally, a report from the Swedish public health 
agency found that children from Afghanistan and Iran had higher rates of contact with psychiatric 
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services than their Swedish-born peers, and that children from Eritrea, Somalia and Syria had 
particularly low service use compared to native Swedish children (Folkhälsomyndigheten, 2019). While 
the precise reasons for the differences observed in terms of service use among children and youth with 
differing countries of origin remains unclear, it is possible that several factors, such as cultural and 
structural barriers lie behind these discrepancies. What seems evident so far is that, for children whose 
parents come from countries with scarce psychiatric care infrastructure, barriers to reaching care may 
be high, even when resettling in a country with available services.  
 
2.4 The impact of contextual features on mental health and service utilization 
 
As noted above, associations between low socio-economic status and poor mental health have been 
repeatedly shown (Whitehead et al., 2006), though the underlying mechanisms are yet to be fully 
understood. While socio-economic inequalities are considered key causes of ethnic inequalities of 
health, there is also evidence that racism and discrimination lie at the root of such inequalities and 
have a direct effect on the mental health of minority and migrant groups (Nazroo, 2003, Williams, 
1999). Moreover, the examination of the influence of socio-economic conditions on health has spurred 
an interest in trying to disentangle individual characteristics from contextual effects, to explain mental 
health disparities among minority groups. As such, research into neighborhood impacts, especially in 
terms of area deprivation and ethnic and migrant density has gained increased attention. However, 
most studies of neighborhood effects are concerned with mental health outcomes among adults (Shaw 
et al., 2012, Stafford et al., 2009), rather than utilization of services, and there is a scarcity of studies 
examining the effect of area-level differences among young migrant populations and the association 
with mental health care utilization.  
 
2.4.1 Ethnic and migrant density effects  
 
Ethnic and migrant density refers to the residential concentration of individuals with a similar ethnic 
or migration background within a specific neighborhood (Bécares et al., 2018). While research on the 
effect of ethnic density on common mental disorders such as depression and anxiety has yielded mixed 
results (Bécares et al., 2018), the literature on the effect of ethnic density on adult mental health has 
consistently shown a protective effect for psychosis (Schofield et al., 2017, Bécares et al., 2018, 
Dykxhoorn et al., 2020) (such that lower incidences of psychotic disorders have been found among 
ethnic minority individuals living in more ethnically dense areas, compared to ethnic majority 
individuals) (Bosqui et al., 2014). Social cohesion and strong networks within ethnically dense 
neighborhoods have been suggested as possible protective mechanisms, believed to mitigate the 
effects of poor material conditions within neighborhoods, as well as against the detrimental effects of 
discrimination and racism encountered outside it (Pickett et al., 2008). However, other potential 
mechanisms as well as underutilization of services could also be at play.  
 
For children and youth, findings are more inconclusive. Protective effects of ethnic density against the 
detrimental consequences of area deprivation have been demonstrated; a recent study examining 
ethnic variations in mental health among 10-15-year-old individuals in the UK found that the negative 
impact of neighborhood characteristics was stronger for adolescents who identified as white (ethnic 
majority) compared to adolescents with an ethnic minority background (Jonsson et al., 2018). Thus, 
since white British youth are often in minority in deprived neighborhoods, they may lack the social 
support and networks that are more readily available to ethnic minority youths in these areas, making 
them more sensitive to the adverse consequences of area deprivation (Jonsson et al., 2018). In line 
with these findings, a Dutch study found that externalizing problems were reduced among ethnic 
minority adolescents when the diversity of the school class increased, and that, when two-thirds of the 
school class was made up of ethnic minority students, there were no differences in externalizing 
problems between majority and minority groups (Gieling et al., 2010). Being in an ethnically diverse 
school environment could hence, potentially, lead ethnic minority students to experience less 
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discrimination (Gieling et al., 2010) and strengthen their mental well-being in ways that have been 
suggested to hold true for adult minority individuals. 
 
Several studies have examined migrant density effects on adolescent mental health in relation to 
school environments in Sweden. Results from these studies show that the risk of suicide decreased 
among foreign-born young adults whose school-groups at age 16 consisted of a large proportion of 
foreign-born individuals (Zammit et al., 2014) and that, among 15-year old students with a migrant 
origin, high migrant density (more than 50% of other migrant pupils) was associated with positive well-
being for individuals originating in Africa and Asia, compared with migrant adolescents with the same 
origin in schools with low migrant density (Hjern et al., 2013). Notwithstanding these results, other 
studies show contradictory findings. Consequently, a Swedish study of self-reported mental health 
among immigrant and native adolescents found that the poorer mental health that was seen among 
immigrant adolescents was not affected by the municipality-level proportion of immigrants in the 
surrounding neighborhoods, thus failing to confirm a protective effect of migrant density on immigrant 
adolescents’ mental health (Kim et al., 2020).  
 
2.4.2 The effects of area-level deprivation and residential segregation on mental health among youth 
 
Studying the effect of neighborhood characteristics on mental health and service utilization is  
important given that Sweden has experienced notable increases in individual and area-level income 
and social inequalities, and widening residential segregation, since the 1990s (Hu et al., 2022, Musterd 
et al., 2017). Furthermore, evidence shows that neighborhood socioeconomic deprivation is associated 
with increased risk for several psychiatric disorders among youth (Lund et al., 2018a) , though the 
debate about the possible mechanisms behind these associations remains unsettled. As discussed 
above, the relative influence of individual-level (compositional) features and neigbhourhood 
circumstances (contextual effects) have been investigated and contested, and it is likely that both types 
of factors contribute to the associations found (Sariaslan et al., 2016, Richardson et al., 2015, O’farrell 
et al., 2016).  
 
Nonethelss, research indicates that individuals in neighborhoods with low socioeconomic status 
experience life stressors such as exposure to violence, unemployment, under-resourced facilities, and 
have fewer sources of support and resources to deal  with them, thereby increasing vulnerability (Lund 
et al., 2018a). Additionaly, neighborhood crime-related insecurity has been shown to have detrimental 
effects on mental illness among children and adolescents, and exposure to community level violence 
has been linked to substance abuse, externalizing behaviors, depression, anxiety, and post-traumatic 
stress disorder, as well as compromised developmental outcomes (Lund et al., 2018a). Also, residents 
in disadvantaged areas witness media portrayals of their neighborhoods as crime ridden and unsafe, 
and these messages can increase a sense of marginalization, powerlessness, and despair among the 
most vulnerable (Aisenberg et al., 2008).  Consequently, a better understanding of the impact of 
neighborhood characteristics on mental health outcomes could be helpful for informing policy 
decisions when balancing individual-based and area-specific interventions (Socialstyrelsen, 2010). 
 
2.4.3 What is known about area-level effects on psychiatric care utilization among migrant children? 
 
A few studies have explored the associations between neighborhood effects, migrant background, and 
psychiatric care utilization among youth. One such study reported that, while socio-economic 
disadvantage increased the likelihood for school-aged children to use ADHD-medication, this was not 
the case for migrant children, who utilized less medication compared to natives despite often living in 
disadvantaged neighborhoods (Jablonska et al., 2016). Furthermore, migrant children’s odds of 
utilization of ADHD-medication decreased as ethnic density in their neighborhoods increased 
(Jablonska et al., 2016). Considering that previous research suggests that migrant children underutilize 
psychiatric care, the findings of this study may indeed indicate barriers to care for migrant children, 
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notwithstanding the simultaneous possibility of a protective effect of ethnic density on the mental 
health of migrant children. In fact, it may be that migrant children living in ethnically dense 
neighborhoods are at a double disadvantage; they live in under-served areas with insufficient 
resources and face barriers to care due to their immigrant backgrounds (Jablonska et al., 2016). In line 
with this, a recent report on the mental health among youth in Stockholm found a positive association 
between neighborhood socio-economic disadvantage and poor self-reported mental health among 
adolescent males (Jablonska et al., 2021). Furthermore, the report found that the greater the 
proportion of foreign-born individuals within a neighborhood, the lower the proportions of youth who 
had been diagnosed with depression or anxiety (Jablonska et al., 2021). Thus, in terms of expected 
mental health needs, mental health services appeared underutilized in socio-economically 
disadvantaged and migrant-dense neighborhoods in Stockholm (Jablonska et al., 2021), indeed 
indicating barriers to care for migrant youth residing in such areas.  
 
In contrast with these findings, another study investigating Swedish adolescents did not find evidence 
that area-deprivation affected psychiatric care utilization (Ivert et al., 2013a). Finally, a Norwegian 
study examining the effect of income inequality and mental health and service use among majority 
and migrant children found that immigrant children living in areas with high income inequality and in 
poor families used less psychiatric care compared to native Norwegians with a similar socio-economic 
background (Finnvold, 2019), suggesting that area-level socio-economic disadvantage and inequality 
have differing effects on migrant and non-migrant youth. The research on this subject-matter is still 
scarce, and the role of area-level aspects such as deprivation, exposure to crime, socio-economic 
disadvantage and ethnic and migrant density, in explaining inequalities in mental health care utilization 
among youth populations, is in need of more scientific inquiry.  
 
2.5 Barriers to mental health services among migrant children 
 
Neighborhood effects can be viewed as part of a wider web of potential barriers to mental health care 
among migrant youth, since living in disadvantaged areas may increase need among those who already 
face difficulties gaining access. Given that there is extensive evidence that all children and adolescents 
underutilize mental health services and that the burden of unmet needs is high (Leckman et al., 2008), 
it is important to explore why migrant youth face even greater obstacles to care than their young 
majority counterparts. As it stands, the literature suggests that, to some extent, barriers to care among 
youth are similar for majority and migrant groups, but the latter may encounter additional layers of 
difficulties. A systematic review about perceived barriers and facilitators to mental health help-seeking 
among young people found that perceived stigma and embarrassment, problems recognizing 
symptoms and a preference for self-reliance were the most important barriers to help-seeking 
(Gulliver et al., 2010). Furthermore, positive past experiences, social support and encouragement from 
others aided help-seeking among youth (Gulliver et al., 2010). Many of these factors have also been 
found as important barriers and facilitators among migrant youth (Place et al., 2021b).   
 
Issues of stigma and embarrassment have been particularly indicated as powerful barriers to care 
among all youth, including migrants. Thus, in a qualitative study with refugee adolescents in Australia, 
many reported concerns of shame and stigma related to mental health (De Anstiss et al., 2010), and in 
a mixed-methods study with Somali migrants to the US, a culture of shame and fear of “loosing 
reputation” emerged as a prominent theme in the youth’s deliberations on mental health problems 
and service use (Ellis et al., 2010). In a review of barriers to care among resettled refugees, stigma was 
described as one of the major barriers to access, to such an extent that, in some refuge communities, 
if a child’s mental health problems were disclosed, the feared consequences of the associated stigma 
were perceived as more detrimental than not receiving care at all (Ellis et al., 2011). Moreover, in 
interviews with parents in ethnic minority communities, concerns that a child or adolescent with 
mental health problems brings shame and dishonor on their families, and has diminished marriage 
prospects, were commonly held opinions (Bradby et al., 2007, De Anstiss et al., 2010).  
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The role of parents in youth’s help-seeking for mental health problems has also been explored in a 
range of studies, both quantitively and qualitatively.  Thus, parental problem recognition has been 
described as crucial for children and youth’s access to mental health services, and disagreement 
between parents and youth perception of needs, as well as lack of parental symptom recognition, have 
been associated with lower use of mental health services among migrant children and adolescents in 
the Netherlands (Verhulp et al., 2015, Verhulp et al., 2013).  Moreover, lack of parental engagement 
and support, and impaired communication and trust between parents and youth, have also been 
identified as barriers to care among descendant adolescents (Wang et al., 2019b). Several studies have 
also described a greater openness to seeking help among migrant descendants compared to their 
parents (Ellis et al., 2010), as well as conflict and fear of disapproval when wanting to seek help 
(Valibhoy et al., 2017b) –  in turn suggesting that acculturation gaps affect access and the help-seeking 
ability among children and youth with migrant backgrounds, although this gap may lessen with the 
time spent in the country of resettlement (Finno-Velasquez et al., 2016). In addtion, in a qualitative 
interview study with immigrant Arab mothers in the US regarding their perception of AHDH and help-
seeking, many mothers stated that they were more open to seek help in the US than in their home 
countries, and especially if referred to services by others (Alazzam et al., 2015), suggesting that stigma 
is in part moderated by the surrounding context.  
 
Low mental health literacy among both youth and parents have been indicated as another major 
barrier for accessing care – among youth in general and for migrant youth in particular  (Gulliver et al., 
2010, Silberholz et al., 2017). Thus, in an interview-study with 15 unaccompanied minors in the UK, 
inadequate understanding of mental health and medications emerged as a general tendency 
(Majumder et al., 2015); a review described a sense of uncertainty about the health care system and 
entitlements to care among many adolescent refugees in Europe (Sapthiang et al., 2019), and in a 
larger qualitative study with young people from Sub-Saharan Africa resettled in Australia, lack of 
problem recognition as well as knowledge of services were describes as barriers to care (Mccann et 
al., 2016). Moreover, the same study also described that parents’ perceived lack of cultural 
competency among providers was a further deterrent of seeking help (Mccann et al., 2016), and in a 
qualitative study of migrant youth, their parents, and clinicians, recognition of cultural differences in 
explanatory models was suggested as crucial for providing optimal care  (Nadeau et al., 2017).  
 
Notwithstanding that cultural competency among staff is crucial for overcoming barriers to care among 
migrant populations (Bäärnhielm, 2016), studies also suggest that culturally rooted perceptions of 
mental health problems can co-exist with an acceptance of Western explanatory frameworks. As such, 
an exploratory study of Palestinian mothers’ view of child mental health problems and service 
utilization showed that perceptions of causes were not substantially different from Western 
conceptions. Furthermore, most participants embraced several explanatory models simultaneously 
and, while reporting that religious or cultural sources of help were important, they were not seen as 
incompatible with formal mental health service utilization (Thabet et al., 2006). Similarly, in a survey-
based study of ethnic minority youth and their parents’ views on mental disorder etiology, it was found 
that parental beliefs about of mental health problems that were related to sociological, spiritual, or 
nature disharmony etiologies were not overall associated with lower service use (Yeh et al., 2005). 
 
An association that does appear consistent and which constitutes an important barrier to care is 
language difficulties and low use of services. A systematic review of 18 studies found a clear association 
between insufficient language proficiency and underutilization of psychiatric services, in part because 
verbal communication between patients and professionals are especially important in mental health 
service provision (Ohtani et al., 2015). The effect of language proficiency and knowledge of the health 
care system were indicated in a recent Swedish study comparing unaccompanied and accompanied 
refugee minors with their Swedish-born peers. Showing that unaccompanied minors used significantly 
more psychiatric care (except for ADHD-medication) compared to both their Swedish and 
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accompanied refugee counterparts, the authors surmise that, since unaccompanied minors are 
provided with a custodian who is familiar with the Swedish language and health care system, they are 
more likely to be directed to mental health services in accordance with their needs. In contrast, 
accompanied refugee minors and their parents may lack essential linguistic skills and information 
about how to access and seek help for mental health problems (Axelsson, 2020) – implying the 
importance of mental health literacy and familiarity with a country’s health care system for the 
possibility to access care. 
 
In support of these contentions, several studies suggest that even when parents have a basic 
awareness of services, they may not know where to initiative help-seeking (Place et al., 2021b), and 
that many refugee families experience barriers due to a lack of understanding of how to access services 
(Byrow et al., 2020). To overcome barriers to care, schools have been suggested as crucial agents for 
detection, referral and even service provision for mental health problems among migrant and ethnic 
minority youths (Pedrini et al., 2015, Silberholz et al., 2017). For example, in an interview study with 
adolescent refugees in the UK, a majority of the participants expressed a preference for school-based 
services, confirming the important role of schools for offering mental health services to adolescent 
refugees  (Fazel et al., 2016); and indeed, support for school-based detection and treatment have been 
found among both migrant and majority parents (Flink et al., 2013). However, despite the apparent 
advantages of proximity and ease of access, school-based services have also been identified as 
potentially problematic locations for service provision, mainly due to fear of loss of confidentiality 
(Nadeau et al., 2017).  
 
Confidentiality concerns have in fact been identified as a general barrier to care – not only in school-
based settings – and many young people express worries that their problems will be disclosed to 
others. Such concerns may be linked to stigma and embarrassment, lack of trust in providers, as well 
as the preference for self-reliance or informal support, all of which have been described as barriers to 
care among youth, including migrant and ethnic minority groups (Valibhoy et al., 2017a, Wang et al., 
2019a, Mccann et al., 2016). Moreover, an important but perhaps less often discussed barrier to care 
is the urgency of other pressing needs that may inhibit the ability of individuals in vulnerable situations 
from seeking care (O'reilly et al., 2009), and in fact, stressors of resettlement have been described as 
leading to a down-prioritization of mental ill-health and help-seeking for newly resettled refugees, who 
have been found to prioritize securing adequate food, housing and employment, rather than obtaining 

mental health services for their children (Ellis et al., 2011). 
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3. RESEARCH AIMS 
 
The main objective of this thesis is to investigate mental health service use among children, 
adolescents, and young adults with a migration background, compared to their Swedish majority 
peers. The purpose is to describe and understand what the differences between the groups are, and 
to discern which factors are of most significance in explaining disparities in use. A further aim is to get 
a deeper understanding of barriers to care, and ways to overcome these, as experienced by migrant 
parents who have reached mental health services for their children.  
 
Using a mixed methods approach, the hope is to provide a richer understanding of barriers to care and 
of the ways in which service use differs among children with different migration backgrounds, than 
that which can be achieved when using solely quantitative or qualitative methods. The combination of 
methodologies also serves to underscore, recognize, and respond to the fact that when investigating 
social phenomena within a medical framework, a combination of methods and epistemologies can 
enhance our understanding of the mechanisms and structures that lie beneath the discrepancies that 
we have set out to analyze.    
 
Research questions 
  

• What is the difference in mental health service use between migrant and majority children and 
youth, and how do factors such as age, sex, time in Sweden, country of origin and parental 
socio-economic status affect utilization? Could the hypothesized differences between migrant 
and majority children be explained by lower utilization of care related to neurodevelopmental 
conditions? (Study 1) 

 

• What are the differences between migrant and descendant children, as compared to Swedish 
majority children, in terms of a) types of psychiatric diagnoses received, and b) level of care 
where diagnosis is given? Furthermore, are there differences between migrant and 
descendant children on the one hand, and Swedish majority children on the other, who are in 
psychiatric care and who have received the same diagnosis, in terms of likelihood to receive 
treatments that are recommended in clinical guidelines? (Study 2) 

 

• How do area-level factors such as neighborhood vulnerability (defined as social and economic 
deprivation and high rates of criminality) affect utilization of mental health care among 
children and youth overall, and specifically for different migrant groups? Among those with a 
migrant background and living in a socially vulnerable neighborhoods, how does service use 
differ by parental region of origin? Could individual-level parental socioeconomic position 
explain any of the hypothesized differences between the groups? (Study 3) 

 

• How have migrant parents with children receiving mental health care experienced the process 
of reaching services? How does this experience relate to their perceptions about mental health 
and help-seeking? In what ways, if any, do parents think that the process of reaching child 
mental health care could be facilitated and improved? (Study 4, the qualitative study) 
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4. MATERIALS AND METHODS 
 
For an overview, see table 1. 
 
For studies 1, 2 and 3, a linked register database, called Psychiatry Sweden, was used. This database is 
held by the research group EPiCSS (Epidemiology of Psychiatric Conditions, Substance use and Social 
Environment), and held by Professor Christina Dalman at the department of Global Public Health at KI. 
The database is a register-linkage used for research purposes and consists of national and regional 
registers. For this thesis, the registers used were the following: 
 
For demographic/exposure data: 

- The total population register (used for identification of individuals) 
- The multi-generation register (for linking parents and children) 
- The longitudinal integration database LISA (for income, educational and neighborhood 

data) 
- The longitudinal database for studies of immigrants’ integration called STATIV (for 

migration-related data) 
- The national cause of death register  

 
For health care outcome data: 

- The prescribed drug register (for psychotropic medication prescriptions) 
- The Stockholm region VAL-databases, which include data on primary care, child and 

adolescent care, and specialized psychiatric care, including regional register-data from 
the child and adolescent psychiatric clinics in Stockholm (the “Pastill”-database). 

 
The Swedish population and health registers are of high quality and are often used for research 
purposes (Allebeck, 2009). The Psychiatry Sweden-linkage is done based on personal identification 
numbers by Statistics Sweden. Under Swedish legislation, personal consent from individuals is not 
needed to conduct register-based research. Because only individuals who hold personal identification 
numbers are included in the registers, asylum seekers and other un-documented individuals cannot be 
investigated, and the source population consists of residence permit holders only.  
 
For study 4, qualitative methods were used, and individual in-depth interviews were conducted. For 
the interviews, we used a semi-structured interview guide (see appendix), which was developed based 
on previous literature and on the specific study aims. Interviews were conducted in person before and 
after, and by telephone during, the COVID-19-pandemic. See section 4.2 below for a detailed 
descriptions of the methods used in the qualitative study. 
 
The thesis as whole is thus a mixed-methods project. The combination of qualitative and quantitative 
approaches serves to offer perspectives and knowledge that each method on its own cannot provide. 
Accordingly, the mixed-methods approach aims to allow for a complementary synthesis of data, which 
in turn can offer a deeper and more comprehensive understanding of the questions at hand and of the 
findings that emerge. See under methodological considerations (section 6.7) for a more elaborated 
discussion of the mixed-methods approach.  
 
4.1 The register-based studies  
 
4.1.1 Study population and design 
 
For all studies, the cohorts consisted of children, adolescents or young adults residing in the Stockholm 
region during the follow-up period. We focused on somewhat different age groups in the constituent 
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studies, and specifically, in study 2, the age-restrictions were such that only individuals of primary and 
secondary school-age were included, whereas studies 1 and 3 included individuals up to 24 years of 
age. The follow-up period was the same in all three studies, namely January 1st, 2006 and 30th 
December, 2015, and we used an open cohort design allowing individuals who met the inclusion 
criteria (see below) to enter the cohort before or during follow-up.  
 
The general inclusion criteria were the following: 

• 0-24 years of age for study 1, 6-17 years of age for study 2, and 2-24 years of age for study 3 

• Alive and residing in Stockholm for a minimum of 1 year during the follow-up-period  

• Income data available for parents (except for the unaccompanied group) 

• Individuals who were not adoptees 
 
Specific criteria for study 3:  

• Residence in Stockholm for at least 2 years prior to start of follow-up 
 
 
For each study, these were the specific exclusions made to end of with the final study samples: 

Study 1 Study 2 Study 3 

The study population consisted 
of all children and young adults 
(n=591,816), born between 
1991 and 2011 and residing in 
Stockholm during the follow-
up period. 
We excluded:  
Children born in Sweden to 
two migrant parents (i.e. 
descendants; n = 98,059); 
those who did not reside in 
Stockholm during any of the 
study period (n = 4552); those 
with discontinuous parental 
income data but not registered 
as unaccompanied (n = 2773); 
missing country of birth data 
(n = 2242); adopted individuals 
(n = 5671). 
Individuals born abroad with at 
least one Swedish-born 
parents (n = 6392) were also 
excluded, (included as a 
distinct category for sensitivity 
analyses).  
For the analyses which 
included unaccompanied 
minors 
(n = 1277), a total of 472,145 
individuals were included in 
the final analyses. 

The study population consisted 
of all children aged 6–17 years 
living in Stockholm between 1 
January 2006 and 31 
December 2015 (n = 487 065 
individuals.)  
We excluded: 
Adopted individuals (n = 4699); 
those with missing data on 
parental country of origin or 
missing parental income data 
(n = 2507); individuals who 
were born abroad with two 
Swedish-born parents  
(n = 1393) 
Also, we excluded 
unaccompanied refugee 
minors (n = 967)  
and individuals who had a 
psychiatric diagnosis prior to 
the study start (n = 28 781).  
The final cohort consisted of  
444,196 individuals. 

The study population consisted 
of all individuals born between 
1982 and 2010, residing in 
Stockholm at least two years 
prior to the follow-up period (n 
=754,459) 
We excluded: 
Adoptees (n = 8787); those 
with missing parental income 
data (n = 165); Swedish-born 
with missing information on 
parental region of origin  
(n = 162); and 37 individuals 
who were registered as 
unaccompanied refugee 
migrants but who were born in 
Sweden. 
The final cohort consisted of 
745,308 individuals. 
 
For the analysis that focused 
on parental region of origin, 
we excluded 33,513 individuals 
who were categorized as 
migrants, but who had missing 
parental region of origin data. 
For this analysis, our final 
sample was 726,885 
individuals 
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4.1.2 Exposures 
 

➢ Migration background 
 

The main exposure in the register-based studies was migration background. 
 
In study 1, we compared first-generation migrant children to Swedish majority children, using the 
following definitions:  

- non-refugee migrant children, defined as foreign-born children with two foreign-born 
parents,  

- refugee migrant children, defined as foreign-born children who themselves, or whose 
parents, had been granted asylum as refugees (see above under concepts and definitions) 

-  unaccompanied refugee minors, defined as such if they were identified thus in the STATIV 
database. 

In study 2 and 3, we also investigated children and youth descendant of migrants, who were defined 
as children born in Sweden with at least one foreign-born parent.  
 

➢ Country of origin 
 
A secondary exposure in study 1 and 3 was country of origin, a variable based on Statistics Sweden’s 
grouping of regions, which we categorized further, according to the following: 
 
Sub-Saharan Africa; Asia; Eastern Europe, Russia and the Baltic countries; the Middle East and North 
Africa; South America; Sweden; and “Other” in study 1, and: 
 
Sub-Saharan Africa, the Middle East and North Africa; Asia; South America; USA, Canada, Oceania, 
Western Europe and the Nordic countries; Eastern Europe, Russia and the Baltic countries; Sweden, 
in study 3. 
 

➢ Neighborhood vulnerability 
 

For study 3, we considered an individual’s residential neighborhood as primary exposure, and 
migration background as the secondary exposure, see above. The main purpose was to investigate 
how different duration of exposure to neighborhood vulnerability affected utilization among groups 
with different migrant backgrounds.  
 
The neighborhood exposure was based on the Swedish Police Authority’s list of so called “vulnerable 
areas”, which are neighborhoods defined as “geographically restricted areas characterized by low 
socio-economic status and where criminal behavior has a noticeable influence on the local community” 
(The Swedish Police Authority, 2015). Besides the 22 areas within Stockholm that were on the Police 
Authority’s list, we included two additional areas that were part of the so called “Metropolitan 
Initiative” (in Swedish, “Storstadssatsningen” (Integrationsverket, 2001)), a policy targeting socio-
economically disadvantaged areas (16 areas in total, among which all but two were later identified as 
vulnerable according to the police authority).  

 
The exposure was categorized into three levels: never lived in a vulnerable area prior to study start, 
lived in a vulnerable are for less than two years, or lived in a vulnerable area for two or more years. 
 
For the creation of the vulnerable neighborhood variable, we used SAMS-data (small area  
market statistics), which are small geographical units that cover the entire country for each individual 
and year. We obtained geographical border data for each SAMS and acquired (from the Swedish Police 
Authority) the precise geographical borders for each vulnerable area as defined by the Police. For the 
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two areas that were included from the “Metropolitan initiative”, we used open geographical border 
data from the municipality websites.  

 
We proceeded to match the SAMS-areas with the police areas by means of geographical information 
software (QGIS), such that each SAMS that was located within in vulnerable area was identified as 
such. In this way, an individual could be categorized as having lived in a SAMS that belonged to 
vulnerable neighborhood (according to the Police Authority definitions), or not. For some SAMS-codes, 
the SAMS-unit covered a greater area than the vulnerable area defined by the Police, and these SAMS-
units were then not defined as belonging to a vulnerable neighborhood. In total, five vulnerable areas 
as identified by the Police could not be mapped using SAMS-codes in our study, and thus we ended up 
with 18 areas that were defined as vulnerable based on our SAMS-vulnerable-area-matching.  
 
4.1.3 Covariates 
 
We considered age, sex, parental income, and time in Sweden as covariates.  
 

➢ For parental income, we used annual disposable family income, categorized into quintiles in 
relation to the total population of each year. This variable is estimated by Statistics Sweden as 
an annual disposable income based on total family income (including welfare benefits), 
weighting the total household income according to family composition and size. When an 
individual had parents with differing income values, the rounded average was used.  

➢ For time in Sweden, we used date of immigration of the index person and date of entry into 
the study, to calculate time of residence in Sweden (for study 1) and parental time in Sweden 
(for study 2) based on the parent with the longest time of residence in Sweden.  

 
4.1.4 Main outcomes  
 
Any mental health service use (study 1, 2 and 3) 
 
In all three studies, one of the main outcomes investigated was visits to any mental health care, 
which was defined as a visit to a primary care clinic, a pediatric care clinic, or a specialist psychiatric 
out- or inpatient clinic. We used the VAL-databases and the clinic-numbers to identify the relevant 
care settings (clinic numbers included were the following: any “900”-clinics, “201”, “204”, “221”, 
“010 to 021”, and “950” and “951”.) We also used first registered date from the BUP-pastille-
database, which includes visits to outpatient child and adolescent psychiatric clinics (BUP).  
 
When investigating visits to primary and pediatric care, we only included those registered visits 
(based on registered date) where a psychiatric diagnosis had been registered. For visits or admissions 
to specialist psychiatric care settings, we included any first contact based on the date, regardless of 
diagnosis given.  
 
A visit was defined as direct contact (excluding telephone contacts) with a doctor, psychologist, 
therapist, or mental health assistant nurse. The BUP/Pastill-database lacked information on type of 
caregiver and telephone contacts, and here, the variable “first visit” was used to define first-time 
contact. The earliest date registered in any of the above outcomes was defined as the 
outcome/event. 
 
Mental health service use for neurodevelopmental conditions (study 1) 
 
In study 1, we also investigated first time-contact for a neurodevelopmental disorder (defined as ICD-
10: F84 and F90; a prescription of ADHD-medication (ACT-code: N06B); or, from the BUP database, 
diagnoses including pervasive developmental disorder and hyperactivity and attention-deficit 
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syndromes). The first registered date in any of the above settings, with a registered 
neurodevelopmental disorder at that visit, was defined as the outcome. 
 
Specific first-time psychiatric diagnosis (study 2) 
  
Here, we focused not only on first time contact for any psychiatric diagnosis, but instead investigated 
which specific diagnosis that had been given. We grouped diagnoses according to the following 
categories (different groupings were used for the analyses looking into level of care where diagnosis 
was first registered and those looking into types of treatments received): 
 

▪ Substance use disorder, F10-F19, F55.9 
▪ Psychotic disorder, F20-F29, F05, F06.0-2 
▪ Bipolar disorder, F30-F31 
▪ Mood disorder, F32-F34, F38-F39, F06.3 
▪ Mild/moderate depression, F320, F330  
▪ Severe depression, F322, F323, F332, F333  
▪ Anxiety disorder, F41, F400, F930  
▪ Obsessive compulsive disorder (OCD) and body dysmorphic disorder (BDD), F42, F45.2A  
▪ Post-traumatic stress disorder (PTSD), F431, F620  
▪ Eating disorder, F50  
▪ Sleep disorder, F51  
▪ Intellectual disability, F70-F79  
▪ Autism spectrum disorder, F84  
▪ Attention deficit hyperactivity disorder (ADHD), F90)  
▪ Oppositional defiant disorder (ODD) and conduct disorder (CD), F913, F918, F919 
▪ Neurodevelopmental disorder as one category (F70-F79, F84, F90)  
▪ Self-harm and Injury with unclear intent, X60-X84, Y10-Y34 

 
Level of care for first contact (study 2 and 3) 
 
Here, we distinguished between first registered date in primary care, outpatient specialist psychiatric 
or pediatric care, or inpatient psychiatric care, for specific diagnoses. We used the clinic numbers from 
the VAL-databases, as well as the different source registers, to identify in which care setting a first visit 
or admission had occurred for the diagnoses under scrutiny. 
 
Receipt of recommended treatments for specific diagnoses (study 2)  
 
Here, we investigated treatment type (such as psychotherapeutic and psycho-educational 
interventions, or psychotropic drug prescription) for specific diagnoses. When investigating 
recommended non-pharmaceutical treatments, we looked at diagnoses given exclusively within the 
outpatient child-and adolescent register (BUP), as it was from this register that we had data on such 
treatments. We used the following clinical guidelines to identify recommended treatments:  
 

- “Guidelines to support evaluation and treatment 2015” (in Swedish “Riktlinjer till stöd för 
bedömning och behandling”), developed by clinicians within the child and adolescent 
psychiatric clinics in the Stockholm Region (BUP Stockholm).  

- “Instructions for child and adolescent psychiatric pharmacological treatments” (in 
Swedish, “Instruktion för barn och ungdomspsykiatrisk läkemedelsbehandling”), aimed at 
Stockholm BUP-clinicians. 

- Swedish Association of Child and Adolescent Psychiatry guidelines (in Swedish, Svenska 
Föreningen för Barn- och Ungdompsykiatri, SFBUP), providing guidance to clinicians within 
national child and adolescent psychiatry (BUP).  
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After identifying the recommended treatments for different psychiatric diagnosis, we investigated 
whether such a treatment had been given within three months of diagnosis, to compare migrants and 
Swedish individuals with the same diagnosis.  
 
The following treatments were investigated: 

• For anxiety disorder and mild to moderate depression: parental support and psycho-
pedagogical interventions, and psychotherapeutic interventions (individual or group therapy) 

• For ODD/CD: parental support and individual or family psychotherapeutic interventions, and 
social skills training 

• For OCD/BDD and PTSD: psychotherapy 

• For severe depression: anti-depressive medication (ATC-code N06B)  

• For ADHD: ADHD-medication (ATC-code: N06B) 

• For psychotic disorder: neuroleptics (ATC-code N05A) 

• For sleep disorder with serious comorbidity (bipolar or psychotic disorder): sedatives (ATC-
code: N05C and R06AD) 

• For anxiety disorder: anti-depressants, sedatives (including antihistamines) and tranquilizers 
(ATC N05B) 

 
4.1.5 Hypotheses 
 
We hypothesized that  
 

- migrant children would have relatively lower utilization of services (overall and specifically 
for neurodevelopmental conditions) compared to majority children, and that country of 
origin, reason for migration and time in Sweden would explain some of the differences we 
expected to find (study 1); 
 

- migrants and descendants would have a lower risk of receiving certain types of 
diagnoses; that they would more often be diagnosed inpatient care compared to Swedish 
majority children and that they would receive fewer psychotherapy-based treatments, 
compared to Swedish majority children (study 2); 

 
- overall, residents in vulnerable areas would have higher use of mental health services 

compared with residents in non-vulnerable neighborhoods, but that there would be 
differences in use among migrant, descendant and majority children living in vulnerable 
neighborhoods, compared to their respective peers who have not lived in these 
neighborhoods (study 3). 

 
4.1.6 Statistical analyses 
 
Survival analysis (study 1 and 3) 
 
Cox regression models were used to examine associations between migrant background and mental 
health service use (study 1) and between neighborhood vulnerability and mental health service 
utilization (study 3). Hazard ratios and 95% confidence intervals for utilization of mental health services 
were estimated, with age as underlying timescale, such that each individual’s time-to-event was based 
on age at entry to age at event or censoring. In study 1, the income variable was also treated as a time-
varying confounder, such that it could vary over each year of the study period. In study 3, we conducted 
an interaction analysis between migration background and neighborhood vulnerability using the 
likelihood ratio test (LRT), and then, based on the results from the LRT, proceeded to perform stratified 
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Cox regressions for the outcomes of interest and separately for the different migrant groups (i.e., 
refugee migrants, non-refugee migrants, descendants of migrants, and Swedish majority). 
  
In both studies, individuals were censored at death, leaving Stockholm, the event (date of visit), or end 
of study period, which ever occurred first. Crude and adjusted analyses were performed.  
 
Logistic regression (study 2, and partially, study 1) 
 
Logistic regression models were used to examine the associations between migrant background and 
psychiatric diagnosis received; between migrant background and care setting where diagnosis was set; 
and between migrant background and treatment received (study 2). Odds ratios and 95% confidence 
intervals were estimated for the outcomes of interest, adjusting for age, sex, and parental income in 
the full models. In study 1, we used logistic regression adjusted for age and sex, to compare migrant 
sub-groups to all uncensored Swedish individuals in separate time-intervals (based on time of 
residence in Sweden) during the follow-up-period. This was calculated by dividing the follow-up period 
into seven 2-year time-intervals, from 2 to 14 years in Sweden, and then estimating odds ratios for 
mental health service use among migrant subgroups with differing residence times in Sweden.  
 
Data management was done in SAS 9.4 and analyses were performed in STATA 15.  
 
A description of the cohorts, exposures, outcomes, covaries and statistical methods is provided in 
table 1 below.    
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Table 1. Overview of study population and methods 
 Study population Exposures Covariates Outcomes Methods 

Study 1 Swedish majority 
children/youth 
(n=431,533) 
Non-refugee 
migrants  
(n= 40,612) 
Refugees 
(excluding URMs)  
(n= 3,151) 
URMs  
(n= 1277) 
Total n=472,129  

(i) Migrant 
background  
 
(ii) Region of 
origin 
 
(iii) Time in 
Sweden 

Age, sex, 
parental 
income 

Any mental health 
service use (including 
primary care and 
specialist pediatric and 
psychiatric care) 
 
Any mental health 
service use when a 
diagnosis of a 
neurodevelopmental 
condition had been 
given  

Cox proportional 
hazard models 
 
For the time in 
Sweden-analysis a 
hybrid method was 
used to estimate ORs 
based on two-year-
time intervals where 
migrants were 
compared to un-
censored Swedish 
majority children 

Study 2 Swedish majority 
n=279,843 
Descendants 
n= 139,478 
Non-refugee 
migrants 
n=31,537 
Refugees 
n=5775 
Total n=444,196 

(i) Migrant 
background 
 
(ii) Parental 
time in Sweden 

Age, sex, 
parental 
income 

Psychiatric diagnosis 
(ICD-10; F-chapter plus 
self-harm and injury 
with unclear intent 
(X60-X84, Y10-Y34)) 
 
Level of care where 
first psychiatric 
diagnosis was given 
(primary care, 
outpatient psychiatric 
care, inpatient 
psychiatric care) 
 
Receipt of 
recommended 
treatments based on 
clinical guidelines for 
the following 
diagnoses: 
mild/moderate 
depression, anxiety 
disorder, PTSD, ODD 
and CD, OCD and BDD, 
ADHD, psychotic 
disorder, sleep 
disorder with serious 
comorbidity 

Logistic regression 
models 

Study 3 No neighborhood 
vulnerability 
n=600,992   
Neighborhood 
vulnerability  
1-2 years 
n=53,961      
Neighborhood 
vulnerability 2 or 
more years       
n=90,355 
Total: 745,308 

(i) 
Neighborhood 
vulnerability 
 
(i) Migrant 
background 
 

Age, sex, 
parental 
income 

Any mental health 
service use 
Inpatient psychiatric 
care 
Outpatient psychiatric 
care 
Primary care 

Cox proportional 
hazard models  
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4.2 The qualitative study 
 
4.2.1 Study aims and purpose 
 
The aim of the qualitative study was to explore how migrant parents with children receiving mental 
health care had experienced the process of reaching services. We also aimed to explore how parents’ 
perceptions about mental health and their attitudes toward help-seeking was connected to their 
experiences and efforts to reach care. The main purpose was to gain a deeper understanding of the 
help-seeking process as experienced by the informants, and their thoughts about factors that had 
facilitated or hindered contact initiation.  
 
4.2.2 Settings and methods  
 
Parents were recruited from psychiatric outpatient clinics in the Stockholm region whose catchment 
areas included neighborhoods with relatively high proportion of immigrants. We used purposeful 
sampling aimed at finding migrant parents who met our inclusion criteria of having lived a maximum 
of ten years in Sweden, with origin outside the Nordic countries, and with a permanent residence 
permit. Parents whose children were severely ill or suicidal, or whose participation in the study were 
deemed to affect their child’s care potentially negatively, were not approached. Parents were first 
asked by their clinician if they were interested in learning more about participation in the study (and 
could agree that the clinician forward their phone number to the researchers); those who agreed were 
subsequently called by telephone and were given detailed information about the study, often with the 
help of an interpreter. In total, ten parents agreed to do an interview after having been called and 
given information about the study, recruited from four different clinics.  
 
Recruitment of study participants was challenging and required considerable efforts to establish 
collaborations with relevant clinics and to build trust and anchor the project among clinic staff.  Several 
clinics that were approached declined to participate in recruitment of informants. The four clinics that 
agreed to participate did so for differing lengths of time. One of the participating clinics that had agreed 
to participate during the pandemic, but that did not recruit any parents during a six-month period, 
requested that I be on site for a recruitment week (when pandemic restrictions had been lifted), so 
that staff could ask parents if they wanted to speak directly to me, and thereby have the information 
provided about the study by the researcher instead of by the clinicians. This approach was experienced 
by the clinicians as increasing their ability and ease to ask parents about the study.  
 
During the covid-19-pandemic, all contact with potential clinics was done through telephone, whereas 
pre- and post-pandemic, I visited the clinics in person to explain and present the study. Also, during 
the pandemic, all interviews were conducted by telephone.  
 
We conducted ten in-depth interviews with ten individual parents. Nine of the informants were female 
and one was male; time of residence among the participants ranged from four months to ten years. 
Some had no formal education while others had completed tertiary degrees. They were in varying 
circumstances regarding socio-economic position and stability, though all had permanent residence 
permits in Sweden. Six interviews were conducted in the participant’s mother tongue with the help of 
interpreters, one was conducted in Swedish and the remaining in English. The choice of language and 
use of interpreters was at the participant’s discretion. Informants’ mother tongues included Arabic, 
Persian, Portuguese, Mandinka, Turkish and Vietnamese.  
 
We used a semi-structured interview guide whose main topics included parents’ understanding and 
description of their child’s problems, parents’ perception of mental illness and help-seeking (including 
stigma), their description of reaching services, and their thoughts on whether, and how, the process 
of gaining access could be made easier (see appendix). The guide included introducing questions and 
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probing questions, while allowing the interviewer to use follow-up questions and interpreting 
questions where appropriate (Kvale, 2007). Much care was taken to ask questions with the purpose to 
validate that I had correctly understood the informant’s accounts and descriptions. Often, such 
validating questions were affirmed, and other times, they gave an opportunity to clarify potential 
misunderstandings. The interviews were recorded and transcribed verbatim. 
 
4.2.3 Analytical approach 
 
We applied a thematic analysis, based on Braun and Clarke (Braun et al., 2006) to analyze the data. 
Here, we identified themes through a procedure that included data immersion, extraction of meaning 
units, coding, and identification of themes, all in an iterative process (Braun et al., 2006, Vaismoradi et 
al., 2013). Our analytical approach was inductive.  
 
Since thematic analysis is “not wedded to any pre-existing theoretical framework, and [therefore] can 
be used within different theoretical frameworks” (Braun et al., 2006), it is important to be clear about 
the epistemological assumptions that underlie one’s analysis. As such, we were guided by a 
contextualist approach, whereby we considered informants’ narratives as reflective of their 
motivations and experiences, while maintaining that people’s understandings of their experiences are 
shaped by larger, structural dimensions of discourse, norms and material conditions (Braun et al., 
2006, Vaismoradi et al., 2016). 
 
The analytical process was non-linear and based on repeated re-examinations of codes and 
categorizations. In a non-stepwise manner, I first took out meaning-units and coded these, and then 
placed them into preliminary subthemes. After initial categorizations, I and Sofie Bäärnhielm discussed 
the coding and categorizations, and through these reflections and analytical discussions, the categories 
and codes were re-arranged until we both thought that the emergent themes best reflected the data 
and the context. This process took place through regular meetings. Sofie Bäärnhielm read all the 
interview transcripts. At our meetings, I presented my initial interpretations of the data with codes 
and categorizations, and Sofie Bäärnhielm and I discussed these interpretations and re-examined the 
preliminary results, which often resulted in a re-formulation of categorizations until we agreed on new 
interpretations and themes, which we considered reflected parent’s help-seeking experiences and 
perceptions. When we had arrived at these initial themes, we presented our work to Anna-Clara 
Hollander, with whom we discussed our interpretations, after which another round of re-examinations 
and categorizations was undertaken. All analysis was conducted in Nvivo 12.   
 
4.2.4 Reflexivity and trustworthiness  
 
Because the researcher is considered to be the instrument in qualitative research (Patton, 2002), the 
researcher’s skills, knowledge, decisions, and interpretations play a crucial role in the entire research 
process. Reflecting on the role of the researcher is thus necessary to strengthen the trustworthiness 
of the qualitative research endeavor. Consequently, we (the supervisors and I) made continuous 
efforts to identify ways in which possible preconceptions could have influenced the interviews and the 
understanding of the data produced. We reflected on, and discussed, how our academic backgrounds 
within medicine, sociology, psychology, clinical psychiatry, epidemiology, and cultural psychiatry may 
have affected the interview process, as well as the data analysis.  
 
I (who conducted the interviews) am female, with a non-Swedish background, middle class. Due to the 
varying backgrounds of the informants, the informants and I were matched on gender, age, and social 
class in some instances and not in other. Keeping in mind that the interview situation is characterized 
by a power asymmetry (Kvale, 2007), much care was devoted to trying to ensure that informants 
understood the purpose of the interview, felt safe, and that any unclarities during the interview were 
resolved to the best of my ability. 
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Because several of the interviews were conducted with the help of interpreters, special consideration 
of the challenges intrinsic to the interpreted interview situation is warranted. Specifically, threats to 
validity may arise, as it may be even harder to detect or resolve misunderstandings. For this reason, as 
mentioned above, much care was taken to ensure my understanding of the answers provided, by 
asking multiple validating questions. Furthermore, to assess the trustworthiness of the interview data, 
an informal evaluation of one of the interviews was carried out. This interview had been done with the 
help of an Arabic-speaking interpreter, and we therefore asked a co-worker in our research group with 
Arabic language skills, to listen to the interview and read parts of the transcripts, to judge the quality 
of the interpretation. According to this assessment, the validity of the interpretation was verified. 
Notably however, this assessment was carried out with only one of the interviews.  
 
4.3 Ethical considerations 
 
From an ethical standpoint, register-based research has several important advantages, including that 
it is non-invasive and carries few risks to study participants. Furthermore, register-data facilitates 
investigations of population groups who may otherwise be difficult to reach. Notwithstanding these 
benefits, there are various ethical considerations that should be acknowledged and carefully 
considered. 
 
One of the crucial ethical aspects pertaining to the register-based parts of this thesis is the importance 
of maintaining the integrity of the study participants and ensuring that identification of individuals is 
not possible. Using sensitive patient-level data requires that the information is securely stored and 
only available to those involved with the research. It is thus critically important to carefully follow 
established routines regarding safe data management and storage.  
 
Moreover, research involving groups who are at risk of discrimination and stigma, such as for example 
those with an ethnic minority origin, mental health conditions, or those living in socio-economically 
vulnerable neighborhoods, can be abused, or misused. These risks need to be weighed against the 
potential benefits of the added knowledge that the research may contribute with. We believe that the 
knowledge that this thesis contributes with is important, in that it examines probable underutilization 
among vulnerable groups, whose mental health could be better protected if access and utilization were 
made more equitable. Thus, the benefits of the knowledge produced is deemed to outweigh the risks 
associated with conducting this research project.  
 
Nonetheless, studying migrants as a group requires thoughtful attention and clear communication 
about the heterogeneity of groups examined, to make sure that the dissemination of the findings does 
not contribute to wrongful categorizations and unsound generalizations about individuals. As such, it 
is key to bear in mind that one cannot assume that individuals are or feel vulnerable simply because 
they belong to a vulnerable group. Although it is important to study group-level differences that may 
inform health policy, it is vital to remember that, at an individual level, belonging to a group with higher 
risks does not tell us anything about a specific person’s own experiences, thoughts, feelings and needs.  
 
For the qualitative study, the ethical considerations are even more manifold. To start with, the 
recruitment of participants involves several ethical aspects that require attention. It was of outmost 
importance that potential informants understood the voluntaries of their participation, including that 
the care that their children received would not be affected by their declining to participate in the study. 
Much attention was therefore devoted to explaining, in writing and verbally, this fact to parents who 
were approached.  
 
In addition, before the data collection was initiated, we ensured that the storage of the digital 
recordings and transcripts, as well as the informed consent forms, were securely managed, and that 
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these procedures were communicated and explained to the participants before the interview. Lastly, 
given that the nature of the interview questions was of a personal kind and that the narratives at times 
relayed difficult experiences, it was important to be prepared to handle the participant’s accounts in a 
respectful and empathetic way, while maintaining a professional position, and being ready to guide 
the informant to further services if this was deemed necessary. 
  



 
 

27 
               

5. RESULTS 
 
5.1 Differences in mental health service use between migrant and majority children and youth, and 
the effect of age, sex, time in Sweden, country of origin and parental socio-economic status  
(study 1) 
 
Overall, migrant children and young adults used significantly less mental health care than their majority 
Swedish peers, across all ages, with hazard ratios ranging from 0.62 (95% CI: 0.57-0.67) to 0.72 (95% 
CI: 0.69-0.76). When deepening the analysis to study refugee migrants and non-refugee migrant 
separately, compared to Swedish majority children and young adults,  the different sub-groups differed 
in their utilization patterns compared to the reference, such that among the youngest age-groups, 
refugee children utilized the same level of care compared to their majority peers, while non-refugee 
migrant children and young adults had consistently lower utilization compared to the majority 
reference, irrespective of age-group. Furthermore, refugee migrants had lower utilization compared 
to Swedish above the ages of 10-15 years, see figure 1.   
 
Figure 1: Hazard ratios and 95% confidence intervals of mental health service use among children and 
young adults comparing migrant sub-groups with Swedish (reference) by age. Adjusted for sex and 
parental income (Gubi et al., 2021) 

 
 
To examine how time in Sweden affected utilization, migrant sub-groups with different lengths of 
residency in Sweden were analyzed and compared to Swedish majority individuals. Refugee migrants 
utilized more mental health services compared to their majority peers during the first four years in 
Sweden, but the effect of time in Sweden was strongly affected by reason for migration and specifically 
by parental presence at migration. Thus, the higher odds ratios observed for refugee migrants was 
driven largely by unaccompanied refugee minors, whose odds ratios of service use during their first 
two years in Sweden was 3.39 (CI: 2,96-3.85), though accompanied refugees also had higher utilization 
compared to their Swedish counterparts during their first two years in Sweden (OR 1.53; 95% CI: 1.31- 
1.79). 
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Figure 2: Odds ratios and 95% confidence intervals of mental health service use among children and 
young adults comparing unaccompanied, accompanied, and non-refugee migrants to Swedish 
(reference). Adjusted for age and sex (Gubi et al., 2021) 

 
 
Next, to investigate whether the lower use of services observed for non-refugee migrants of all ages, 
and for refugee migrants above 10-15 years of age, could be partially explained by differences in 
utilization of care for neurodevelopmental disorders (which previous research has indicated could be 
under-diagnosed among migrants), utilization differences among the exposure groups were examined, 
specifically in terms of these disorders. For non-refugee migrants, utilization of services for 
neurodevelopmental disorders was significantly lower compared to Swedish, for all age-groups (HR for 
non-refugee migrants aged 0–5 years: 0.43; 95% CI 0.33-0.56 and aged 20–25 years: 0.42; 95% CI: 0.31-
0.58), while for refugee migrants, utilization was lower for all but the youngest, see figure 3.  
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Figure 3: Hazard ratios and 95% confidence intervals of first-time diagnosis of a neurodevelopmental 
condition among children and young adults comparing migrant sub-groups with Swedish (reference), 
by age. Adjusted for sex and parental income (Gubi et al., 2021)

 

5.2 Differences between migrant and descendant children, as compared to Swedish majority 
children, in terms of receiving specific psychiatric diagnoses, level of care where diagnosis was set, 
and likelihood to receive treatments that are recommended in clinical guidelines (Study 2) 
 
Both migrant and descendant children had lower odds of receiving a wide range of psychiatric 
diagnoses, with larger divergences between migrants and Swedish majority children than between 
descendants and Swedish majority individuals. Figure 4 shows, for example, that both non-refugee 
migrant children and refugee children had lower odds ratios of being diagnosed with anxiety disorder, 
mood disorder, neurodevelopmental disorders, substance use disorder and OCD/BDD, but had higher 
ORs of receiving a diagnosis of PTSD compared to Swedish majority children, see figure 4. 
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Figure 4:  Odds ratios and 95% confidence intervals of first-time psychiatric diagnosis among children 
and adolescents, comparing migrant subgroups and descendants with Swedish (reference). Adjusted 
for age, sex and parental income (Gubi et al., 2021) 

 
 
 
The investigation into potential differences between the groups in terms of level of care where 
diagnoses had been set revealed that there were no statistically significant differences between 
migrants and descendants, as compared to Swedish, in terms of the level of care where a first diagnosis 
was set for nearly all the diagnoses under scrutiny.  
 
However, when comparing descendant and migrant children (the latter group included both refugee 
and non-refugee migrants) to Swedish majority children who had received the same diagnosis in terms 
treatment receipt, differences between the groups could be observed. Descendants and migrants had 
lower ORs of receiving several recommended treatments, compared to Swedish, for various diagnoses, 
see figure 5. The OR of receiving psychotherapy for anxiety disorder, mild/moderate depression, and 
for OCD/BDD was statistically significantly lower for descendants and migrants. The pattern was the 
same for receiving parental support or psycho-education for anxiety disorder among migrants, as well 
as for receiving ADHD-medication given an ADHD-diagnosis, and for receiving anxiolytics given an 
anxiety disorder diagnosis, among both descendants and migrants. Adjusting for sex and parental 
income somewhat attenuated the results towards the null, but estimates remained statistically 
significant.   
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Figure 5: Odds ratios and 95% confidence intervals of recommended treatments for selected diagnoses 
among children and adolescents, comparing migrants and descendants with Swedish (reference). 
(Gubi et al., 2022) 

  
 
5.3 The effect of neighborhood vulnerability on utilization of mental health services among children 

and youth overall, and specially for different migrant sub-groups (study 3)  
 
Swedish majority individuals who lived in a vulnerable neighborhood (irrespective of length of 
residence in such areas), had higher utilization than majority children who had never lived such areas. 
This was the case for all mental health service use outcomes investigated.   
 
Children and youths who had been exposed to neighborhood vulnerability for more than two years 
used less mental health care compared to their peers who had never lived in a vulnerable 
neighborhood (HR for any mental health services 0.89; CI 0.87-0.90), primary care (HR 0.89; CI 0.87-
0.90) and outpatient care (HR 0.87; CI 0.86-0.89). However, no statistically significant differences 
were observed for inpatient care when comparing those with more than two years of residency in a 
vulnerable area compared to those with no such residency, yet those who had lived for one year in 
such an area used less inpatient care than the reference group, see figure 6.   
 
Descendants of migrants exposed to more than two years of neighborhood vulnerability used less  
mental health services compared to descendants who had not lived in such areas (HR for any mental 
health care 0.81; CI 0.79-0.83; HR for inpatient care 0.80; CI 0.75-0.86; HR for outpatient care 0.77; CI 
0.74-0.79, HR for primary care 0.85; CI 0.82-0.88), whereas those with one year of residence in a 
vulnerable neighborhood did not differ from unexposed descendants.  
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Non-refugee migrants exposed to neighborhood vulnerability did not differ in terms of utilization 
levels compared to their unexposed peers, regardless of service investigated and irrespective of time 
of residence in vulnerable neighborhoods. Refugee children and youth who had been exposed to 
more than two years of neighborhood vulnerability had lower use of any mental health services (HR 
0.84; CI 0.74-0.94) compared with their unexposed refugee peers, while in contrast, majority children 
and youths exposed to neighborhood vulnerability had higher utilization of all mental health services, 
compared with majority children and youth not exposed to such vulnerability (HR for any mental 
health care among those with more than two years of residence in vulnerable neighborhoods: 1.09; 
CI 1.05-1.11; HR for inpatient care 1.35; CI 1.26-1.44, HR for outpatient care 1.23; CI 1.19-1.27; HR for 
primary care 1.06; CI 1.02-1.10).  
 
Adjusting for parental income did not significantly alter the results for descendants of migrants, non-
refugee migrants and refugees. For majority individuals, results were attenuated towards the null, 
but remained statistically significant.  
 
Figure 6: Hazard ratios for different mental health services use outcomes among children and young 
adults who have lived for 1 year, or 2 or more years, in a vulnerable neighborhood (reference: 
unexposed to neighborhood vulnerability). Adjusted for sex, parental income, and age. 

  
 
5.4 Migrant parents experience of reaching mental health services for their children: perceptions 

and narratives about mental health and the help-seeking process (study 4, the qualitative study) 
 
Five main themes were identified through the thematic analysis: i) worry and concern, ii) wanting help 
and overcoming obstacles, iii) trust and stigma, iv) coping with hardship, and v) experiences with 
services (see table 2 for a summary of themes, sub-themes and example meaning units).  
 
The first theme revealed that parents recognized and realized that their child had mental health 
problems, regardless of whether they had first been alerted by others (e.g., by school or primary care 
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staff) or they themselves had noticed that their child was unwell. The recognition of their child’s 
problems caused concern and worry for all the informants. In the second theme, parents disclosed 
that the recognition of their child’s difficulties prompted them to wanting to get professional help for 
their children, even though the specific kind of help that they should seek was not clear to them. In 
fact, informants recounted that they asked and undertook much effort in trying to come into contact 
with the correct services for their children. Here, they also told that although they were familiar (to 
differing extents) with the existence of mental health issues, most felt unsure of what kind of help was 
available for children, and how to access this care. In their help-seeking efforts, all parents turned to 
others (friends, schoolteachers, primary care personnel) to ask for guidance and to overcome their 
help-seeking difficulties. In the third theme, it was evident that in the informant’s efforts to secure 
professional help for their children, they had much trust for the personnel with whom they were 
already familiar, such as teachers and staff at primary care centers. Parents expressed a belief that 
these institutions (schools, child health centers) consisted of professionals who knew their jobs well 
and who could be trusted in their observations, evaluations, and recommendations. Furthermore, 
informants discussed that although they were aware of stigma related to mental health problems, they 
themselves did not feel constrained by such beliefs. In fact, it was evident in the data that informants 
actively rejected stigma, while they recognized that the power of stigma would have been stronger in 
their home countries.  
 
Though not the primary focus of the interviews, informants told of the hardship connected to 
migration, losing networks, and coping with isolation, insecurity and (for some) economic hardship in 
their new country of residence. Despite difficult circumstances, all parents were determined to 
struggle for their children’s wellbeing and to secure the help they believed their children needed, 
demonstrating agency and strength despite socio-economic and emotional difficulties. Lastly, 
informants recounted that once having reached services, most were content and satisfied with the 
care they had received, although one informant had negative experiences with the interpreter at the 
clinic. Since all informants had relied on referring agents for gaining contact, ideas about how to make 
access easier focused on enhancing knowledge of mental health in general and on making clinics and 
the mental health care system more visible and easier to navigate. The barriers to care pertained to 
access; once services had been reached, the treatments offered were accepted and readily received.  
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Table 2: Themes, sub-themes and example meaning units 
THEME SUBTHEMES EXAMPLE MEANING UNITS 

Worry and concern   • Feeling worried that one’s child is 
unwell 

• Recognizing and describing one’s 
child’s difficulties 

• Expressing feelings of anxiety and 
helplessness 

“I’m very concerned. I feel anxious 
about her behavior” 
 
“He became isolated from the other 
children. He became […] lonely [...]” 
 
“I don’t know how to help” 
 

Wanting help and 
overcoming 
obstacles 

• Wanting to get professional help and 
asking for guidance  

• Obstacles to accessing care 

• Trying to reach services on one’s own 

• Reaching services through referral 
 
 
 

“I thought we needed a psychologist. So 
I asked the school for help with a 
referral” 
 
 “If she has a problem, I want to know 
what it is. To help her 100%” 
 
“I had no idea there were child and 
adolescent psychiatric clinics” 

Trust and stigma • Trusting the health care and 
educational system 

• Expressing differing familiarity with 
mental health  

• Rejecting stigma 

“If the teacher says it [child’s behavior] 
is not normal, I accept the offer [to get 
help]” 
 
“She [a friend] said the doctors will just 
give him medication to damage his 
brain. […] So I stopped talking to people 
that give me those negative answers” 
 
“I wanted to see … just to … maybe 
understand. So I watched [you-tube] 
videos [about autism]” 
 
 “[… ] if you have a psychological 
problem, you see a psychologist. You 
are not an ‘idiot’.” 

Coping with 
hardship 

• Coping with loneliness and lack of social 
support 

• Coping with material difficulties 

• Striving to make things better 

“[…] we have no friends, no relatives, 
who can help us” 
“We are not used to this kind of 
economic crisis. In our home country 
we have jobs, salaries” 
“We thought that the best thing to do 
was to go away [… ] go somewhere 
where we could give the children a 
secure life” 

Experiences with 
services 

• Good experiences with service 
providers  

• Bad experiences with service providers 

• Thoughts on how to improve access  

“The clinic has been very good. I felt 
supported the whole time” 
 
“Sometimes […] I can see they [the 
interpreters at the clinic] don’t 
translate it exactly” 
 
“Language is a problem. […] There 
should be a course about how to seek 
care […] what to say” 
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6. DISCUSSION 
 
This doctoral project aimed to investigate differences in mental health service use among migrant 
children, descendants of migrants and Swedish majority children, and to discern factors that could 
explain the differences observed. Study 1 and 2 investigated any mental health service use, as well 
specific mental health conditions and treatments. Study 3 investigated the role of neighborhoods by 
examining exposure to neighborhood vulnerability. The qualitative study aimed to provide a deeper 
understanding of barriers and facilitators to reach child mental health services among migrant parents. 
 
6.1 Mental health service use among migrant children, descendants of migrants and Swedish 
majority children 
 
Key findings in study 1 were that migrants across all ages utilized less mental health services compared 
to their majority peers, but that when the migrant group was studied in detail – considering factors 
such as reason for migration, parental presence, and time in Sweden – utilization patterns were 
different for refugee migrants compared to non-refugee migrants. Thus, the results observed for 
migrants overall were in line with our hypothesis of a generally lower use of services among migrants 
compared to the Swedish reference population; however, contrary to our hypothesis, results indicated 
this did not apply to all migrant subgroups. Specifically, we observed that age affected utilization 
among refugee migrants, such that among refugee children below the age of 10, utilization did not 
differ from Swedish children, whereas for refugees above the age of 10, mental health service use was 
significantly lower compared to the Swedish born reference group. In contrast, age did not affect 
utilization among non-refugee migrant children and youth, whose utilization was significantly and 
consistently lower than their Swedish counterparts irrespective of age. Moreover, we observed that 
newly arrived refugee children, and especially unaccompanied refugee minors, had higher use of 
services compared to their majority peers, while time in Sweden did not affect utilization among non-
refugee parents. Parental socio-economic position did not significantly affect the utilization patterns 
observed, also contradicting our initial hypothesis.   
 
Notably, our findings partly corroborate previous research that has shown that migrant children 
(including refugees) use less psychiatric care than their majority peers (Abebe et al., 2017, 
Montgomery et al., 2020, Berg et al., 2020), but adds new insight into differences in service use that 
are partly explained by age, reason for migration, time in Sweden and parental presence at migration. 
Consequently, our results demonstrate the importance of analyzing utilization separately among 
different migrant groups to uncover mechanisms that partly explain differential access. Moreover, our 
observations that utilization did not differ or was higher among the youngest and most recently arrived 
refugees compared to their Swedish majority counterparts, may indicate that institutions/agents such 
as schools, refugee introduction programs, custodians (who are provided to unaccompanied minors), 
nurses at child health care centers, and other professionals are crucial for initiating contact with mental 
health care. The interviewed parents in the qualitative study in fact conveyed that they had relied on 
help from school and day care staff, as well as from nurses at child health care centers, to reach care 
– strengthening the idea of the potentially important role that such agents may have for enabling 
migrant children to access care. Previous studies suggest that schools and social services are indeed 
relatively more important for migrant children’s access to psychiatric care than for majority youth, and 
it may be that our findings are reflective of such previously shown associations (Pedrini et al., 2015, 
Ivert et al., 2011).   
 
Whereas the youngest and most recently arrived refugee children (whose mental health needs have 
consistently been shown to be higher than majority children’s) may thus – at least to some extent – 
overcome barriers to care, it is harder to interpret our findings regarding non-refugee migrant children.  
We observed that this group utilized less care compared to their majority counterparts across all age 
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groups and irrespective of time in Sweden, which may indicate lower needs, or barriers to care. While 
research regarding the higher mental health needs among refugee children is conclusive, non-refugee 
migrant children’s mental health has been less studied and findings are contradictory, pointing both 
to higher and lower needs (Abebe et al., 2014, Curtis et al., 2018, Kim et al., 2020, Lindström et al., 
2014, Kouider et al., 2015). Future studies would benefit from studying self-perceived needs in 
combination with clinical assessments and utilization levels, to facilitate interpretations of 
observations of lower mental health service use among non-refugee migrant children and youth.  
 
6.2 Differences in service use for specific psychiatric disorders  
 
As compared to Swedish majority children, migrant children had a lower use of services for 
neurodevelopmental disorders (study 1), in line with our hypothesis. Previous research suggests that 
autism spectrum disorder may be underdiagnosed among ethnic minority children (Morinaga, 2020), 
and our findings are in line with these indications. In study 2 we found that migrant children were less 
likely to be diagnosed with neurodevelopmental conditions, as well as with mood disorder and anxiety 
disorder, partly confirming our hypothesis that migrant children would be less likely to be diagnosed 
with several psychiatric conditions. Given that extensive research has shown that especially refugee 
children are at higher risk of internalizing disorders (Huemer et al., 2009, Bronstein et al., 2011, Van 
Os et al., 2016), our results indicate underutilization of services for conditions that have been shown 
to be highly prevalent among refugee minors (Kien et al., 2018). In addition, diagnoses which migrant 
children were more likely to be registered with in our study included PTSD and psychosis, corroborating 
previous research showing higher prevalence of these conditions as well as higher utilization of 
services for these diagnoses (Montgomery et al., 2020, Berg et al., 2020, Selten et al., 2020, Tortelli et 
al., 2015, Anderson et al., 2020). The lower use of services for mood and anxiety disorders and 
neurodevelopmental conditions could, besides being reflective of barriers to care, also indicate 
potential misclassifications and misdiagnoses (previously suggested by for example Vaage et al (Vaage 
et al., 2007)) – and constitutes a finding that merits further investigation.  
 
Our hypothesis that migrant children would be more likely to utilize inpatient care and less likely to 
use outpatient care were not confirmed; we did not observe any differences in likelihood of service 
use for the investigated psychiatric diagnoses in terms of care setting, when comparing migrant and 
descendant children with the Swedish reference group (study 2). When investigating the effects of 
parental time in Sweden we found that migrant children whose parents had been in Sweden for more 
than 15 years had higher likelihood of receiving an ADHD-diagnosis as well as mood and anxiety 
disorder diagnoses, compared to children whose parental time in Sweden was lower. Previous 
research has found that neuro-developmental diagnoses increase with parental time in Sweden and 
that PTSD-diagnoses decrease (Berg et al., 2020), and other studies show that utilization of psychiatric 
care increases with residency (Brendler-Lindqvist et al., 2014). Our observations are partly in line with 
such findings. 
 
6.3 Discrepancies in treatment 
 
In study 2 we also investigated potential discrepancies in treatment receipt among those children who 
reach care. Little research on this issue has previously been conducted and our analysis thus explores 
an area that calls for further inquiry. We observed that migrant and descendant children were less 
likely to receive several recommended treatments as specified in clinical guidelines. As such, we found 
that migrant and descendant children had lower likelihood to receive psychotherapy for depression, 
anxiety disorder and OCD/BDD, compared to majority children with the same diagnoses. We also found 
a lower likelihood of receiving ADHD-medication given an ADHD-diagnosis, anti-depressants given 
severe depression and anxiolytics given a diagnosis of anxiety disorder, among migrant and descendant 
children compared to their majority counterparts. Time in Sweden did not affect psychotherapeutic 
treatment or ADHD-medication receipt. Consequently, our results indicate barriers to care and 



 
 

37 
               

obstacles to receiving recommended treatments even among those migrant children who in fact reach 
services, and the potential causes hereof require deeper examination.  
 
A caveat to acknowledge is that in this study, we were not able to investigate the reasons behind the 
discrepant treatment receipts from the perspectives of the clinicians (or from the families themselves). 
Conclusions therefore remain uncertain regarding the possible explanations for the discrepancies 
observed. As such, we do not know whether treatments were offered and rejected, or whether (some) 
treatments were not offered, despite recommendations in clinical guidelines. 
 
Linguistic and cultural factors could impede both the offering and reception of established 
psychological and psychiatric treatments. A recent report that investigated views among health care 
and administrative staff in first-line mental health clinics [i.e. primary care-based mental health 
services, in Swedish: “första linjens psykiatri”, see (Place et al., 2021a) for details] found that language 
difficulties, as well as difficulties working with interpreters, was believed to stand in the way for 
migrant children’s reception of established treatments (Åhlen et al., 2020). Parents’ lower language 
skills compared to their children’s was also raised as a potential challenge, resulting in difficulties to 
involve the entire family in the child’s care. Furthermore, language difficulties were also believed to 
hamper the quality of the care offered when clinicians, in efforts to simply treatments due to language 
barriers, risked compromising the quality of the treatment provided. Moreover, routines and coaching 
for clinicians who work with interpreters were identified as crucial for offering migrant children 
adequate care to the same extent as Swedish majority children (Åhlen et al., 2020). 
  
6.4 Associations between neighborhood vulnerability and mental health service use 

 
In study 3, area-level effects on mental health service use among migrant subgroups and Swedish 
majority children were examined, with results indicating differential effects of neighborhood 
vulnerability among children and youth with differing migration backgrounds. As such, we observed 
that majority children/youth on the one hand, and refugee and descendant children/youth on the 
other, had contrasting utilization patterns given exposure to neighborhood vulnerability. Thus, results 
showed that, among majority individuals, exposure to neighborhood vulnerability increased utilization, 
as expected from the literature that has indicated higher needs associated with living in deprived areas. 
However, for refugee and descendant individuals, exposure to neighborhood vulnerability was 
associated with lower use compared to their counterparts who had never lived in vulnerable areas. 
The associations were not clearly linked to length of time of exposure – for majority individuals a longer 
length of exposure did not increase use (compared with those who had lived in vulnerable areas for 
only one year), whereas for descendants, use was lower for those who had lived more than two years 
in these areas compared to those with one year of residence, and a similar trend was evident for 
refugee migrants.  
 
Given that exposure to neighborhood vulnerability has been associated with increased risk of poor 
mental health (Lund et al., 2018a), and corresponded to increased service use among majority 
individuals in our investigations, a lower utilization of services among descendants and refugee 
migrants exposed to neighborhood adversity may indicate barriers to care. In fact, a recent report on 
neighborhood disadvantage and mental health among youth in Stockholm found that increased area-
level disadvantage correlated with poorer self-reported health and that the greater the proportion of 
migrants within a neighborhood, the lower the proportion of youth diagnosed with depression or 
anxiety (Jablonska et al., 2021). Accordingly, these results suggest potentially detrimental mental 
health consequences for those exposed to poor neighborhood conditions – as well as barriers to care 
among migrant youth (Jablonska et al., 2021), which in turn are findings that could be consistent with 
our own observations. However, because the investigations in the mentioned report were based on 
ecological data – where neighborhood exposure and mental health was measured on a group level and 
not on an individual level – conclusions remain tentative. It may not be the case that similar findings 
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would be evident using individual-level data (Jablonska et al., 2021).  Furthermore, while we observed 
in study 3 that majority children and youth who had lived in vulnerable neighborhoods utilized more 
care than their unexposed counterparts, we cannot know the direction of the underlying causes behind 
this association. It may be possible that majority groups in these areas are more vulnerable to poor 
mental health compared to their majority peers who live elsewhere, such that their mental health 
service needs in fact preceded the exposure to the disadvantaged conditions of their neighborhoods 
(referred to as social drift, see below).  
 
Consequently, while we do not know the causes of the discrepant utilization patterns observed among 
exposed refugee and descendant children and youth, and majority individuals, respectively, some key 
potential explanations merit consideration. Firstly, as discussed in the literature review, there is a long-
standing debate within social and psychiatric epidemiology that pertain to the relative influence of 
drift and causation, for explaining detrimental effects of neighborhood conditions on mental health 
(Burström et al., 2014) . Theories of social drift contend that what lies behind associations between 
poor mental health and neighborhood disadvantage is in fact the demographic composition of 
neighborhoods, i.e., that individuals with poor mental health drift into disadvantaged areas, and that 
this composition then produces the associations observed. In contrast, others argue that the 
associations arise because of the difficult living conditions, which cause poor mental health among 
residents (Curtis et al., 2013, Sariaslan et al., 2016, Chaix et al., 2006, Richardson et al., 2017). The 
debate remains unsettled to this date. For the findings of this thesis, it is plausible that both 
mechanisms are at play. Thus, it may be the case that among Swedish majority individuals, there is a 
drift mechanism which pushes families with poor mental health and low socio-economic status into 
disadvantaged areas, observable as their higher mental health service use compared to majority 
individuals who had not lived in such areas. The burden of living in such areas may nonetheless also 
increase the risk of poor mental health. Considering the lower utilization levels observed among those 
descendant and refugee youths who were exposed to neighborhood vulnerability, as compared to 
their unexposed counterparts, several interpretations are possible. It could be that refugee migrants 
and descendants in vulnerable neighborhoods have higher mental health service needs – in part due 
to the stress of the exposure – but may not reach mental health services due to barriers to care. On 
the other hand, a protective effect of migrant density may also be at play (Hjern et al., 2013, Zammit 
et al., 2014), given that findings revealed that among those exposed to neighborhood vulnerability, a 
majority had a migrant or descendant background. More research is needed to disentangle the 
individual contributions of these potential explanations for the findings in this thesis. Moreover, in 
studies aiming to uncover the mechanisms behind discrepant service use among youth in vulnerable 
versus non-vulnerable areas, attention needs to be paid to the possibly differential area-level effects 
among migrant and non-migrant populations. 
 
6.5 Barriers to care – and overcoming them 
 
Barriers to care among migrant children and youth have been previously explored and documented 
(Byrow et al., 2020, Satinsky et al., 2019). A recent review found that migrant children face many similar 
barriers to care as children and youth in majority populations (Gulliver et al., 2010), including factors 
such as lack of knowledge of mental health and mental health services and preference for self-reliance 
(Place et al., 2021b). Notwithstanding these shared obstacles, the review also identified barriers that 
are more specific to migrant communities, such as language and communication difficulties and 
perceived lack of cultural responsiveness among providers (Place et al., 2021b). The observations of 
this thesis that migrant youth in general, as well as refugee and descendant youth in vulnerable areas, 
had lower overall service use (study 1), fewer recommended treatments (study 2), and lower mental 
health service utilization given neighborhood vulnerability (study 3), suggest that persistent barriers 
to care are present within the context of this thesis. 
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To delve deeper into what some of these barriers could be, as experienced and recounted by those 
most at risk of encountering them, we conducted a qualitative study to learn from migrant parents 
what their perceptions of the help-seeking process had been. We interviewed migrant parents who 
were in contact with mental health services for their children. The rationale for selecting those parents 
who had reached services was to be able to explore not only barriers to care, but also factors that had 
contributed to overcoming difficulties, in order to use this information in a salutogenic sense; knowing 
what works can potentially inform measures that could help others.  
 
The analysis revealed a dependence on referring agents as a salient experience among the informants. 
Despite differing pre-existing knowledge of the mental health care system and mental health in 
general, informants had relied on others for contact initiation with mental health services. Even those 
parents who knew that services existed did not know how to reach them on their own. Furthermore, 
parents turned to those institutions and professionals with whom they were already familiar and 
whom they trusted, such as schoolteachers, nurses at child well-being centers, and day-care personnel. 
Our results thereby correspond to previous research findings, both in terms of barriers to care (Byrow 
et al., 2020), as well as regarding facilitators, where referrals and school-based detection have been 
indicated as especially important for migrant and minority families (Pedrini et al., 2015, Ivert et al., 
2011, Silberholz et al., 2017, Fazel et al., 2016). Moreover, our findings corroborate what has previously 
been reported; namely that knowledge of the existence of mental health care is not sufficient for 
(migrant) parents to be able to gain access (Place et al., 2021b). 
 
In contrast with these consistencies between our results and those of previous research, our findings 
regarding stigma deviates in part from what has been previously reported. A large body of literature 
has documented stigma as powerful barrier to care among migrant as well as among non-migrant 
youth (see for example (Posselt et al., 2017, Radez et al., 2021, Valibhoy et al., 2017b, Bradby et al., 
2007, Byrow et al., 2020, Place et al., 2021b)). The informants in our study were aware of stigma and 
reflected on the phenomenon as such, but did not report it as a barrier to help-seeking. Instead, many 
parents expressed the sentiment that societal stigma around mental health issues must be reduced, 
while acknowledging that in their home-countries, stigma would have been a more serious obstacle to 
their help-seeking. This last point has been indicated previously, in that migrant parents have been 
found to be more open to seek mental health care in their countries of resettlement than in their 
native countries (Alazzam et al., 2015). Additionally, a recent study of perceived and un-met needs and 
help-seeking among adults in Sweden indicated that stigma was not the most salient barrier to care, 
neither among those with a Nordic country of birth, nor among those with a non-Nordic country of 
birth. Rather, low perceived needs, low trust in mental health care and its effectiveness, and lack of 
knowledge of where to seek care where the most prominent barriers to help-seeking (Olsson et al., 
2020).  
 
6.6 The inverse care law 
 
The fact that migrant groups, and especially refugee children and youths, utilize less mental health 
services than their Swedish counterparts, despite evidence of their increased risk for mental illness, is 
cause for concern in several ways. Firstly, untreated mental illness risks escalating and to turn more 
severe, thereby requiring more invasive treatments when care is finally reached. Given that effective 
interventions to prevent and treat childhood mental health disorders exist (Barican et al., 2022, 
Mcgorry et al., 2018), underutilization of services is a sign of inequitable access to care, and a public 
health problem that should attract political attention. Secondly, underutilization of services by groups 
who have been shown to have increased needs could be viewed, in part, as an unintended 
consequence of ideological decisions that inform the organization of the health care system.  
 
During the past decades, the Swedish health care system has undergone market-oriented reforms 
aimed at increasing patient-choice, underpinned by neo-liberal theory about freedom of choice as a 
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primary goal (Burström, 2009). These reforms have created an increase in for-profit, private health 
care providers. This, in turn, has led to a widening of geographical and social inequities in health and 
health services, as a consequence of the fact that profit-driven health care systems tend to neglect 
low-income urban areas and favor high-income neighborhoods (Dahlgren, 2014). As such, research 
shows that around 80 percent of all outpatient specialists work in the northern, wealthier half of 
Stockholm (despite the fact that the need for services is greater in the southern half of the region) – 
and the geographical distribution is particularly skewed for cardiologists, orthopedists and 
psychiatrists, which are mostly found in high-income, inner-city areas (Dahlgren, 2014). Thus, as a 
consequences of health care policy reforms, it is possible that populations with the greatest need for 
mental health services (such as for example refugee children and youth), who are also at increased risk 
of residing in areas of high socio-economic deprivation (Anderson et al., 2007), will be in residential 
contexts with comparably lower supply of services.  
 
This mismatch between need and supply was described already in the 1970s, when William Hart coined 
the concept of “the inverse care law” in an article published in the Lancet in 1971 (Hart, 1971). 
According to Hart, the inverse care law describes the fact “that the availability of good medical care 
tends to vary inversely with the need of the population served” and that the “force that creates and 
maintains the inverse care law is the operation of the market”. Quoting an influential social policy 
researcher from the 1960s, Hart goes on to describe that “higher income groups know how to make 
better use of services; they tend to receive more specialist attention, […] receive more elective surgery 
[…] and are more likely to get psychiatric help and psychotherapy than low-income groups (Hart, 1971). 
Thus, more than fifty years back, Hart identified the risks associated with a health care system based 
on market ideas, in which patients are to be regarded as consumers, and fifty years on, research has 
shown that patient choice increases social differences in health care utilization; that needs and 
utilization are not matched, and that those most affluent and educated tend to benefit the most from 
a market-oriented health care system (Burström, 2009). Interpreting the results from this thesis should 
be done with the help and consideration of this new and old critique. Increased medical needs do not 
necessarily translate in higher utilization of services – rather, social gradients in health and health care 
utilization may become harder to tackle in a context focused on market mechanisms and consumer 
choices, creating even steeper imbalances between need and receipt of services. A possible remedy 
could thus be that the supply of clinics is planned in such a way that neighborhood vulnerabilities and 
probable or established population needs in these areas are taken into account when establishing 
services, so that the availability of clinics corresponds more directly to expected needs.  
 
6.7 Methodological considerations  
 
This thesis has several strengths, including the use of a comprehensive research data-linkage 
specifically developed for psychiatric epidemiological research. With this database, we were able to 
conduct population-based investigations which allows for a broad generalizability and strong validity 
– Swedish registers have been shown reliable for research purposes (Ludvigsson et al., 2011). Using 
regional Stockholm data, we were also able to investigate the use of primary care services for mental 
health disorders, allowing us to capture service use in a more complete way compared with previous 
research which has mainly relied on the National Patient Register (which only includes in and 
outpatient specialist care) and the drug register (see for example (Berg et al., 2020, Manhica et al., 
2017a, Arat et al., 2018)). In fact, the inclusion of primary care data is a clear benefit given that 
approximately 2-3% of all mental health care utilization among children aged 0-18 years occurs in 
primary care, compared to about 5-6%, which occurs in specialist psychiatric care (data from (CES)). 
Thus, without inclusion of primary care data, a significant proportion of all health care visits for mental 
health issues among children would be un-accounted for in investigations of mental health service 
utilization   
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Notwithstanding these benefits, the studies comprising this thesis are also affected by limitations that 
should be considered and acknowledged.  
 
Firstly, while the investigation of utilization of services can reveal disparities between different 
population groups in terms of service access, the conclusions drawn about these findings’ indication 
of underutilization can only be tentative and based on previous research regarding needs. The fact that 
migrant children use less mental health services than their majority peers certainly suggest barriers to 
care, given what we know particularly about refugee migrant children’s mental health needs. However, 
to state with certainty that our observations represent actual unmet needs, clinical and self-perceived 
assessments would have to have been used concurrently with the register-based examination of 
utilization patterns.  
 
Secondly, we use Stockholm data to be able to include primary mental health services in our 
investigations, adding to the comprehensiveness of the mental health care utilization studied. 
Notwithstanding this benefit, choosing to focus on Stockholm may limit the generalizability of our 
findings to mainly other urban settings. Rurality and urbanicity have been shown to affect mental 
health in difference ways (Vassos et al., 2012, March et al., 2008, Rautio et al., 2018), and thus, it is 
important to recognize that our findings may consequently not be generalizable to rural settings.  
 
Thirdly, in the first and third quantitative studies, we included children, adolescents, and young adults 
in our investigations, such that individuals were allowed to enter our study at a maximum of 15 years 
of age and to be followed up to a maximum of 25 years of age. With this approach, we were able to 
include migrants who moved to Stockholm as teenagers, expanding our opportunity to also examine 
those who immigrated during our study period. This did however mean that our observed findings 
regarding age differences in utilization patterns among migrant and Swedish groups in part represent 
differences in accessibility to child versus adult psychiatric services. On the other hand, we control for 
age in our analyses, and therefore we believe that although we may in part capture differences in 
access to child and adult services, the discrepancies that we observed between our exposure groups 
are still informative and suggestive of barriers to care for migrants as compared to Swedish individuals.   
 
Forth, in quantitative study 2 we examined (among other things) differences in treatment receipt 
between migrant, descendant and Swedish majority children who had been given the same diagnosis. 
We found discrepancies in terms of odds of receiving clinically recommended treatments for several 
psychiatric conditions. While our findings certainly merit further examination and attention, it is crucial 
to keep in mind that we had no information on treatments offered but rejected (which may or may 
not have occurred differently among our different exposure groups), nor do we know of the underlying 
reasons why treatment receipt differed – there may be clinically valid reasons not to offer a particular 
treatment to a patient, even when formal guidelines stipulate otherwise. As discussed above, linguistic 
barriers may impede both the possibility by clinicians to offer recommended treatments, and the 
ability of migrant parents and children to adequately and equitably benefit from the treatments 
available, perhaps in part due to challenges pertaining to working with interpreters in the therapeutic 
setting (Åhlen et al., 2020). 
 
Aside from the above-mentioned weaknesses, an important strength of this thesis is its mixed-
methods approach, whereby barriers to care were examined both quantitatively and qualitatively. This 
allowed for an integration of methods and perspectives, striving to add breadth and depth to the entire 
doctoral project. While the quantitative studies can provide knowledge about differences in utilization 
patterns as observed in the registers, the qualitative study can contribute with insight into how parents 
experience and think about the barriers that we wished to uncover in the register-based studies. The 
voices of the informants and their narratives can enhance our understanding of the barriers at hand, 
and how they are experienced by those most at risk to be affected by them. Notwithstanding these 
benefits, a limitation in our qualitative study was the selection of informants based on those parents 
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who in fact were able to reach services. While their narratives are important for exploring ways to 
overcome barriers, studying those who have not reached services, but who would need such care (see 
for example (Bradby et al., 2007)), could be informative and add insights into barriers to reaching 
mental health services. Future research would gain from also involving such parents and their children. 
 
Moreover, because qualitative research is more firmly rooted in social theory than most 
epidemiological research, integrating qualitative and quantitative methods lend some of the critical 
epistemological perspectives that more often characterize qualitative research to the quantitative 
approach – and hopefully allows for a more critical appraisal of our findings. Thus, within the 
qualitative study, we recognize our own roles in affecting the research process (e.g., through our pre-
conceptions, the unequal power relations in the interview situation, our biases that we bring to the 
analyses, etc.), and these critical reflections should be applied to the thesis as such. Consequently, we 
should recognize and be aware of the limitations of register-based research and acknowledge that our 
research questions and methodological choices are bound up with wider social and knowledge-
production structures. The mixed-methods approach can make us more aware of the social dimensions 
of human behavior (for example in terms of help-seeking efforts), as well as the research endeavor 
itself.  
 
Lastly, a specific limitation and methodological consideration pertaining to the qualitative study, and 
particularly to the use of interpreters, requires attention. While working with interpreters is a way to 
include non-native speakers in research (Plumridge et al., 2012), the three-way interview situation 
entails several challenges in terms of power dynamics, control, and communication issues. Ideally, the 
same interpreter should be used in all interviews, to assure that the interpreter understands the 
interview guide and the purpose of the study. Although we were not able to use the same interpreters 
throughout the project, the different interpreters were given a brief introduction to the aims of the 
interview before the interview took place – but a closer collaboration with one or a few interpreters 
could have potentially increased the quality of the interviews.  
 
A main consequence of working with an interpreter is that the difficulties that are inherent in the 
conventional interview situation are magnified and made even more complex (Ingvarsdotter et al., 
2012). Essentially in all interviews, when an interviewer asks a question, the informant will interpret 
the question given his or her understanding and meaning-making system, and the researcher in turn 
interprets the answer according to her own system of understanding. With an interpreter present, 
coherence systems could be more or less shared between the different participants, and unspoken 
communication and unarticulated understandings could lead to an increased risk of misunderstandings 
(Ingvarsdotter et al., 2012). Moreover, the presence of an interpreter may make conversation 
disjointed, less spontaneous and prompting more difficult (Plumridge et al., 2012).  
 
One way that has been suggested to increase trustworthiness of the interpreted interview is to pilot-
test interview guided (Squires, 2009) or to get a second opinion on the interpretation of the interview 
(Ingvarsdotter et al., 2012). We conducted such a second opinion check for part of one of the 
interviews, but arguably, this kind of validation could have been enhanced if expanded to more of the 
interviews conducted. Lastly, acknowledging the dynamics of the interview situation and the exercise 
of power within them as a complex three-way process (Edwards, 1998), and reflecting and disclosing 
the methodological consequences of these interactions, is crucial for the trustworthiness of any 
qualitative interview study. In our study, particularly one interview stood out in terms of 
communication/interpretation challenges, and this was reported and discussed accordingly in the 
paper. We believe that the methodological challenges intrinsic to the use of interpreters were 
outweighed by the benefit and value of being able to include non-native speakers in the research 
project – but recognize the risks and challenges that are bound up with our decision.  
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7. CONCLUSIONS 
 
In this doctoral thesis, utilization of mental health services among children, adolescents, and young 
adults were investigated, to describe and analyze differences between migrant groups and their 
Swedish majority peers. We aimed to understand barriers to care, both through quantitative 
investigations of factors that could explain differential service use, and through using qualitative 
interviews whereby migrant parents conveyed their experiences of gaining access to services. Through 
the quantitative register-based studies we found indications of underutilization of mental health 
services among migrant children and young adults, and that age, time in Sweden, reason for migration 
and parental presence at immigration affected utilization. Particularly noteworthy (and worrisome) 
was our findings that refugee migrant adolescents and young adults used less mental health care than 
their Swedish majority peers, given the overwhelming body of research that has documented higher 
mental health needs among refugee youth. We also noted that non-refugee migrants used less mental 
health care irrespective of age and time in Sweden – but since pervious research has been inconclusive 
and less extensive regarding the mental health needs of non-refugee migrant children, we can be less 
sure of how to interpret these results, which could signify both unmet needs and/or potentially lower 
needs. That time in Sweden and age affected service use could be indicative of the role that schools, 
health care centers, refugee programs, etc. play in terms of detection and referral for children whose 
families may be less familiar with the workings of the mental health care system in Sweden. The 
themes that emerged in the qualitative study in part reflected some of these hypotheses. Informants 
recounted that they had relied on trusted personnel in their children’s schools, pre-schools and health 
care centers for gaining access, and described a willingness to ask for help from those professionals 
with whom they were already in contact. Finally, this thesis indicates the role of wider structural factors 
that may influence mental health use, such as neighborhood disadvantage (though the causal 
relationship between neighborhood vulnerability and mental health needs remains unsettled), and 
points to possibly problematic and inequitable provisions of recommended treatments – the causes of 
which require more careful investigation. In conclusion, the findings of this thesis suggest that the 
inverse care law first described in the 1970s may still be at work today, and that those most vulnerable 
and in need of care may be the least able to access and use the care available. 
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8. POINTS OF PERSPECTIVE 
 
8.1 Implications for policy and practice 
 
The findings of this thesis have several policy implications. Firstly, given that we found that especially 
adolescent and young adult refugees utilize less care compared to their majority peers, policy should 
focus on increasing accessibility of services for these groups. Efforts to improve detection, referral, and 
availability should be developed with the goal that all children and youth reach services according to 
their needs (for a current example of such interventions see (Place et al., 2021a)). Policy measurers 
may thus need to focus more on making services known and reachable to migrant families and youth. 
Enhanced collaborations between primary-based mental health care, schools, pre-schools, and child 
health care centers could potentially strengthen the accessibility of mental health services, especially 
among groups who may be less familiar with how to initiate contact on their own (Place et al., 2021a). 
 
Furthermore, our findings suggest that contextual neighborhood factors may affect mental health 
service use, and as such, policy makers need to consider how wider socio-economic inequalities and 
residential segregation is intertwined with mental health needs, unequal opportunities, and service 
accessibility.  
 
Finally, although service use is not the major social determinant of health, it is one that could be, in 
certain ways, more easily amenable to change than the more complex (and controversial) socio-
political structures that affect population mental health. On the other hand, the root causes of 
inequalities in mental health are in many ways deeply political and, as this thesis has shown, many 
vulnerable groups in society are at risk of not accessing the most optimal care available. Perhaps the 
most beneficial policies would need to address the deeper causes of mental health inequalities, while 
also strengthening those arrangements in the existing health care system that could make services 
more reachable and equitable to all children and youth.  
 
8.2 Implications for research 
 
Several of our findings merit further investigation. For instance, the youngest age-groups that we 
included in the analysis in study 1 (preschoolers) have previously not been extensively investigated. 
Yet we found that age does in fact influence service use, and differentially so for different sub-groups 
of migrants – a finding which deserves further consideration and exploration.  
 
Furthermore, the fact that we observed different treatment receipt among migrant and Swedish 
children, despite the same diagnoses, also prompts attention and further investigation. Future studies 
should try to see if similar observations are found in nationwide cohorts and if so, what the potential 
drivers of these discrepancies could be, and subsequently, what ought to be done to make treatment 
provision more equitable.  
 
In addition, the results regarding neighborhood vulnerability and service use suggests that 
neighborhood factors may have differential effects on migrant and non-migrant children and youth, 
and that barriers to care in these contexts are experienced in different ways. Nonetheless, because we 
do not know self-reported needs, and because social drift, causation and protective migrant density 
effects could potentially be at play (with differing relative importance among different population 
groups), more research is needed to clarify the possible mechanisms behind our findings. Future 
research efforts should aim at trying to disentangle how residential context and demographic 
composition affect both mental health needs and service use, and efforts to delve deeper into the root 
causes of differential access to services among groups exposed to the vulnerabilities and risks that are 
often linked to migration and post-migration disadvantage are much needed. Furthermore, given that 
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the results of this thesis indicate that utilization of mental health services among some migrant groups 
in vulnerable neighborhoods were lower compared to their peers who had not lived in such 
neighborhoods, future research that aims to study mental health among migrant groups in 
disadvantaged areas will have to take into consideration that utilization data may not adequately 
reflect need, especially among refugee and descendant children and youth. In contrast, Swedish 
majority individuals who had been exposed to neighborhood vulnerability had higher mental health 
service use, and as such, this group’s utilization levels may correspond and reflect needs more 
accurately, even though the causal link between neighborhood vulnerability and mental health needs 
remains unclear. In future endeavors to study mental health among population groups in 
disadvantaged areas, the use of clinical assessments and self-report data would thus be helpful to 
appropriately capture actual mental health needs, and especially so among groups whose needs may 
not sufficiently translate into health care utilization.  
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11 APPENDIX 
 
Interview guide 
 

1. To start with, I’d like to ask some questions about you. 
How old are you? 
Where were you born? 
When did you leave your home country and when did you arrive in Sweden? 
Do you work? (What do you do?) 
(Education?) 
What is your mother tongue?  
 What language do you speak with your children? 
 What other languages do you speak? 
What is your family situation?  

How many children do you have 
How old are they? 

                What does your living situation look like?  
Do you have stable housing? 

 Who do you live with? 
Does religion play any role in your life? 

 
Now I would like to ask about your child. 

2. How is your child? 
Could you tell me how it all started? 
  How did you notice that your child was unwell? 
 Could you describe the difficulties your child had/has? 

 
I’d like to ask a bit more about your child’s difficulties. 

3. What have you found out about your child’s problems? 
 What do you call your child’s problems? 
 What have you been told from the health care staff? 
 What does ”name of problem” mean to you?  
  (N.B. use informant’s own description) 

How did you experience your child’s difficulties? 
 Do you think the child has a problem? 
 How do other people react (family, friends, school, others)? 

 
4. What do you think are the causes of your child’s difficulties? 

Is there anything that happened that may have contributed to your child’s problems? 
Do you think there may be other factors that mattered? 
What do you think other people think about your child’s problem? 
 (People in school, friends and acquaintances, health care professionals)? 
 

5. Can you tell me how you came into contact with the clinic? 
What did you do to gain contact? 
Did you contact them directly? 
Did you get recommendations/tips/advice? From whom? 
Referrals? 
Did anyone outside the family notice that the child was unwell? 
 

6. Did you/how did you try to help your child before coming to the clinic? 
What did you do? 
Whom did you talk to? 
Was there anyone that you did not want to talk to? Why not? 
What do you think other people think about your getting help at this clinic? 
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7. Where did you first turn when you wanted to get help?  
How did you go about to seek information? 
Whom did you talk to? 

 
8. Did you seek help from anywhere else? Can you tell me about that? 

 
9. What would you have done in your home country? 

 
10. How would you describe the process of reaching the clinic? 

Was it hard? Easy? 
Was language an issue?  
Were there other difficulties? Things that were good? 

 
11. What has it been like to talk to the staff? 

Do you feel you have been heard? 
Do you feel that you have been able to ask questions? 
Get answers? 

 
12. Is there anything that would have made it easier to gain contact with the clinic/the mental health 

care-system? 
Is there any help/support you wish would have been available? 
(In schools, child health care centers, anywhere else?) 
Did you use the internet? How was that? 
 

13. Do you feel that you have received the help you needed? 
 

14. What would you tell a friend who asked for advice regarding their child (with similar difficulties as your 
own)? 

 
15. Is there anything else you would like to mention? 

 
16. What was it like for you to talk about all of this with me? 

 


