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Summary
Refugees suffer the consequences of the triple burden of trauma, uprooting, and resettlement. 

This study aimed towards gaining a broader and more differentiated overview of the health 

status of a refugee population at the time of resettlement in Norway. Interviews of a non-

clinical and a clinical population were performed, and a longitudinal perspective was added 

with a three-year follow up in Norway of the non-clinical group. These findings were 

compared with the interviews of a repatriated group in Bosnia. 

The study explored the relationship between psychosocial problems and pre-flight 

traumatic exposure. Protective effect of family network and employment/training on 

posttraumatic reactions in a traumatized refugee-population in exile was investigated as well 

as changes in symptom load over time.  

The results demonstrated the high impact of forced relocation and war, on 

psychological functioning and well-being in a refugee population, in line with other studies. 

The degree of traumatic experiences was substantial in the study population mainly consisting 

of war refugees. The traumatic experiences had a significant relationship to the psychological 

symptom variables. They suffered from a considerable amount of psychological symptoms 

such as anxiety, depression, exaggerated startling and re-experience symptoms. Presence of 

family and activity outside home (employment/training) had positive effects on posttraumatic 

symptoms regardless of degree of traumatic exposure. The level of symptoms over time had a 

relation to the load of pre-flight traumatic exposures as well as being influenced by the level 

of social support and activity outside home. The study conclude that the decision to return 

home may be closely connected to pre-flight traumatic experiences as well as being 

influenced by psychological symptom load and post-flight conditions.

In the light of recent research on repatriation, the study underlines the necessity of 

providing proper health services, support, and coping strategies to traumatized refugees at an 

early stage. Results relevant for clinical work as well for national guidelines during the time 

of the study were achieved, thus fulfilling the aims of the practical implication of the acquired 

knowledge. Further studies of the course of the chronicity of psychological symptoms are 

needed. Longitudinal community intervention studies need to be carefully designed and have 

a strong focus on coping. The individuals’ ability to face the acute and long-term challenges 

of mass violence and its importance for future rehabilitation and integration as well as its 

impact on repatriation, are central issues in the research. Different interventions, support 

strategies, and methods of therapy need further investigation.
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1. Introduction 
Until the last three decades, the number of refugees coming to Norway has been insignificant. 

The past 10 years however, we have experienced a steadily increasing numbers of 

immigrants. The consequences of increased forced migration have become part of daily life 

worldwide. This has confronted us with the moral, ethical and professional challenge of 

delivering well-planned and targeted health care to patients arriving in the country as 

refugees. There is a general need among health professionals for more knowledge and clinical 

skills in the treatment of consequences of organized violence and large emergencies. (Weine 

et al, 2001). 

Previous studies about post-migration stress have shown us the detrimental effects of 

severe traumas. The intension of this project was to give a sociomedical contribution to the 

severe problems our refugees face by studying the longitudinal course of psychological 

symptoms in a traumatised population in exile and exploring factors influencing the wish to 

repatriate. We expected to find a high level of trauma related symptoms, which lasted over 

time but we did not know to what degree and extent. Post-migration stress was expected to 

influence the health situation but we did not know exactly how the wish to repatriate might be 

influenced by these factors. This study was designed to shed light on the untold story of 

sufferings in a non-referred population of refugees. 

Refugee research should be conducted with a general and specific perspective as well 

as a comparative approach, looking for consistencies, similarities, differences and patterns in 

the refugee experience. Conducted this way it may assist in relieving the sufferings of the 

refugees and assist those who try to help them (Stein, 1986). Generalisation of the results 

from epidemiological studies is made difficult by differing contexts. Research on refugee 

populations will vary in time as well as in place. The reasons for flights are numerous and the 

arrival in reception countries differs dramatically - e.g.: Boat refugees in South East Asia 

from Vietnam, Cambodians passing minefields on their way to Thailand, Afghan refugees 

crossing mountains before getting to Pakistan, refugees from the Balkans and Middle East 

travelling with “smugglers” or on their own. Populations studied reflect the situation at a 

certain time. Comparison with other studies using similar methods may increase the general 

understanding of the amount and content of the problems. Results from epidemiological 

research may be used to stipulate tendencies and is a basic prerequisite for a well-founded 

government policy (Jenkins, 2001). 
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Before describing the study I will start with a description of the historical and socio-

cultural background of refugee arrivals in Europe and Norway, leading on to the lines and 

traditions in refugee research. Then follows a description of main theoretical themes touched 

upon in the papers and a review of literature on these thematic entities. Hereafter comes a 

description of the sample and the different parts of the project, the methods and 

methodological challenges in this kind of research, statistics and summary of the papers with 

the main results. Finally comes a discussion of the results of the study and conclusive remarks 

before the appendix that includes the questionnaires used, letters sent out, and a list of 

seminars and meetings held.  

The thesis falls within the subject of psychiatry and general medicine with 

epidemiology and social medicine as central fields, but touches upon and finds inspiration in 

other disciplines such as sociology and medical anthropology.  

2. Background of the project - Own Story 
The past decades have seen an increase in the number of refugees from Europe as well as 

from more distant areas. A rising awareness of health-status among refugees with traumatic 

exposures settled in Norway accompanied increase in the refugee population. In 1986 the 

Ministry of Social Affairs established Psychosocial Team for Refugees in order to meet the 

new challenges. The team was intended as a project to be finished in 1989, but before the 

project ended, the Ministry saw the necessity of continuing the work. As a consequence of 

this Psychosocial Centre for refugees was established at the University of Oslo in 1990 with 

the combined commitment to promote respect for the principles of human rights and at the 

same time fulfil the scientific demands of objectivity and independence. Reception of high 

numbers of refugees and the policy of a dispersed settling of refugees led to resettlement in all 

parts of Norway. As the need for services grew in the whole country three regional 

psychosocial teams were established in 1990. The main objectives for the teams were 

teaching, training and counselling health professionals in the primary health care section as 

well as hospital/outpatient clinics. In addition to this a proportion of the time was to be used 

for clinical programmes with priority given to severely traumatised refugees as well as 

clinical investigations and theoretical studies in this field. 

The degree of pre-flight trauma exposure as well as the extent of psychological 

symptoms and signs in the refugee groups at the time of arrival to Norway was unclear. A 

need for a broader knowledge of this led to the present project. Hauff’s study on Vietnamese 

refugees (Hauff, 1998) was the only major community study on refugee health conducted in 
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Norway before the present study. At the time the present project started there were no uniform 

routine procedures of health care services for obtaining information about background, risk 

factors and general health condition at the reception centres and in the municipalities. 

The reception of several severely traumatized refugees and the lack of satisfactory 

reception and treatment routines were exposed after several incidents involving casualties in 

autumn 1992 and winter 1993. This concurred with a tendency to growing prejudice towards 

asylum seekers in certain political groups. Director Arild Kjerschow at UDI confirmed in 

1993 that there were no plans for a routine mental health programme for refugees arriving in 

Norway (NTB, 1993). As a consequence of these incidences and the following publicity the 

Ministry of Labour and Local Government set up a working group in April 1993.1 The 

mandate was to investigate the extent of and the need for mental health services for refugees, 

how to obtain better information about the health of arriving refugees and how to provide a 

better education for health professionals in handling traumatised refugees coming to Norway. 

The working group gave among others, the following recommendations in their report 

delivered in June 1993:

• To investigate the amount and extent of psychological and physical problems among 

refugees, adults and children. 

• To look into available routines in the health care system. 

• To investigate the educational needs of health professionals in regard to refugee 

healthcare. 

• To establish a day-care centre/ward for refugee psychiatric patients and introduce the 

case-management model for this group outside the institutions. 

• To work for a better cooperation with UNHCR (United Nation High Commissioner 

for Refugees) to obtain better information about the health conditions among arriving 

refugees (KAD, 1993).  

Based upon this report Psychosocial Centre for Refugees at University of Oslo initiated a pilot 

study, which preceded the present main study. 

I had worked as Family Physician at the Refugee Health Care Clinic, in Kristiansand 

municipality for 5 ½ years when I was assigned the pilot-project. Later the follow-up-study as 

well as the comparative study of repatriated refugees in Bosnia and those remaining in 

Norway, was carried out. A longstanding interest and experience from work with refugees and 

                                                          
1 Consisting of Barbro Bakken and Bente Holthe from Ministry of Labour and Local Government, 
Tore Skaug from Ministry of Social Affairs, Heidi Drange and Karin Rønning from Directorate of 
Health, Edvard Hauff from Psychososial Centre for refugees, UiO and Paula Tolonen and Eivind 
Holen from the Directorate of Immigration. 
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human rights issues preceded this, included contact and collaboration with the Eritrean Relief 

Association in provision of medical equipment and medicines to their work in Eritrea as well 

as a field project in 1983. I worked part time as researcher and part time in clinical work as a 

physician at the Refugee Health Clinic. From 1998 I was leader of the newly established 

Psychosocial Team for Refugees in Southern Norway at Vest Agder Hospital, alongside with 

the part time research at Psychosocial Centre for Refugees.

The possibility for interaction between research and clinical work was fruitful and 

gave an opportunity to make use of the results and transfer them into practical implications for 

the daily work in the region as well as putting them forth as suggestions to policymakers 

throughout these years. In 1999 at the reception of the Kosovo refugees this experience gave a 

clear advantage in the emergency situation that arose within few days (Haarr, 2002). 

3. Historical and socio-cultural background of 
refugee arrivals 
3.1 Labour migration, asylum seekers and refugees

The socio-political history of refugees goes back to early historical times but it was not until 

the 20th century, in 1951, that being a refugee became an issue covered by international law. 

The majority of refugees in the world have been and still are so-called displaced persons or 

refugees in countries close to home (See table 1). 

Table 1. A review of migrant categories and number of people on the move  

(UNHCR, 2002 ; Flynn, 2002) (2)

• International migrants 168 mill.
• Refugees including Palestinians 16 mill.
• Internally displaced due to: 

o Conflict or persecution 
o Natural disasters, other causes

25 mill.
30 mill.

• Asylum seekers 940.000
Total number of uprooted people 240 mill.

Refugees are subject to forced migration due to political, ethnical or religious persecution, 

conflicts, wars and natural disasters. They have certain similarities to with migrants but differ 

from this group, as the migration is not due to economic push or pull factors. In the reception 
                                                          
2 According to the UN population division there are 180 mill international migrants, including 
refugees, but 3.9 mill Palestinians are not included in UN High Commissioner of Refugees (UNHCR) 
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of asylum seekers of today the ethical and practical challenge for the authorities is to maintain 

alert to people in need of protection. 

The research on refugees leans on the migration research. People from poor countries 

in Southern Europe, Scandinavia, Ireland and East Europe migrated mostly to the United 

States in the end of the 18th century. Later migration changed to a south-north migration, 

from poorer areas in Southern European countries such as Yugoslavia, third world countries, 

and especially former colonies, to Western European countries. After the breakdown of the 

“iron curtain” and disintegration of the Soviet Union in 1989, migration increased from east 

to west.

Labour migration was accepted due to a shortage of workers and was allowed in the 

different European countries until the mid 70 ‘s. The decrease in need for foreign labour 

forces due to economic recession resulted in restrictions in migration policy an and increase in 

illegal immigration as well as a tendency for some to try to be included in the refugee group.

Increase in conflicts with the result of forcing people to flee as in Latin America, the 

Middle East and the Horn of Africa contributed to a rise in the number of asylum seekers as 

well as a number of boat refugees from South East Asia. The number of asylum seekers in 

Western Europe rose in the 1980’s and policy makers worked hard to reduce the influx. 

Situated at the outer borders of Europe far away from the centre of events Norway, has not 

been the first country of choice for those who were on the run; but now receives refugees 

from all parts of the world.

3.2 Historical view of refugee arrivals to Norway 

The following review will deal with the major lines of refugee influx to Norway in a historical 

context. The changes in numbers of arrivals and national origin over time are seen in table 2.

3.2.1. From WWI to WWII 
With the economic and industrial revolution several powerful nations emerged within Europe 

and mutual competition and tension arose until the outbreak of World War I (WW-I) in 1914. 

The Russian revolution and civil war in 1917 resulted in one-and a half millions refugees and 

hundreds of thousands became refugees after the uprising in 1915 in Turkey where 1.5 million 

Armenians were killed (Fact sheet, 1996). Fridtjof Nansen (1861-1930) was member of the 

Norwegian delegation to the League of the Nations in 1920 and was High Commissioner of 

refugees from 1921 with the main responsibility to provide help for the Russian refugees. 

                                                                                                                                                                                    
numbers. Of the 20-25 million internally displaced due to conflict or persecution, only 5.3 million 
receive UNHCR aid. The 30 million figure is from the World Food Program.
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Later on he also worked for Greek, Turkish and Armenian refugees. In the thirties refugees 

from the Spanish civil war fled to different European countries or North Africa, but due to the 

outbreak of the second world war many of these people soon travelled on, trying to get to 

Great Britain or the United States. In Norway only a small number of refugees came in the 

beginning of the 19th century, mostly from Russia. During the thirties there was a controlled 

immigration from the Nazi oppression as well as the civil war in Spain up to World War II. In 

January 1939 the Norwegian authorities wanted to grant asylum to a small group of medical 

doctors who were political refugees from other European countries. Several doctors and 

medical students among others did not welcome this. Fear of losing jobs and positions if the 

foreign doctors were granted equal rights intermingled with xenophobia and racism. An 

agreement to receive 10 doctors with restricted rights to work came after heavy debate with 

the arguments that humanism and international solidarity always have a price and that we had 

a moral obligation to pay back hospitality (Lavik 1991) . 

3.2.2. After WWII 
After World War II (WW-II) more than 18 millions were refugees in Europe. The challenges 

of resettling these large groups lead to the Geneva Convention of 1951 and ‘The 1951-

Convention Relating to the status of Refugees’ defines a refugee as any person who: 

Owing to well-founded fear of being persecuted for reasons of race, religion, 

nationality, membership of a particular group or political opinion, is outside the 

country of his nationality and is unable or, owing to such fear, is unwilling to avail 

himself of the protection of that country. (UN-convention, 1951) 

A historical overview of refugee arrivals after WWII to Norway is illustrated in table 2 where 

the shift from European refugees to transcontinental refugees is seen by the end of the 1960’. 

A number of former prisoners of war from the forced labour camps chose to remain in 

Norway after the WW II, as their homes were destroyed and families dead. Norway accepted 

500 Jews from the concentration camps – ‘ as a compensation for the 700 Norwegian Jews 

who died in the camps’ (Eitinger, 1959). In 1948 another 150 Jewish refugees were accepted 

and Norway, like the other resettlement countries, consequently selected on the basis of 

working ability, skills and the demand for their trades on the labour market. The refugees 

remaining in the camps throughout in Europe had been rejected by several countries a 

‘screening commissions’ and were in great need.
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1950 – 1970 

In the beginning of the 50’s Norway decided to let some of the so-called ‘minus’ refugees 

come. The ‘screening commission-system’ has been kept up to now and the quota of ‘minus’ 

refugees has varied substantially from one country to another. During the year 1953-1955 

Jewish refugees with tuberculosis were transferred to Norway, paid for by the Jewish 

American Joint Distribution Committee.  

In the last part of the fifties and in the sixties refugees from the consequences of the 

cold war arrived to Europe, from East Germany and from the uprising in Hungary. In the 

beginning of the sixties some Tibetan youngsters were accepted after the Chinese invasion 

and later, American conscientious objectors and South African antiapartheid refugees arrived. 

The liberation process of former colonies in Africa, Asia and South America, gave rise to 

refugees because of internal conflicts and migration due to difficult economic status in these 

countries. They came to Europe, mostly to the former colonial powers but also to the other 

European countries.

1970 - 1990

In the seventies transcontinental refugees from countries like Chile arrived after the military 

coup in Chile as well as a result of other repressive regimes in South America such as 

Colombia and Argentina. Boat refugees from South East Asia came directly after having been 

picked up by Norwegian vessels, as well as UN registered refugees from the camps in 

Thailand and the Philippines. In the eighties increasing number of asylum-seekers as well as 

UN-refugees from conflicts in the Middle East, the war between Iran and Iraq, the civil war in 

Lebanon and the Horn of Africa arrived. With the breakdown of former Soviet Union and the 

opening up in Eastern Europe, asylum-seekers started to come to the Western European 

countries in increasing numbers.  

During the 1980’s it became increasingly difficult to obtain asylum in the Western 

European countries and Sweden followed the rest of Europe after the Aliens act in 1989. 

From that time Sweden treated asylum applicants from Kosovo with suspicion and denied 

asylum to the majority (Abiri, 2000). A number of refugees from Kosovo travelled on from 

Sweden to Norway, in order not to be sent back to Yugoslavia and some of these were granted 

residence on humanitarian grounds. 

1990’s to today 

The Dublin convention made “the country of first asylum” responsible for any given 

application and this country would have to take back asylum seekers who had passed through 
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and applied for asylum in another member states. The Dublin convention was signed in 1990 

and came into force in 1997. There was a peak in asylum-applications in 1992 in the 

European Union (570.000 in 1992) then there was a decline (213.000 in 1996) until 1999 

when numbers rose again. In the EFTA countries (Austria, Finland, Liechtenstein and 

Switzerland) a similar tendency was noted (127.000 in 1992 to 34.000 in 1995). Canada saw a 

drop in number from 1993 and the United States from 1995 (Böcker & Havinga 1998). In 

2001 Denmark had 12.400 applications from Afghanistan, Iraq, Bosnia-Herzegovina, 

Yugoslavia and Somalia as the main countries; Sweden received 23.520 asylum applications 

with main applicants Iraq, Yugoslavia, Bosnia-Herzegovina, Russian Federation and Iran. A 

total number of 14.780 asylum applications were submitted to Norway in 2001 (17.864 in 

2002) and the main countries were the Russian Federation, Croatia, Somalia, Iraq and Ukraine 

(UNHCR, 2002). 

Not until the beginning of the nineties with the outbreak of the war in Former 

Yugoslavia when 12.000 refugees were received had there been more than a few thousand 

asylum-seekers arriving to Norway per year. The numerous war refugees at the beginning of 

the nineties, mostly from Bosnia Herzegovina were given temporary residence. At the end of 

the nineties the war in Kosovo resulted in another large number of refugees from the same 

region. The need for more asylum-centres to house the refugees resulted in a rapidly 

increasing number of centres spread all over Norway as well as a massive settling in 

municipalities called the “national voluntary communal task” to help people in need. The 

Norwegian policy of settling refugees was a “dispersing” model to avoid “Ghetto-like 

settlements” with large groups of refugees in few places. As a consequence of this policy the 

majority of municipalities in the country have settled some refugees.  

In January 2000 1.8% of the total population had a refugee background, 27% of all 

refugees lived in Oslo which was 4.1 % of the total number of inhabitants. In the rest of the 

country it varied from less than 1% in Northern Norway (Nord Trøndelag 0.7%, Troms 0.8%, 

Nordland 0.9%) to 2.6 in Vest Agder in the south (Statistics Norway, 2002).

After the large numbers arriving during the 1990’s there was a need for more 

knowledge about healthcare for traumatised refugees as well as frustrations about the 

difficulties in working transculturally. The social, professional and political challenge 

included all sectors in the society and involved people with no former experience from 

refugee receptions. 
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Table 2. Arrivals of refugees to Norway from 1945 until today in relation to shifting 
historical periods 

Arrival
characteristics

Total
no

Cold war 
European

Transcontinental  Transcontinental 
and European 

Years of arrival  1945-1970 1970-
1980

1980 -
1990

1990-
1995

1995-
2000

Years lived in Norway*  >30 29-20 19-10 9-5 4-0 

Total arrival ** 83978      
E Europe  818 106 2986 13623 8571 
Hungary 698 647 10 38 3 - 
Czechoslovakia 297 151 64 76 6 - 
Poland 968 2 9 908 41 8 
Bosnia 11489 - 1 8 9471 2009 
Kroatia 1293 1 1 20 95 1162 
Yugoslavia 10622 6 11 1643 3792 5199 
North America Oceania  - 3 8 7  
Asia, Turkey, Middle 
East, Africa, South 
America,

 2 2509 25082 11985 18032 

Asia       
Vietnam 10378 - 1714 6110 2405 149 
Sri Lanka 5099 - 4 3116 1362 614 
Pakistan 878 - 22 607 162 87 
India  275 1 17 198 54 5 
Cambodia 188 - 3 145 36 4 
Afghanistan 1082 1 - 245 107 704 
Turkey 1686 - 9 1139 393 145 
Middle East        
Iraq 10470 - - 680 1769 8006 
Iran 8573 - 4 4803 1719 2040 
Lebanon 742 - - 442 229 68 
Syria 470 - 1 174 154 139 
Africa       
Etiopia 1738 - 37 891 347 449 
Eritrea 388 - 21 210 75 82 
Algeria 232 - - 71 52 109 
Sudan 303 - - 21 93 189 
South America       
Chile 4569 - 582 3729 250 8 
Colombia 214 - 1 70 15 127 
Number of refugees are based partly upon time lived in Norway (*) and exact numbers **. Major 
groups included (Statistics Norway, 2002). Reliable statistics for the Norwegian population of 
refugees related to immigrants is not available until 1986. 
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3.3 Research on migrants and refugees 

3.3.1 Migration and mental health research 
The research on migration in Norway goes back to the early studies of Norwegians migrating 

to USA. A total of 800.000 Norwegians migrated to USA from the early 18th century until the 

beginning of the 1990’s with peak numbers between 1866-73, 1879-85 and 1900-10. In 

Ødegård’s thesis “Migration and insanity” from 1932, the medical and psychosocial 

consequences are addressed and a critical view of contemporary studies is given (Ødegård, 

1932). These studies were part of a tradition in research on mental diseases in countries 

receiving immigrants such as England and USA. Several were descriptive without age 

standardisation and were not population-based. An overrepresentation of immigrants at 

American hospitals was found. A hypothesis in the research was that mentally ill individuals 

were sent to USA from Europe. The most common age distribution of migrants was 20-40 

years, which coincides with the age when serious psychiatric diseases are most common. This 

resulted in false high values of hospitalisation rates compared to the native born population. 

One of Ødegård’s hypothesis was “the stress and selection hypothesis” - that individuals with 

psychiatric problems were likely to or tended to migrate and that the stress in exile, that is the 

migration and adjustment process to the new surroundings were likely to produce psychiatric 

disease. His theory concentrated on schizophrenia and individuals with a schizoid personality, 

but also dealt with less severe psychiatric illnesses. He gave attention to the fact that physical 

and mental strain of immigrant life, rather than constitutional psychopathic tendencies were 

responsible for a rather high incidence of ‘senile and arteriosclerotic psychoses’. In his 

conclusion he gives advice for psychosocial interventions such as better working conditions, 

care of elderly employees with more suitable types of work for people over the age of 50, 

protection of arriving immigrant girls and homes for old people. In his work he points to the 

fact that during the 1920’s the need for immigrants to USA almost ceased to exist. As a result 

of this only the very best of the Europeans should be admitted and the troublesome or 

dependent individuals should be deported to their native country. He warned about the 

political and moral aspects in research on migrant health and of the possibility of misuse in 

favour of nationalistic viewpoints (Lavik, 1993).  

3.3.2 Refugees and mental health research
The refugee experience shares some features with migrant experience, such as change of 

culture and language, family disruption, social isolation and hostility from the population in 

the host country. In addition, refugees may have experienced additional strain such as war and 
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persecution leading to an unplanned and forced exile in addition to the preceding traumas. 

The health situation of refugees is a mixture of the basic health situation in the country of 

origin, consequences of traumatic exposures, deprivations during flight, and the conditions in 

exile.

Refugee research is conducted in a changing social and political context and reflects 

the underlying mechanisms forcing people to migrate. The possibility to return after cessation 

of atrocities, expectations of the society at home, the time perspective in exile, and the nature 

of trauma exposures such as war or torture will influence the exile experience substantially. 

The Norwegian refugees in Sweden after WWII had a realistic hope of returning to a well-

functioning society, compared to the situation of Bosnian refugees after the war in former 

Yugoslavia. Ongoing use of inhuman treatment such torture as a means to control the 

population, as well as personal injuries, influence the wish to return home because of their 

direct effect on the health situation. 

Holocaust, exile and PTSD 
The early refugee research was community or case study research and until the 1960’s mostly 

focused on the traditional refugees after WWII and the cold war. Studies in the 1950s and 

follow-up surveys of concentration-camp survivors from World War II indicated that 

prolonged exposure to atrocities and concentration camp experiences had serious long-term 

mental, physical and social effects (Eitinger, 1959, 1961; Strøm 1968). Thygesen, Hermann & 

Willanger (1970) reported from a 23-year follow-up survey of the long term effects of severe 

environmental stress in KZ-camps. The characteristic symptoms were to a great extent 

uniform although the dominant features could be either somatic or mental but rarely 

psychotic. Also it seemed clear that it was the intensity and duration of stress survived that 

determined the long-term effects to a far greater extent than the premorbid personality of the 

victim or his general background. 

Yehuda et al. (1995) studied the impact of cumulative lifetime trauma and recent 

stressful events on current PTSD symptoms in Holocaust survivors. They demonstrated a 

significant association between recent and cumulative lifetime stress reflecting a heightened 

vulnerability of traumatized individuals to subsequent stressors.

The new refugees – Transcontinental refugees 
The “new refugees”, a term introduced by Paludan (1974), are refugees who are culturally and 

ethnically different from their host populations, coming form less-developed countries and 

lacking support groups in the resettling countries. These changes in refugee groups 

implementing a cross-cultural research gave rise to further challenges for the researchers.
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The major groups emerging in the literature of refugee research reflects the refugee-

producing areas at a given time and thus change in geographical focus, but show the same 

deteriorating effects of the violation of basic human rights. Review of earlier studies on 

refugee and mental health reveal a wide spectre of geographical locations, sample-size and 

designs. The majority of investigations focusing on the effect of war and persecution have 

been conducted in relocation countries years after the traumatic events. The refugee 

populations have been in conditions of additional abnormal stress, e.g. in exile or in refugee 

camps. The designs have been community studies, clinical studies or case descriptions. The 

majority of projects were conducted outside Europe, on refugees in camps or after 

resettlement in a third country, hardly any on asylum-seekers. Some have had a longitudinal 

design but only for 3-year’s follow-up periods, longer follow-up periods and repatriation 

studies are scarce.  

The frequency of posttraumatic responses, serious mental disorders (e.g. Major 

depression or posttraumatic stress disorder APA 1999) and related disorders has been 

investigated in projects on different refugee groups. Post-traumatic stress disorder and 

depression have been identified as the two most prevalent disorders in the refugee populations 

and some follow-up studies have been conducted showing the persistent high level of 

symptoms. The South East Asian refugees gathered in camps in Asia and later relocated to the 

United States, Canada, Australia and Europe gave rise to several studies on health 

consequences of exile and trauma e.g. Kinzie et al. (1990) who found a high prevalence 

(50%) of post-traumatic stress disorder (PTSD) symptoms among Indochinese patients in a 

psychiatric clinic. Mollica et al. (1993) explored the long-term impact of trauma and 

confinement on the functional health and mental health status of Cambodian displaced 

persons. In a household survey of 993 adult Cambodian living in a Thailand Cambodia border 

camp they reported extensive traumatisation. They found poor health status, 55% with 

depression and 15% with PTSD symptoms, but despite these reports they found well-

preserved social and work functioning in the majority of the respondents. The prevalence and 

course of mental disorders among 145 Vietnamese refugees was studied in a prospective 

community cohort study. Three years after resettlement almost one in four suffered from 

psychiatric disorder. Extreme pre-flight stress exposure, negative life-events in Norway and 

lack of close family were identified as predictors for psychopathology (Hauff & Vaglum, 

1995).

Steel et al. (2002) investigated the long-term effects of trauma on mental health and 

disability in a population-based research of 1413 adult Vietnamese refugees resettled in 
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Australia (Steel et al., 2002). They reported that people who had been exposed to more than 

three trauma events had a heightened risk of mental illness after 10 years compared with 

people with no trauma exposure. Trauma-related mental illness seemed to reduce steadily 

over time, but a subgroup of people with a high degree of exposure to trauma had long-term 

psychiatric morbidity. 

Few studies have been carried out on non-western population in low-income countries. 

In a community sample of 526 tortured and 526 non-tortured Bhutanese refugees in a U.N. 

refugee camp in Nepal van Ommeren et al. (2002; 2001) identified a strong association 

between somatic and PTSD symptoms, independent of anxiety and depression, among 

refugee survivors of physical torture. As it was carried out in a low-income country it also 

contained baseline population-information as well as information about a large group non-

tortured individuals. These findings replicate other studies carried out in other parts of the 

world. In a survey by de Jong et al.’s (2001) a wide range of PTSD symptoms were found 

among 4 low-income community populations (from Algeria, Ethiopia, Gaza, Cambodia) who 

had experienced war, conflict or mass violence. They identified that there were specific 

patterns of risk factors per country. The findings indicated the importance of contextual 

differences in the study of traumatic stress and human rights violation. Tang and Fox (2001) 

investigated the experiences and mental health situation of West African Senegalese refugees 

randomly interviewed in refugee camps, by using HSCL-25 and Harvard trauma 

Questionnaire. They unveiled substantial mental health problems after large numbers of 

traumas and warned about a potential human crisis in this population. Lee et al. (2001) found 

similar results examining trauma experience and mental health conditions in a community 

survey among North Korean Refugees in China. Using HSCL-25 and HTQ they found higher 

degree of traumatisation than in two reports from Tamil refugees in Australia (Silove et al.,

1998) and Bosnian refugees in Croatia (Mollica et al., 1999). The combination of starvation, 

exposure to traumatic events as well as lack of medical care gave high scores of anxiety, 

depression and PTSD symptoms. 

Refugee research after the war in former Republic of Yugoslavia 
The wars on the Balkan brought on the refugee research in Europe due to a huge increase in 

number of refugees from areas close to the recipient countries. After refugees from the war in 

Bosnia Herzegovina in the beginning of the 90’s were spread to most European countries, as 

well as USA and Australia, and some became patients in health-institutions there, a number of 

studies on mental health consequences of war have been carried out. They have not been 

restricted to refugees from Former Yugoslavia only, but include other refugee groups as well 
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including the interaction of the exile experience as in Gorst–Unsworth & Goldberg’s (1998) 

study of Iraqi refugee patients at Medical Foundation for the Care of Victims of Torture in 

Great Britain in 1998. Poor social support appeared to be a stronger predictor of depression in 

long term than severity of trauma. Silove et al.’s community study (1999) of the influence of 

post-migration stressors on Tamil asylum-seekers in Australia demonstrated the effect of post 

flight stressors. Asylum-seekers did not differ statistically in terms of levels of symptoms and 

past-trauma histories from refugees but were statistically higher on trauma and symptom 

scores than immigrants. When selective differences emerged between refugees and asylum-

seekers they were specific to the post-migration stressors relevant to the asylum-seeker 

process.

The majority of the studies of war victims from former republic Yugoslavia were 

community studies with results similar to the previous described studies from other parts of 

the world. The amount of suffering is substantial in studies performed inside Bosnia e.g. in 

Dybdahl & Pasagic’s study (2000) of 77 internally displaced women, Dahl et al.’s study in 

1994 conducted among 209 displaced women in a war zone or in Mollicas survey (1999) of 

Bosnian refugees living in Croatia.

Several community studies have taken place in relocation countries and all reported 

heavy burdens of traumatic events and psychological symptoms. In a Norwegian study of 150 

Bosnian refugees by Nygård & Malterud (1995) the prevalence of PTSD-symptoms was 

between 45% and 82% on three occasions during a twelve-month period. A Swedish survey 

of 206 Bosnian refugees in 1993 using two estimates showed a prevalence of symptoms of 

PTSD between 18-33% (Thulesius & Haakansson, 1999). In an American study by Weine r. 

(2000), 13 of 20 Bosnian refugees were diagnosed as having PTSD symptoms.  

The majority of the longitudinal studies are after 3 years, with focus on living 

condition in exile in relation to post-traumatic symptoms. Kivling-Bondén & Sundbom (2002) 

followed 26 refugee patients from former Yugoslavia in psychiatric treatment in Sweden. 

High symptom level was associated with a pattern of negative living conditions – 

unemployment, social isolation and high dependency on social welfare. They indicated a need 

for integrated rehabilitation efforts. In Drozdek’s (1997) clinical follow up study of Bosnian 

concentration camp survivors in the Netherlands, only social contact with Dutch hosts seemed 

to have been a protective factor against exacerbation of PTSD. Mollica et al. (2001) 

conducted a 3 year follow up community study among 534 adult Bosnian refugees originally 

living in Croatia. Twenty-one percent (114) had emigrated out of the region and the remaining 

70% who stayed in the region either in camps in Croatia (179) or had resettled in Bosnia-



 21 

Herzegovina (197) were re-interviewed. A chronicity of baseline psychiatric disorder was 

demonstrated as 43% still met the DSM IV criteria for PTSD and depression. Healthier and 

better- educated refugees were more likely to migrate. Miller et al. (2002) examined the 

relative contribution of two exile-related variables – social isolation and daily activity level, 

and traumatic experiences during war, to PTSD and depressive symptoms in a clinical group 

and a community group of Bosnian refugees in USA. In the community group, depressive 

symptomatology was accounted for primarily by the exile-related stressors, social isolation 

and war-related violence were highly predictive of PTSD-symptoms.  

In a meta-analysis of mental health between refugees and non-refugees from the 

former Yugoslavia, focused on moderating effects of a variety of enduring, contextual 

stressors, psychological consequences were found to vary significantly as a function of 

chronic stressors. Porter & Haslam (2001) state that standard analyses of coping with discrete 

stressors have difficulty in modelling these factors. They suggest that models of refugee 

mental health must include the impact of larger social, economic, political, and situational 

contexts that an individual experiences as she copes with the various phases of the refugee 

experience; that the process of cultural change and adaptation, and how coping decisions 

impact future mental health should be investigated. Shifting the focus away from refugee 

passivity towards partial agency of refugees through assessment as well as through action may 

have important policy implication for refugee aid organization. 3 Many mental health 

programmes were implemented in Croatia and Bosnia Herzegovina during and after the war. 

The aim was to counterbalance the psychosocial consequences of the traumatic experiences 

during the war and a need for development of intervention methods was present. Mooren et

al. (2003) evaluated the short-term effects of a comprehensive psychosocial program in 

Bosnia-Herzegovina during 1994-1999. There was a substantial presence of mental health 

workers during the war and the years after. When differences between pre-and post 

assessments were compared to a baseline provided by a local sample who had not been 

recipients of mental health care, a better outcome was revealed than when baseline from 

nonwar-stricken populations were used.

After the war in Kosovo in 1999, reports have been published with results similar to 

those seen from other postconflict areas. In a community study by Amy et al. (2002) of 129 

Kosovar refugees in USA, 60.5% had PTSD related symptoms. Women were more likely to 

have symptoms than men. Ekblad et al. (2002) found similar results in a 3 months follow-up 

of 131 Kosovar refugees in Sweden. Women had significantly higher mean on PTSD related 

                                                          
3 “Brukermedvirkning”  
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symptoms, as well as anxiety and depression scores from HSCL-25, identifying them as a risk 

group. Recently published results from a longitudinal study in Sweden showed increase of 

PTSD-rates from 45% at baseline to 78% at 18-month follow-up among refugees from 

Kosovo (Roth & Ekblad, 2002). 

Research on repatriated refugees 
Parallel to the arrival of large numbers of refugees the question of going back has arisen as a 

political issue, as well as a shift in political attitude toward the reception of new refugees. 

Repatriation in general has been studied in the fields of sociology, political science, 

anthropology as well as medicine. Few reports in the medical field have been found 

comparing returning groups with remaining groups from the same population in exile in 

western countries. The mechanisms of choosing whether to return to the country of origin or 

to remain in exile are numerous, relating to the political and socio-economic situation and the 

possibilities to establish life in exile or in the home country as well as health factors and 

traumatic exposures pre- and post-flight (Berg, 1999; Mollica, 2001; Sundquist 1996). 

Knowledge of these aspects is of importance for caregivers as well as for policy makers. 

When a group of returnees were identified early in the follow-up we saw this as a valuable 

supplement to the study, on the issue of repatriation.  

3.4. Ethical dilemmas in research on refugee-groups 

To become an object of research 
In addition to the need for a special attention due to increased vulnerability after exposure to 

severe traumas, this study of refugee health, faced similar ethical dilemmas as do other 

community studies In community research on health issues the same ethical dilemma arise: 

the risk of turning of people into patients. Approaching presumably healthy individuals in a 

non-clinical population to ask about health problems may induce or open up for a need for 

health care. Extreme stressors have traumatized many of the refugees and some are in need of 

treatment whereas others are not. They may be more vulnerable due to this traumatisation and 

the individual’s sensitivity is high. The feeling of becoming an object, of loss of sense of 

freedom, may have a negative influence on the quality of life. Informed consent and 

ascertaining that information is understood is central in counteracting the feeling of 

powerlessness.

It is often discussed whether or not it is appropriate or ethically acceptable to ask mass 

displaced persons about their traumatic experiences. Clinical practice has left the impression 

that interviews and questions are accepted when conducted with respect, openness and care. 
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This is supported by the study of Dyregrov et al. (2000) who investigated how refugee 

families respond to participation in research. The refugee considered the participation positive 

and the researchers concluded that studies on traumatised populations might have beneficial 

effects. Ekblad (2002) validated questions from HCSL-25 and HTQ with the respondents who 

did not perceive them as being difficult to answer, intrusive or insulting. The respondents also 

found the questions to be sensitive to their stressful situation.

Using screening methods in psychiatric/psychosocial research and then diagnoses 

based upon the results, such as the PTSD diagnose, may stigmatise a whole group. On the 

other hand, not mapping the extent of the distress and suffering, may lead to an 

underestimation of problems and may result in a neglect of the real needs for psychosocial 

services. Reluctance in participating in a project may be based upon the fear of an abuse of 

results, stigmatising the group and the creation of stereotypic assumptions about refugees. 

Giving back information and openness about the use of the results is essential to create trust in 

the researcher. 

Implementation of knowledge from this kind of project should be done at the same 

time as the research in order to make changes possible without too much delay. One has to be 

cautious in drawing conclusions as well as in conveying results to policymakers and media. 

Refugees are vulnerable minority groups in the reception country, and may easily become the 

subject of prejudice. In the present political situation after September 11th, and the past years’ 

political changes with the increase of the right wing parties have lead to a growing hostility 

towards immigrants from non-western countries.  

Research and investigation methods on minority patients 
Investigations on migrant groups with methods developed in a majority population are 

challenging and special considerations have to be taken in the choice of methods as well as in 

the interpretation of the results. Culture, personality and interventions should be integrated in 

the approach and theories are likely to influence the instruments used. A distinction has to be 

made within culture specific (emic) and culture-general aspects of behaviour and many 

researchers argue that the whole complex of behaviour can only be understood within the 

context of the culture in which it occurs, in an emic approach (Berry et al., 1992). By using 

psychiatric concepts, diagnoses and clinical screening methods designed in the West by 

western psychiatrists and psychologists on non-western populations cross-culturally, the 

conclusions have at times reflected ethnocentric or even racist interpretations of the results.  

A historical glance on the critique launched by Franz Fanon (1925-1961) from 

Martinique against the South African psychiatrist John C.D.Carothers’ views (1903-1989) of 
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African show some of the debate concerning the “colonial-psychiatry”. (In Fanon’s: ‘Jordens 

fordømte’) The medico-ethical standards did not allow the scientists to let go of Socio- 

Darwinist attitudes with the white man on the top. Not only were scientific attitudes of 

importance but also the psychiatric interpretation was a way to express political views with 

colonial attitudes without any sign of human rights principles. A well-known example is the 

development of IQ tests who has historically been closely linked up to the theories behind 

eugenics; “Rassenhygiene” 4. The interpretation of the results gives room for feelings of 

cultural arrogance and racist attitudes. The contents of tests used have been passed on in other 

later developed tests. The research on intelligence conducted by Arthur Jensen and the book 

the Bell Curve is a continuation of the racist theories up to now (Lavik 1998).

Conducting studies in different parts of the world has become recognized and 

extensive research has been done in the field of cross-cultural psychology on research 

method. Using non-culture specific concepts makes methods uncertain and decreases the 

reliability and validity of the methods. Design and instruments used in cross-cultural research 

must be carefully considered with this in mind and the use of psychometric assessment scales 

is a choice among standard instruments, adapted instruments or local instruments. Bolton 

(2001) demonstrated in his work a new approach using local definition of illness as an 

alternative golden standard in his research on the depression scale of Hopkins Symptom 

Checklist (D-HSCL). His work approach was both emic and etic as a standard instrument was 

tested out and modified locally. This way of testing validity and reliability of standard mental 

health instruments across cultures may be of value in research among populations where gold 

standards are not available. 

                                                          
4 “Rassenhygiene”: A term introduced in Germany in 1895, which should come rather widely accepted in Europe 
and in the Nordic countries in the beginning of the 19’th century. 
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4. Theoretical considerations 
The knowledge of war-related mental reactions and treatment principles has been transferred 

through different periods and diagnostic concepts. As diagnoses are used to guide treatment 

selection as well as to justify access to resources, influences on the political and economic 

situation may be seen more clearly in retrospective.  

4.1 Mental health consequences of organized violence – PTSD and other 

diagnostic measures 

Jones et al. (2002) analysed post-combat syndromes from the Boer War (1899-1902) to the 

1990’s as they have been described in medical files. Based upon their analysis they propose 

that it is not the symptoms that have changed but the way in which they have been reported by 

veterans and interpreted by doctors. When symptoms are regarded as understandable patterns 

of normal responses to the physical and psychological stress of war, they may be managed in 

a more effective manner. Three varieties of post-combat disorders were identified: a debility 

syndrome in the late 19th and early 20th century the “Shell-shock”, ”Combat exhaustion” and 

“Gross stress reaction”. A somatic syndrome related primarily to World War I, “Shell-shock”, 

was treated according to the principles ‘Proximity, immediacy and expectancy’ and received 

immediate treatment near the battlefield. It was interpreted as the physiological impact on the 

brain of physical explosions and psychological threat and horror. This knowledge was to 

some extent forgotten but rediscovered at a later stage. In the first part of World War II (WW 

II) diagnoses such as psychoneurosis and hysteria were used. The combat-syndrome 

associated with World War II and later conflicts was a neuro-psychiatric syndrome. A 

medical commission introduced the category ”Combat exhaustion” during WW II in order to 

emphasise external stressors as the main underlying cause. This was a means of underlining 

the difference between the soldier’s suffering and the civilian’s reaction, which was 

considered more of a neurotic reaction. In the Diagnostic and Statistic Manual of Mental 

Disorders (DSM-I) of 1952 the reaction was categorized as “Gross stress reaction” but 

presented no criteria and described a reaction in a “normal personality” to severe trauma 

(Lavik, 1994). 

The category “Gross stress reaction” was omitted in the second edition of DSM-II in 

1968. It was not until the United States, involved in the Vietnam War, started to receive 

soldiers returning from the battlefield with psychological effects of war that the need for 



 26 

special medical care and a diagnose was seen. The diagnose PTSD shifted the focus from the 

soldiers background and psyche to the traumatogenic nature of war.  

 In the climate of a growing interest in descriptive psychiatry, the category “Post-

traumatic- stress- disorder” (PTSD) was introduced in 1980 in DSM-III. In the 1987 revision 

of (DSM-III R) it was specified that the stressor should be outside the range of human 

experience and “would evoke significant symptoms of distress in almost everyone”. The 

recognition of the post-traumatic reaction as a diagnosis, a category; had a substantial impact 

on clinical practice as well as influence on the compensation for war-veterans and trauma 

victims. The DSM-III-R did not allow for the diagnose PTSD to be made until the symptoms 

had been present for at least 30 days and the only stress reaction available in the first month 

after a traumatic event was the non-specific diagnose of adjustment disorder. During the 

development of DSM-IV this problem was recognized and addressed. Criteria for acute stress 

disorder were selected that would theoretically identify criteria for PTSD one month later. 

Four symptom clusters were created: re-experiencing, avoidance, increased arousal and 

dissociative symptoms. The use of descriptors of sub-types such as “acute” (onset within 1 

year), “delayed” (onset after 1 year), “recurrent” (a resurgence of symptoms after a period of 

recovery) and “residual” (for sub threshold symptoms in individuals who previously met 

criteria for full syndrome) was discussed (Marshall et al., 1999). 

PTSD in DSM III include

Criteria:

A. Experience a stressor that would evoke significant symptoms of distress in almost 

everyone. (required) Re-experiencing the trauma. (one required)  

B. Numbing of general responsiveness. (one required)

C. Increased arousal, Cognitive impairment, avoidance of reminders of the trauma, re-

experiencing symptoms in the presence of reminders of the trauma, and survivor’s 

guilt. (two required). 

D. Experience of a stressor that would evoke significant symptoms of distress in almost 

everyone.

Subtypes:

Acute – onset within 6 months and symptom duration less than 6 months 

Chronic – symptom duration more than 6 months 

Delayed – onset at least 6 months after the trauma 
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The concept Post traumatic stress disorder (PTSD) may be seen as a construct that involves 

the drawing together of different types of reactions to traumatic events and conditions to the 

degree to which these reactions are experienced. The social usefulness of the psychiatric 

diagnosis PTSD is heavily debated and the concept PTSD has been met with the argument 

that it should not be regarded as a mental disorder since it is a normal reaction to an abnormal 

situation. In addition there are several reactions to severe stress that are not included in the 

criteria of PTSD. Patients with PTSD are often reported suffering from concurrent depression, 

anxiety disorders and substance abuse. In a study of drug abuse among individuals with PTSD 

the most plausible hypothesis was that the abuse and dependence in these individuals was the 

result of efforts to reduce symptoms (Breslau, 2001). The rate of concurrent depression in the 

literature is 30 % to 50% in PTSD patients (Shalev, 2001). Community studies and baseline 

values of the extent of PTSD in most refugee-producing populations are unknown. Breslau 

(2001) reviewed key findings from studies of general populations of western origin. Although 

looking at migrant populations and traumatised refugees gives us biased information, it 

provides insight into the burden of PTSD in a general population that may, to a certain extent, 

be useful in cross-cultural studies. A 2:1 female-to-male lifetime prevalence due to exposure 

of assaultive violence is described, and the fact that past exposure experiences seem to 

increase the vulnerability of both men and women is noteworthy.  

The diagnose PTSD may be too simple to permit diagnoses of the disturbances some 

people undergo after multiple trauma. The symptoms found among many refugees are usually 

more complex, more heterogeneous and more sustained. When it comes to regarding the 

specific diagnosis of PTSD cross-culturally, criticism has been raised that it is based on and 

influenced by western psychiatry. Eisenbruch (1991; 1992) argued that the DSM-III PTSD 

criteria are based on an ethnocentric view of health prescribing how refugees should express 

this stress and how their distress should be ameliorated. He suggested the term “cultural 

bereavement” rather than PTSD for the posttraumatic reaction to make it a normal response 

rather than a psychiatric illness. The DSM taxonomy is seen as ‘merely a framework 

scaffolding upon which the clinician constructs a multi-layered picture of the biological, 

psychological, and sociocultural effects of severe trauma upon the individual, family and the 

culture at large’. Summerfield (2001) adds to the debate that the registration and measurement 

of human pain depends on the philosophical and socio-moral considerations evolved over 

time and cannot simply be reduced to a technical matter. He argues that: ‘The medicalisation” 

of life means that distress is relocated from the social arena to the clinical arena. Some may 

have a practical gain supporting this tendency but that costs may accrue for the society over 
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time if contributing factors rooted in political and commercial philosophies and practices 

escapes proper scrutiny.‘ 

Other clinicians argue, on the other hand, that the concept is looked upon as a useful 

category to assist managers and practitioners in determining overall and long-term impact on 

the community and developing appropriate services. (Bolton et al., 2001). As a parallel to 

this, Weisaeth (2002) underlines that ‘ the positive psychological effect of the introduction 

into nomenclature of the terms “concentration camp syndrome” and “war sailor syndrome” in 

the 1960’s can hardly be overestimated.’ 

Using the denomination ‘Post Traumatic’ implies a danger in focusing too much on 

the past and may take the attention away from ongoing stress and traumata. A balance in the 

use of diagnoses as well as a thorough investigation on past and ongoing stress is necessary if 

one is to draw relevant and sustainable conclusion. 

4.2 Trauma and traumatic events

Traumatic events may be part of disasters or the results of man made actions affecting 

individuals or groups. The severity of a stressor is not equivalent to the type of stressor and 

the vulnerability is individual. The response physically and mentally will vary according to 

this and to the individual’s resilience (Ursano et al., 1994). 

The American Psychiatric Association (1987) defines a traumatic event as: 

‘… a psychological distressing event that is outside the range of usual human experience – 

that would be markedly distressing to almost anyone and is usually experienced with intense 

fear terror and helplessness … either a serious threat or harm to one’s life and physical 

integrity; a serious threat or harm to one’s children spouse or close relatives or friends; sudden 

destruction of one’s home or community; or seeing another person who has recently been, or 

is being seriously injured or killed as a result of an accident or physical violence. In some 

cases, the trauma may be learning about a serious threat or harm to a close friend or relative. 

The trauma may be experienced alone or in company of groups of people. Traumatic events 

include natural disasters, accidental disasters and deliberate caused events. Sometimes there is 

concomitant physical components of the trauma, which may even involve direct damage to 

the central nervous system’. 

No empirically developed instruments assess the whole range of trauma experiences among 

refugees. The nature of traumatic exposures is experienced differently according to the 

context in which they take place. Polytrauma as a concept, or events related to a collective 
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experience e.g. war, are situations that may have been potentially traumatizing but where the 

traumatic experiences often have been experienced in a collective context. The war related 

events in the study indicate situations with a potentially traumatizing influence, but where the 

traumatic experiences often have been experienced in a collective context. The other events 

indicate experiences with a clearer individual involvement with an intrusive impact such as 

torture. Life events research methods may be a way to better define how and what events are 

weighted as traumatic and predictive of poor health. Psychological preparedness and its 

potential protective factor to trauma will be dealt with later. 

4.3 Protective factors in survivors of severe stress 

A model of pre- and post-migration stress, personal and social resources as seen in fig 1 is 

derived from stress process theory from the study of Beiser et al. (1997; 2001) at the Refugee 

resettlement Project in Toronto Canada. Available social resources help to protect mental 

health and the coping process may be defined as the mobilisation of personal resources to 

respond to stressors. The degree of stress load will create differences in mental health risks. 

Outcome of the model is a product of stress exposure, circumstances and of the success of 

coping strategies. Personal and social resources support mental health (indicated by solid 

arrows) and influence (buffer) the risk-inducing effects of environmental stressors (indicated 

by broken arrows).

Fig 1. Stress process theory; A model of the resettlement process and refugee mental health  
(Beiser & Hyman, 1997) 

1 Premigration and postmigration personal and social resources support mental health (indicated by solid arrows) 
and buffer the risk-inducing effects of environmental stressors (indicated by broken arrows) 

Evidence from cross-sectional studies and longitudinal studies is good enough to claim with 

reasonable confidence that social support can influence the severity of stressors and the 

Personal
resources

Sociodemographic 
characteristics

Mental
health

Postmigration 
stress

Social
resources

Premigration 
stress
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psychological experience of individuals. There is diversity in the instruments used to measure 

social support that is difficult to measure. Ideally two waves of data are insufficient to 

properly test the effect of social support but Payne and Jones (1987) state that longitudinal 

studies nevertheless provide evidence for causal effect of social support and life events on 

psychological symptoms. Especially for vulnerable groups this may predicted for up to 30% 

of the variance in symptoms. A need for future studies to reveal the nature of social support 

such as intervention, experimental studies and large-scale surveys is underlined by Payne & 

Jones.

5. Aim of study 
The aim of the study was to gain a broader and more differentiated knowledge about the 

health status of a non-clinical refugee population resettled in Norway at a certain point in time 

and in a longitudinal perspective. We wanted to investigate the relationship between the type 

and degree of psychological distress, symptoms and signs, on the one hand; and 

traumatisation, socio-demographic background, and factors relating to life in Norway on the 

other.

The specific research questions raised in the first part of the study (articles 1 and 2) were:

• What is the general level of psychological symptoms in a non-clinical refugee 

population exposed to an array of severe trauma?  

• Do any specific traumatic exposures have a significant impact on the symptoms? 

• Were there any connections between the attitude to repatriation and traumatic 

exposures and demographic factors? 

• How are posttraumatic reactions affected by the psychosocial factors - family, 

employment or training, in exile? 

• Is there a differential effect of these psychosocial factors depending on the level of 

traumatic exposure?  

In the second part – the follow-up study, (article 3) the research questions were: 

• Is there a change in refugees’ psychological symptoms over time? 

• What is the influence of risk factors such as torture, pre- and post flight traumatic 

events and demographic status on psychological symptoms? 
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• What is the influence of psychosocial factors such as family, daily activity, network-

building and social contacts with one’s own culture and Norwegian persons, on 

posttraumatic symptoms in traumatized refugees living in a host society? 

As we had looked into connections between earlier expressed attitude to repatriation, 

traumatic exposures and demographic factors in the first part of the study, we wanted to 

explore differences in degree and course of symptoms between those remaining in Norway 

and those returning to Bosnia (article 4). The research questions were:

• Are there any differences in pre-flight traumatic experiences? 

• Are there any differences between these two groups in the longitudinal course of 

psychological and somatic symptoms? 

• To what extent was the wish to return home expressed early in the exile period put 

into practice in a de facto return later? 

• What is the relation between pre-flight traumatic experiences and psychological 

symptom load early in the exile period within the group of refugees wishing to 

repatriate?  

Additional focus was put on the experience of returning home after a period in exile based 

upon quantitative and qualitative data in the group of returnees. In addition to explorations on 

a general level, we wanted to look into health policy implications of the findings for 

psychosocial work with refugees. Practical usefulness was essential for the researchers as the 

experience could have a positive effect on routines for reception of refugees. Reporting to 

health-policymakers on the proceedings of the project and the application of results was an 

outspoken aim. Possible educational effects of the involvement of health workers in the 

municipalities in the compilation of data were also considered important. 

For references of aim of study to tables and graphs in the articles see Appendix 1.
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6. Material and Methods 
In the following, the procedures and proceedings, the selection process for municipalities and 

refugees, as well as the development and content of the interview-guide will be described in 

order to give an overview of proceedings, methods and materials in the study.  

6.1 Pilot study 

In order to design a valid and useful instrument, an interview guide, for the main project a 

pilot study was conducted. Four general practitioners interviewed 63 refugees using a 

preliminary interview guide. Their viewpoints concerning the formulation, chronology of the 

questions and practical usefulness of the interview guide were gathered in a round table 

discussion, and taken into account in the final draft of the guide (Lie, 1998).  

6.2 Municipalities in the study 

All 58 municipalities accepting refugees for resettlement in four counties in Southern Norway 

were invited to cooperate in the study. This included larger, medium and smaller sized urban 

municipalities as well as non-urban municipalities. Twenty of the 58 municipalities (34.4%), 

decided to let their personnel assist in the compilation of this study. 

Table 3. Invited and attending municipalities in the study from the counties Rogaland, Vest 

Agder, Aust Agder and Telemark.  

Municipalities Attending Total

 N=20    N=58

Non-urban   <4.999 7  23 

Small             5.000-19.999 8  25 

Medium      20.000-49.999 3   7 

Large          >50.000 2   3 

6.3 Study procedures 

The procedures used in the preparation and accomplishment of the project was diverse. The 

project involved many trained and skilled workers, and extensive contact was needed in order 

to secure a reliable compilation of data. In order to reduce the risk for interviewer bias, 

interviewers were instructed at seminars held before compilation of data commenced. Fifty-

three health visitor nurses and general practitioners from the co-operating municipalities took 
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part in an introductory training seminar for interviewers in February 1995. Health personnel 

from attending municipalities not present at the first seminar were offered local seminars and 

a total of nine were arranged during 1995. During the whole period of the project the 

researcher was in close contact with the interviewers and was available for counselling and 

advice about clinical problems related to information from the interview. In order to train the 

interviewers and inform local authorities the following seminars and meetings were held 

during the starting period in 1995. 

Seminars and courses in the project region during 1995: 
Introduction course for all health professionals in the invited municipalities. 
Information about the project proceedings and lectures on psychosocial work and 
refugee health. 

• 6th and 7th of February, Kristiansand. 

Local seminars for health personnel, teachers and social workers about the project and 
lectures on psychosocial work and refugee health. 

• 14th of February in Lyngdal.
• 25th of April in Tvedestrand 
• 23rd of May, Mandal. 

Seminar for Social workers together with UDI in region South.
• 1st of March, Kristiansand. 

Seminar at Rogaland Central Hospital arranged by Psychiatric Department and 
Psychosocial Team for Refugees West for health personnel about the project and 
psychosocial work and refugee health.

• 25th August, Stavanger. 

Seminar for health personnel, teachers and social workers about the first results from 
the project and psychosocial work and refugee health 

• 5thof October, Edland in Vinje - for the municipalities Bykle, Tokke og Vinje. 
• 24thof October in Mandal. 

An orientation about the project, the background, structure and future plans.
• 26th of October Regional office Southern Region of UDI 

Conference for politicians and health personnel, teachers and social workers in Vest 
Agder about the project and psychosocial work and refugee health. The first results 
from study and implications for planning of refugee work in the municipalities.  

• 29th and 30th November in Lyngdal.

In addition to the above mentioned seminars, courses and meetings there were more informal 

visits and extensive telephone-contact with the involved municipalities with advice and 

counselling related to cases as well as to more overall questions.  
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6.4 Interviews and proceedings  

Invitation to participate and translated information about the project were sent out to refugees 

in the attending municipalities by local health authorities. All subjects were interviewed 

according to a structured interview questionnaire specifically developed for the study. The 

interview, with duration of approximately one hour, supplemented the general health check 

offered to refugees settling in the municipalities. The interviewers asked all questions, using 

translators and translated versions of the questionnaires. The majority of the material in the 

cross-sectional study was collected during 1995 and 1996.

 Three years after the study commenced, health care personnel in the 20 municipalities 

were asked to trace the 462 participating refugees. Prior to the interviews a seminar was held 

to train the interviewers in using a new interview guide. 

6.5 Refugees in the study 

6.5.1 Part 1 – Norway 

1365 refugees settled in these 20 municipalities between May 1994 and December 1995. All 

795 refugees over 16 years of age (58 % of the total population) were invited to participate 

and a total of 462 (58 %) refugees were willing to participate in the study. The majority of the 

attending refugees in the study were from Bosnia (74%), coming as a result of the ongoing 

war in Former Yugoslavia. A few refugees were from other parts of former republic of 

Yugoslavia (4%) in addition to Kosovo (11%). The rest of the participants were from different 

parts of the world, reflecting the asylum seeker and refugee reception pattern at that time with 

South East Asian refugees (5%) as the third largest group followed by refugees from the 

Middle East (3.2%) and a few African (1.5%), and Latin American refugees (.9%). 

6.5.2 Part 2 – Norway and Bosnia 

Follow-up study Norway 

All 462 refugees from T1 were traced and a total of 240 (52%) refugees were interviewed at 

T2 during the years 1997–1999. Mean time between the interviews was 28 months (SD 9.5 

Range 1-57). The interview, with duration of approximately one hour, was performed with a 

modified structure of the interview guide at T2. 
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Fig. 2 Invited Refugees and municipalities in study  - Participants and Dropouts 

  3537 refugees settling in 
    4 counties and 58 municipalities from 

May 1994 - December 1995 

                  Attending                Not attending 
    20 (34,5%)municipalities                    38 (65,5 %) municipalities 

All ages            All ages                      
1365 (38,6%) refugees.   2172 (61,4%) refugees 

              Age > 16 years 
                795 (58,2 %) 

         

Follow-up study Bosnia 

Of the 240 refugees who were re-interviewed at T2, 175(52%) were Bosnians. At the time of 

the second contact, a group of 26 (7.5%) Bosnian refugees had returned to Bosnia. Interviews 

of the returnees were required to gain a complete picture of the group of Bosnian refugees. 

The Norwegian immigration authorities provided all addresses of repatriated refugees in 

Bosnia who had given written consent to be re-interviewed in the follow-up study but had 

repatriated before these interviews took place.  

The interviews of the repatriated refugees were conducted from 12- 28 June 1998 

during a 1600 km journey in Bosnia Herzegovina, from the Mostar region in the south to 

Sarajevo and the neighbouring districts up to Tuzla in the north. Dr Nezla Sehovic Duric, a 

Bosnian colleague, and the researcher conducted all interviews together. Dr Duric had taken 

part as an interviewer in the first part of the study in Norway and functioned as co-worker, 

Attending T1 
462 (58 %) 

Attrition T1 
333 (42%) 

Attending T2 
240 (52%) 

Attrition T2 
222 (48%) 
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interpreter and mediator of culture bound themes. This made the rather difficult process of 

finding the refugees possible and eased the communication. We found 21 (82%) of the 26 

refugees and performed the interviews, with a total duration of 2 to 3 hours, in the homes of 

the refugees. After the structured interview, additional comments and viewpoints to open-

ended questions were noted in an open rounding up. After each interview session, the author 

and co-worker went through the additional information that was translated and transcribed. 

Fig. 3. Bosnian refugees in the study. Content of structured questionnaires (*) used at T1 and 
T2 in Norway (T2N) and Bosnia (T2B) Attending refugees (___) and attrition (------) in 
Norway and Bosnia. (** All nationalities, N=795) 

Original study-population** 
Bosnian refugees N= 554  

Drop out N=211 (38%) 

T1 
Bosnian study-population in Norway 
N=343 (100%) 
*
Demographic data 
Preflight traumatic experiences 
HCL-25 
PTSS-16
HTQ

Drop out in Norway   
N=142 (42 %) 
Refused second interview 22 % 
Moved, Other reason 20 % 

Population in Bosnia T2
T2B  N=21 (6 %)
*
Demographic data 
HCL-25 
PTSS-16
HTQ 
Somatic symptoms 
Exile & repatriation experiences 
Open-ended questions

Population in Norway T2:
T2N  N= 175  (51 %) 
*
Demographic data
HCL-25 
PTSS-16
HTQ 
Somatic symptoms 
Exile experiences 

Drop out in Bosnia    
N= 5 (1%)  
Remigration  
Security problem 
Internally displaced 

T2 
N=196 
(57%) 
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6.6 Attrition 

6.6.1 Attrition in part 1 - Norway 

In order to gain a better understanding of existing attrition, a thorough study of this group was 

done; but data beyond age, gender and nationality on the individual level were not available 

for this group. We identified two layers of attrition: choosing not to participate on the 

municipality level and choosing not to participate on the individual level.  

The most common reasons for not participating at the municipality level were practical 

problems in obtaining interpreters. Fears of finding problems, that health workers did not 

have the capacity to follow up and difficulties in obtaining psychiatric treatment for referred 

patients were also given as reasons for not attending. The only difference found at T1 on the 

individual level, using one-way ANOVA, was on the distribution of nationality: a larger share 

of Kosovo-Albanian and African individuals had dropped out. Additional information was not 

available for the attrition group. 

6.6.2 Attrition at Follow-up in Norway 

The attrition at T2 was due to such reasons as ‘did not want to’ (22 %), ‘migration’ (5.6%), 

‘repatriation’ (6 %) and ‘other reasons’ (14 %). The only significant difference between the 

follow-up group and the attrition group as measured at T1, was that the follow-up group 

included a majority of participants who reported the traumatic exposure ‘Having been in 

concentration camp’ (p= .004).  
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Table 4. Study population attending T1 and T2 and attrition at T2 with reasons for not 

attending.

Attending in the study N %

Attending T1 462  

Attending T2 240 52

Reasons for attrition   

Individual level  34

No to be contacted at T2 39   8

Negative to attend at T2 64 14

Migration    6 

• Moved inside Norway 19  

• Moved to a Scandinavian country   1  

• Moved to a European country   1  

• Moved to USA   5  

Death  1  

Repatriation     6

• Returned to Bosnia * 29

Municipality level  14

Other reasons for not attending 63 

* 3 additional returns compared to the number given in article 4 due to unreported returns from 

attending municipalities. 

6.6.3 Attrition in Follow-up in Bosnia - the repatriated population 

The reasons for being unable to interview these individuals were diverse, but all on a 

structural rather than an individual level. No individuals declined to take part in the study. 

Attrition among the returnees was 5 (19%) reflecting the situation in Bosnia for the returnees; 

none declined to attend when contacted. One internally displaced woman was not found. 

Neither the local registration office in several possible municipalities nor the local Red Cross 

could provide any information about her. A woman who lived in an area inaccessible due to 

security reasons was contacted through International Organisation Of Migration (IOM) with 

no result. Three persons had, after returning to Bosnia, re-migrated: two to another European 

country and one back to Norway.
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6.7 Interview design 

The interview was designed to make comparison with other studies possible. It was not to be 

too time consuming as it took place in a primary health care setting, duration of one hour was 

considered to be the maximum length.  

6.7.1 Screening methods for psychological distress symptoms and signs 

When designing the interview we looked for methods previously used in cross-cultural 

research and well-known in Norway. We chose Hopkins Symptom Cheklist-25 (HSCL-25), 

the Harvard Trauma scale (30 questions) and the Posttraumatic Symptom Scale (PTSS-16).  

The Hopkins Symptom Checklist-25 (HSCL-25) includes 10 items from the anxiety cluster 

and 15 items from the depression cluster, including 2 questions relating to somatic symptoms, 

with scores ranging from 1 (little) through 4 (very much). Adding all responses and dividing 

by the numbers of items derived a summary score. Scores above cut-off of 1.75 indicate 

‘clinically significant distress’. The HSCL-25 has been used in cross-cultural research 

(Mollica et al, 1987, Lavik et al, 1999) and has proved reliable and valid for measuring 

depression and anxiety in cross-cultural studies.

The Harvard Trauma Questionnaire (HTQ)5 is an instrument designed for the assessment of 

trauma and torture relating to mass violence and their consequences. HTQ has been used in 

both clinical and research settings with patients and community-based populations of diverse 

cultural backgrounds. The instrument is based on the Western perspective of trauma-related 

illness as described in DSM-II-R and later in DSM-IV (Mollica et al, 1992). 

The Posttraumatic Symptom Scale, is a 16 criteria checklist covering posttraumatic stress 

symptoms (PTSS-16) as described in the DSM-III-R and DSM-IV. PTSS-16 indicated 

whether participants had experienced each of the noted symptoms within the last 7 days. The 

items covered were: sleep disturbances, dreams/nightmares about imprisonment/torture, 

depression, startle reactions, tendency to isolation from others, irritability, emotional lability, 

guilt/self accusations, fear of the trauma scene or situations resembling it and bodily tension. 

For each item a ‘yes’ response was coded 1, and a ‘no’ response was coded 0 (Raphael et al, 

1989; Lavik et al, 1996).

                                                          
5 Permission to use HSCL-25 and HTQ was obtained from Mollica et al at the pilot project stage 
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6.7.2 Demographic data 

Background data included geographical origin, ethnicity, gender, religion, age, education, 

occupation in country of origin, living conditions, length of stay in Norway and legal asylum 

status.

Present exile situation at T2 was described by presence of family in Norway, current work 

status, social network in the sense of close friends and Norwegian contacts, and return 

experience to Bosnia.

The return to Bosnia was explored with standard questions on quality of welcome and 

attitudes of friends and neighbours. In addition this interview closed with an open-ended 

question opening up for supplementary information. 

6.7.3 Present health 

Self-perception of global health was answered with the categories ‘very bad’, ‘bad’, ‘neither 

bad nor good’ ‘good’ and ‘very good’. The questions used to describe the health situation 

were equivalent to WHO “Level of living surveys’ (Statistics Norway, 1997). Perception of 

life and health situation (this week) was measured on a scale from one to ten. Items of bodily 

symptoms (the last four weeks) were ‘head ache’, ‘heart-symptoms’, ‘breathing-problems’, 

‘gastrointestinal problems, ‘symptoms from urinary tract’, ‘irregular menses’ and ‘aching in 

the body’. 

6.7.4 Traumatic experiences

The pre-flight trauma history items were derived from Harvard Trauma Questionnaire (HTQ). 

The registration of trauma exposure consisted of 15 items ranging from separation from 

family members to torture and threat to life - and a positive answer was given score 1. Post-

flight stressful events experienced as traumatizing were hearing about events at home and 

receiving news of losses, either human or material, as well as reported daily-life events in 

exile experienced as stress-full or traumatizing.  

6.8 Translation of the questionnaire 

The interview guide, a structured questionnaire, was translated into Albanian, Arabic, 

Bosnian/Serbo-Croatian, Somali, Spanish and Vietnamese. As a validity check, qualified 

interpreters back-translated the interview guide. Professional interpreters used the translated 

questionnaire during the clinical interview, in order to make the oral translation consistent. 
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7. Statistical methods  
7.1 Main analyses 

Data were analysed using Statistical Package for the Social Sciences (SPSS/PC). Univariate, 

bivariate, independent sample t-test, analysis of variance and block-wise multiple regression 

analysis was used in all articles.  

Correlation of symptoms with psychosocial factors and traumatic events were examined. 

Sociodemographic variables (such as gender, age, groups of nations and education), social life 

in exile expressed by presence of close friends and family, work status and activity in Norway 

as well as traumatic exposures were used as explanatory variables. 

In article 2 the first analyses, bivariate analyses, were carried out on merged samples from the 

two populations. In the secondary analyses the symptom scales - HSCL-25, PTSS-10 and the 

combined symptom measure - were used as dependent variables.

7.2 Combined psychological distress measure – ‘Symptom’ – in the study of 

referred and non-referred refugees described in article 2

The aim of the study was to describe the level of psychological distress in exile rather than 

specific diagnostic profiles. HCL-25 and PTSS-10 scores were found to be highly correlated 

(0.80, p<0.01). The two scales may be said to measure theoretically different aspects of 

psychological distress- that is, anxiety, depression and trauma-related symptoms. 

Nevertheless the symptoms that are measured may be interpreted as interrelated symptoms of 

underlying phenomena, namely psychological distress due to severe changes and stress. 

Regarding the two symptom scales, HCL-25 and PTSS-10, as a measure of identical or 

similar phenomena, a combined symptom measure based on the original scales was chosen. 

Reliability considerations supported the choice of making a combination of the two scales. 

The global symptom measure “Symptom” was created by transforming the two scales HSCL-

25 and PTSS-10, rated on different scales, into scores with a mean of 10 and SD of 3, and 

then adding them together. With due regard to theoretical arguments against combining the 

two symptom measures, all analyses were carried out both with the symptom scales separately 

as well as with the combined measure “Symptom”. 
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7.3 The follow-up study 

In the longitudinal study, (Art 3) the first analyses, bivariate analyses, were carried out with a 

merged material from T1 and T2 in order to be able to compare the changes from T1 to T2. 

Only those responding both at T1 and T2 were included in the analyses. Testing the difference 

between groups we used one-way ANOVA and t-test. In the secondary analysis, all symptom 

scales were used as dependent variables. Symptom load at T2 and change in symptom load 

from T1 to T2 were examined with respect to correlation with psychosocial factors and 

traumatic exposures using Pearson’s bivariate correlation analyses and logistic regression. 

Data on socio-demographic background (such as gender, age, groups of nations and 

education), social life in exile expressed by presence of close friends and family, work status 

and leisure time activity in Norway as well as self-perception of health and traumatic life 

experiences in exile were used as explanatory variables. Possible relation of symptoms to 

reported traumatic exposure at T1 was explored. The two trauma-factors (see 7.4) were used, 

with post-flight stress variables and psychosocial variables as explanatory variables and the 

psychological symptom load as dependent variables. Based on the correlation analysis the 

following subgroups were made: one with activity outside the home and another with no 

activity outside the home. Social network was expressed by information about close friends or 

Norwegian friends.

7.4 Factor analyses of trauma variables 

The traumatic events from T1 were subjected to a factor analysis (actually principal 

component analysis) and rotated orthogonally (Varimax). Two factors were revealed, one 

related to war and group experiences (8 items), and the other (4 items) to prison and 

individual experiences. Scores were constructed by adding (equally weighted) the items 

loading more than .45 on each of the factors.  

7.5 Bosnian refugees in part 2 

In article 4 a merged material containing Bosnian refugees from T1 and T2 in Norway in 

addition to repatriated refugees in Bosnia was used. Chi-square test for expected count>5, 

Fischer’s exact test for expected count < 5 and block-wise multiple regression analyses were 

used.



 43 

7.6 Qualitative data 

A method triangulation in the last part of the study introduces the qualitative approach 

together with the use of quantitative methods. Information about the aspects of the 

repatriation process was supplemented with an open-ended question ‘What would you like to 

add to this interview’. Thematic entities emerged from the gathered information and were 

systematized into thematic groups. Meaning categorization was applied in this process (Kvale, 

1996).

8. Results – Summary of papers
8.1 Paper 1 - Traumatic Events and Psychological Symptoms in a non-

clinical Refugee Population: The situation among 462 newly arrived 

Refugees in Norway. 

In this paper the relationship between psychosocial problems and traumatic exposure in a non-

clinical, non-selected group of newly settled refugees in Norway was studied. Main emphasis 

was placed on the Bosnian and Kosovo-Albanian refugees. The results showed a considerable 

number of PTSD-related symptoms, psychological suffering such as anxiety, depression, 

startling and flashbacks, in a population at risk. Exposure to life-threatening events, physical 

violence and forced separation from family were strong predictors of psychological distress. 

Forty-eight percent suffered from symptoms of depression and anxiety and 18 % had 

psychological reactions related to traumatic stress experiences. The study design had a three-

targeted approach, with impact on the individual, educational and policy-oriented level. At an 

individual level the refugees attending the study received a thorough examination and early 

intervention when needed. The interview was experienced as a useful diagnostic tool for 

obtaining information on psychological and psychosocial distress in a specific group by the 

interviewers and the researcher. At the municipality level the information gathered served as a 

means for policymaking and facilitating an adjusted psychosocial service towards this group. 

On an overall level, information provided by this study was used in the planning of a purpose-

built health service (Stortingsmelding (White paper) no 17, 2000-2001). 

8.2 Paper 2 - Family, activity and stress reactions in exile 

The possible protective effects of family network and employment /training on posttraumatic 

reactions in traumatized refugees living in a host society was explored. A total of 966 
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refugees participated in the study, the majority of whom had been exposed to numerous 

traumatic events prior to arrival in Norway. The study sample consisted of two groups: one 

had been referred to a psychiatric outpatient clinic for evaluation or treatment, the other 

consisted of refugees interviewed in connection with a health examination upon arrival in the 

municipalities to which they were allocated. The study showed that presence of family and 

employment/training had positive effects on posttraumatic symptoms regardless of level of 

traumatic exposure. But the results also showed that the higher the level of exposure to 

traumatic events, the stronger the influence of family (spouse and /or children) seemed to be. 

The study illustrates the importance of implementing psychosocial measures in relation to 

traumatized refugees in a host society, with special emphasis on activity and strengthening of 

family systems.  

8.3 Paper 3 - A 3-year follow-up study of psychosocial functioning and 

general symptoms in settled refugees 

This paper describes a longitudinal study where we investigated changes from the first (T1) to 

the second interview (T2), 3 years later. Local health professionals performed the interviews, 

using rating scales and a structured questionnaire. 240 (52%) refugees attended. The 

relationship between traumatic exposures and psychosocial factors / psychological symptom 

load were examined. Unchanged HSCL-25 and an increase in HTQ and PTSS-16 between T1 

and T2 were found, indicating the severity and chronicity of problems. The mean 

Posttraumatic-Stress-Score was 15 % above cut-off. Severe life-threatening trauma and 

present life in exile with unemployment and unresolved family-reunion were risk factors. 

The results of the study indicate that an interdisciplinary approach is necessary in this work in 

order to meet the obligations to provide sufficient psychosocial health services to arriving 

refugees.

8.4 Paper 4 - The psychological and social situation of repatriated and 

exiled refugees - a longitudinal, comparative study

In this study we explored possible differences in the longitudinal course of psychological 

symptoms and somatic symptoms between one group of Bosnian refugees (21) returning to 

their home country (B) and one group (175) remaining in the host country (N). We also 

looked for possible differences in pre-flight traumatic experiences and psychological 

symptom load within the groups. In addition we studied the experiences of returning home 

after a period in exile based upon quantitative and qualitative data. A persistence of 
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psychological symptoms indicating severity and chronicity of the problems was demonstrated 

in both groups. The main findings were that refugees with a former history of traumatic 

experiences of a physical character were less willing to return. A decrease over time in all 

parameters was however found in the repatriated group with a statistically significant decline 

for the PTSS-16 and HTQ scores (p< 0.05). Our results indicate that the decision to return 

home may be closely connected to pre-flight traumatic experiences as well as being 

influenced by psychological symptom load and post-flight conditions. The quantitative results 

from the structured interview were supplemented with qualitative information gathered 

through open-ended questions at the end of the interview. 

8.5 General remarks on the main findings of the study 

The specific research questions raised are presented in the different papers. Here follows a 

summing up and general review of the main results of the study.  

The main findings in the study were that the non-clinical refugee-population, mainly 

consisting of war-refugees, had a considerable amount of psychological suffering such as 

anxiety, depression, startling and flashbacks as well as a substantial amount of traumatic 

exposures. Men had significantly higher traumatic exposure than women. Differences 

between geographical groups and gender were found in relation to load of psychological 

symptoms. Female gender and being Kosovo-Albanian were both significant for the 

psychometric tests HSCL-25, HTQ and PTSS-16 and showed higher symptom levels.  

Exploring factors with a possible negative or protective influence, revealed how pre-

flight experiences and the context in exile may influence refugees’ post-flight life and health 

conditions. We used factor analyses to demonstrate possible differences in the nature of 

trauma exposures. A component analysis of the trauma variables revealed two meaningful 

factors. One factor comprised items related to stressors with an intrusive nature, prison and 

torture related variables. These ‘trauma variables’ related to a clearer individual involvement 

in events with an intrusive impact. The other factor consisted of items related to external 

stressors, loading war related variables. These events indicated situations that may have been 

potentially traumatising but where the traumatic experience had often been experienced in a 

collective context. The trauma variables with a significant relationship to the psychological 

symptom variables were all intrusive physical and psychological traumatic exposures, with a 

destructive effect on personal integrity and increasing vulnerability. The level of symptoms 

was seen to have a relation to the load of pre-flight traumatic exposures as well as being 

influenced by the level of social support and activity outside home. Gender, Time in Norway 
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and Activity were found to have a significant influence on all the symptom variables. A 

significant traumatic exposure by family interaction on “Symptom” 6 level was found the 

effect of presence of family was increased by increasing level of traumatic exposure. This 

pattern was consistent in the analyses of the sub-samples as well as for the total group. 

The longitudinal design made it possible to demonstrate the persistence of 

psychological symptoms over time. There was a differentiated symptom pattern depending on 

the nature of pre-flight traumatic experiences, indicating that intrusive traumatic events were 

more destructive in their nature than group-experiences.

A statistically significant positive change over time in PTSD symptoms was found, 

with an increase in symptoms (p< .05) in PTSS-16 from T1 to T2. On nationality level there 

was an increase for the Kosovo group and a negative change for the Bosnian group of PTSD 

symptoms. For the rest of the symptom variables a chronic high level of symptoms was 

found. No differences in symptom load were found at T2 between the two sexes. Social 

activity outside home and integration correlated significantly to all psychological symptom 

variables. Social network, expressed by the component “Friends” had a significantly negative 

correlation to all symptom variables indicating that symptoms decreased when social 

interaction was taking place. 

Attitude to repatriation and the consistency of action at T2 in relation to the original 

wish to return to the home country was explored. The severely traumatised seemed more 

reluctant to return compared to the rest of the group. The attitudes at T1 to repatriation were 

reflected in the T2-results. Severely traumatised tended to want to wait for better conditions, 

or not to want to go home at all. Women were more eager to go back as soon as possible 

compared to men, but the repatriated T2 group was too small to permit conclusions. 

Significant correlation was found between the attitude “Wants to go back but wait for better 

conditions” and PTSS-16 and HTQ. 

The interviews performed in Bosnia made the circle complete. It allowed us to make a 

careful comparison between the exiled population and the returnees at an early stage after the 

war was ended. Some differences between the groups were found. A statistically significant, 

lower incidence was seen among the repatriated of some types of trauma that may jeopardize 

individuals’ physical and mental boundaries. The repatriated group reported less somatic 

symptoms compared to the group in exile. The quantitative results were supported by 

qualitative information. The qualitative data supplemented and confirmed the results of the 

                                                          
6 SYMPTOM - a combined symptom variable explained in article 2. 
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quantitative data and was presented in thematic groups. The themes were repeated in all the 

interviews with shifting emphasis, clarifying the picture. 

9. Discussion 
Studies of different refugee groups in exile countries contribute to the patchwork of 

knowledge necessary for gaining a deeper understanding of the impact of trauma, uprooting, 

and life in exile. It is not possible to get “The final picture” of “The refugee population”, as 

these are non-uniform groups with a socio-cultural composition depending on the refugee 

background and refugee- generating factors at a given time. Official policy and socio-political 

attitudes in the reception countries also influence the opportunities to do systematic studies.  

There are several discussion aspects related to this study. These aspects will be dealt 

with in separate parts, as follows: In the first part (12.1), strengths and limitations of 

methodological choices in the study will be discussed. This is followed by a general 

discussion of the results (12.2) with a comparative approach to other research in the field. 

Finally comes a discussion of future perspectives and implications of the study (12.3) on a 

theoretical, practical and socio-political level. 

9.1 Strengths and limitations of methodological choices

The choice of Design 

The study’s strength is its longitudinal and prospective design. To design the present study, as 

a longitudinal community study was a choice based on a desire to achieve as thorough as 

possible a picture of a refugee population. Compilation of data from a non-clinical population 

was chosen for the present study. A longitudinal design was thought indispensable if one 

hoped to detect a possible influence of life in Norway on the change of psychological 

symptoms over time. The design provided baseline information on symptom level, 

correlations between symptom variables and the different background variables, as well as 

follow-up results with changes in relation to possible risk factors. 

At the time of the follow-up interviews, a number of the Bosnian refugees had either 

migrated or returned to Bosnia. This opened up for a possibility to complete the circle of 

knowledge about flight, exile and return, and the repatriation study was added. The design had 

several implications of methodology and implementation, and presented a variety of 

challenges such as sampling procedures, attrition in an unstable population as well as 

assessment methods in a cross-cultural setting. Selections and other biases may have 
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influenced prevalence rates of disorder in this study. This will be discussed in the light of the 

measures taken to solve the problems we encountered or expected to arise. To counteract such 

prospective problems, thorough analyses of reasons for attrition were performed. 

Interviewer bias 
Using many interviewers may decrease the validity of a survey. To increase the inter-rater 

reliability, introduction seminars and meetings were arranged before the first and second parts 

of the study. The only evaluations done by the interviewers were in the GAF; a low degree of 

evaluation was a strength concerning the inter-rater reliability. The interviewers were given a 

written instruction as to the content and presentation of the interview in order to secure a 

common understanding. The researcher kept close contact with the interviewers in order to 

make the compilation of interviews as complete and consistent as possible. It was necessary to 

be consistently available for questions in meetings or on the phone, and to be prepared to give 

advice on how to handle clinical problems when difficult cases arose.  

Interpreter bias 
Refugees from many language groups represented a methodological challenge. The attrition 

on municipality level reflected difficulties getting hold of interpreters in the languages 

required for the study. The high costs of importing interpreters to more remote municipalities 

and general lack of skilled interpreters prevented several municipalities from participating. In 

order to avoid interpreter–bias, translated versions of the interview were made available and 

used with the interpreter present. The ongoing war in former Yugoslavia at the time of the 

study demonstrated the importance of this. Minor dialectal differences between Croatian, 

Bosnian and Serbo-Croatian created tensions in some interviews and resulted in more time-

consuming interviews but did not lead to any withdrawals from the study.  

Attrition 
Study design and management influence the degree of attrition as well as characteristics of 

interviewed groups. As we were aware of the many different reasons for dropping out of this 

kind of studies, we have tried to investigate the attrition both on an individual as well as on a 

structural level, as thoroughly as possible.

In the first part of the present study we had an initial attrition on municipality level of 

65%. The reasons for not attending were practical problems and costs involved in obtaining 

interpreters. Others were reluctant due to fear of finding problems they could not follow up, 

and difficulties in obtaining psychiatric treatment for referred patients.  
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In the 20 attending municipalities letters of information were sent out to make clear 

that the information should be used to ameliorate the conditions of refugees and that no data 

should be traceable on an individual level. The drop out was 42% on individual level. 

Information beyond gender, age and nationality were not possible to obtain in the attrition 

group due to data security rules, but no major differences in the attrition and the attending 

group were found in these variables (table 1, in Art. 1). 

One may distinguish two categories of attrition causes: un-modifiable causes such as 

respondent characteristics and modifiable causes such as design, researcher efforts and study 

protocol (Deeg et al, 2002). Several study characteristics may affect the attrition rate: an 

unstable target population, failure to contact the respondents after they have dropped out once 

(as was the case in the present study), and the consequence of ethical research guidelines. The 

amount of personal attention paid to the respondents and contact frequency may also be 

reasons for attrition but are not obvious reasons here. Some factors may even be regarded as 

respondent burden, such as the time investment required of the respondent as well as the 

subject of the study- bringing back the memories of traumatic experiences may affect attrition 

by being too mentally demanding. Small numbers in some nationality groups of settled 

refugees may be reflected in a reluctance to attend due to fear of recognition where samples 

are small. These factors may have played a role in the attrition in this study but we are unable 

to confirm our assumptions. On the other hand, the project was an extension of the health care 

offered when settling in the municipality, and may by some have been regarded as a positive 

service rather than a burden, a fact that may have counteracted the dropout. The attrition may 

give rise to a question of bias in the material at T1. Individuals not willing to attend may be 

suspected of being more seriously affected than the interviewed group. Groups with higher 

degree of attrition were found to have a high degree of symptom load (Weiseth, 1986). The 

observed symptom load may be seen as minimum values in the population at large, because of 

a possible selection where non-attenders may be the more traumatised individuals. This 

implies that higher prevalence rates must be expected in the total population when the attrition 

group is included. (Art 1). 

The total attrition rate may at a glance seem substantial (48 %) but the different 

reasons for this attrition may provide additional information about the obstacles and problems 

connected to refugee health care, as well as to follow up studies. Lack of health workers, 

sudden changes in routines in some municipalities, and fear of difficulties in referring patients 

to psychiatric clinics accounted for 14% of the follow-up attrition. The individual-level 

attrition rate was 34 % including 22% who were negative to a new contact, 8% who did not 
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allow a new contact to be taken at T2 and 14 % who were negative when contacted at T2. The 

rest (12%) had moved and were not possible to reach.

The attrition in the study is substantial but not alarming; van der Kamp & Biljeveld 

(1998) mention dropout rates of 40 – 60% as not uncommon in longitudinal studies. In a 

population of refugees one must foresee the likelihood of continued migration. Investigation 

of the attrition in a follow-up study of a group of 180 traumatised patients treated 1992-96 

showed 60% (Dahl et al, 2003). The only significant difference between participants and non-

participants was found in the area of traumatic exposures. Participants were more likely to 

have been imprisoned and subject to other serious trauma than dropouts. Accepting the fact 

that there is a high attrition rate in this type of studies disposes us to accept the importance of 

preparing and motivating patients for participation in a follow-up study. Sufficient and 

empathic information concerning the value of the research as well as the provision of 

necessary care is needed. 

Investigating the presence of characteristic differences in the attrition group from T1, 

especially in relation to traumatic experiences and symptom load, revealed no major 

systematic deviation except for the traumatic exposure ‘having been in concentration camp’. 

The attrition was considered random. The difference with regard to attending individuals with 

experiences from concentration camps may be connected to the previously mentioned 

beneficial effects of participating in this kind of study (Dyregrov et al 2000; Ekblad 2002). A 

feeling of being taken care of and being seen as an individual in need of special attention may 

have counteracted the tendency to drop out for reasons such as the revival of traumatic 

memories. 

Longitudinal studies of health consequences of armed conflicts among refugees face 

additional logistic and methodological challenges when taking place in a post-war society. 

Hesitation to participate among the refugees; together with a low priority given to research by 

health workers in the field add to the attrition rates.  

The key to finding the returnees under the difficult post-war conditions in Bosnia was 

the cooperation with a Bosnian colleague from Sarajevo who knew both the language and the 

country. We performed the interviews and traced the refugees as meticulously as possible, 

which without doubt reduced the potential drop out. This may have reduced the interviewer / 

interpreter bias in this section too. In order to find the study population at follow-up in 

Bosnia, one had to deal with lack of or low accuracy of registration, re-migration, hostile 

attitude towards returnees and security problems.  
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When comparing attrition in this study to studies performed in a different context we 

find the attrition rate reasonable, taking into account the design and methodological 

challenges. Steel et al’s (2002) 11 year’s follow up study of 1413 Vietnamese refugees had a 

low attrition rate of 19%. The study was concentrated in the Sydney area and 35 trained 

bilingual interviewers were used. The close contact and follow up of the informants 

contributed to the low attrition rate. The same may be seen in Mollica et al’s (2001) follow up 

study of 534 refugees of whom 70% remained in a refugee camp and 21 % emigrated. They 

reported 23 % attrition with 9 interviewers performing the compilation of data. All the 

informants lived in a well-defined area and the interviewers were assigned to perform the 

study. Søndergaard’s study (2002) of 86 Iraqi and Kurdish refugees had an attrition of 75% 

and accounted for this with the refugees’ suspicion of authorities, having lived in a repressive 

regime in the home country, as well as an attrition due to the denial and avoidance inherent in 

PTSD. They found it hard to keep track of the participants as they frequently changed address, 

a political crisis in the home country led to further dropouts, and anger and suspicion 

developed against the researchers. These studies illustrate how study design, management, 

characteristics of interviewed groups, and location of interviews influence the attrition rate; 

but further details about the attrition were not available from the studies. 

The close and repeated contact with the interviewers during the interview period 

counteracted the dropout due to interviewers. The dedication from the health workers and the 

positive linkage to the ordinary health care service may have reduced the attrition on an 

individual level.

The choice of Instruments - Reliability and validity of measures 
The interview was designed to make comparison to other studies possible. The interview 

instrument used in the study was to be easy to use, not too time consuming, and well accepted 

by both interviewers and interviewees. As it took place in a primary health care setting, 

duration of one hour was considered to be the maximum length.  

The interview should be relevant and comparable to other study designs. Length and 

design of the instrument were discussed in the focus group after the completion of the pilot 

study and viewpoints were taken into consideration. Core demographic information from 

Psychosocial Centre’s patient registration form was included, making a later merging of study 

materials possible (art 2). 

Choosing the instruments for psychological symptoms in the study presented several 

methodological challenges. They should cover the main areas of interest in the study -
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psychological consequences of organised violence and war - represented by anxiety and 

depression and other posttraumatic symptoms. They should also have been used, and found 

reliable and stable in cross-cultural research.

The question of validity and generalisability of measurements in refugee research is 

difficult; use of results from clinical data to generalise about refugees in general will give a 

false picture of the real situation. Self-reporting of torture events may increase the probability 

of type II error, underreporting shameful or stressful events, thus causing a bias in regard to 

finding significant differences between the groups. We based the choice of instruments, 

HSCL-25, HTQ and PTSS-16, on clinical experiences in Norway and the available literature 

on instruments in cross-cultural research (Mollica et al, 1987; 1992). No diagnoses were 

made; the scales gave indications on symptom load.  

 In more recent studies of the psychometric properties of new translations of PTSS-16 

derived from HTQ and HSCL-25, Kleijn et al (2001) conclude that the tests are adequate 

across different cultures and are in general applicable for measuring symptoms of depression, 

anxiety and posttraumatic stress disorder. The psychometric properties were considered good 

in extreme cases. In less severe cases, however, the cultural phenomena may have more 

influence and it was doubted whether this would be sufficiently reflected in the scales.

Hollifield et al (2002) made a critical review of instruments used in the research of 

refugee and health.183 publications on refugee trauma and health were studied and 125 

instruments were found used. These instruments were evaluated after 5 criteria (purpose, 

construct definition, design, developmental process, reliability and validity) Only 12 were 

developed specifically in a refugee sample. None of the instruments fully met all 5 criteria. 

Three instruments met 4 criteria, the Harvard trauma Questionnaire (HTQ), Vietnamese 

Depression Scale and an unnamed scale developed by Bolton (2001) that assesses mental 

health factors. An additional 8 instruments developed for use in non-refugee research but 

adapted for use in refugee research were identified and evaluated. Two of these instruments, 

Hopkins Symptom Checklist-25 (HSCL-25) and Beck Depression Inventory, met all 5 

criteria. Hollifield et al (2002) raised some questions concerning the trauma part of HTQ. 

They considered it reliable in clinical samples as it was developed in an outpatient clinical 

setting. Several alternative answers could be confusing. Reducing the alternatives to ”yes” 

and ”no” answers is intended to counteract this in the present study. The HTQ was rationally 

developed, and validity and reliability of the torture items had not been reported from 

community samples. Some criticism was incurred by the lack of gender specific questions. 

The question of sexual offence/ sexual violence was present in the original version of the 
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HTQ, but other experiences of women were not very well represented. This points to a need 

for renewal of tests for traumatic experiences designed for use in a community setting in order 

to get a picture of stressor load.

Therapeutic experiences indicate that themes about sexual assaults are kept secret until 

a trustful relationship is created and the patient feels secure. Rosner et al’s study (2003) of 

311 individuals who survived the siege of Sarajevo reports surprisingly low numbers for 

sexual violence. This may be an instance of underreporting due to unfamiliar interviewers. No 

men gave positive answer to questions of sexual violation.  

In the pilot study of the present project, a question of sexual assault was included, but 

the answers revealed reluctance to answer and at a later stage clinical contacts revealed some 

to be false negative answers. Interviewers and interpreters of both sexes were to perform the 

interviews and it was considered an ethical problem to pose questions about sexual assault at 

the first meeting in a non-gender specific setting. 

There is an ongoing debate on the appropriateness of different instruments for this 

kind of research. Since the project started, life events research has developed instruments that 

may become useful for refugee research. Community-specific function questionnaires as 

described in the work of Bolton (2002) where the instruments are created locally may be a 

means to avoid problems of limited local relevance. To obtain clear constructs for devising 

adequate psychometric scales is fundamental but demanding, and needs further research 

(Rudmin & Ahmadzadeh, 2001). 

The choice of data processing methods 
Problems with anonymity had to be considered in the analyses of the general population. 

Splitting the sample into too transparent geographical groups, in which the numbers of 

interviewees from some countries were too small to guarantee anonymity, could not be 

accepted. For this reason nationality-groups or regions were used instead of countries in the 

analyses. The statistical methods chosen were standard procedures with robust analyses. They 

are described in detail in the articles. 

The comparative study of returnees versus exiled Bosnian refugees had a small 

number in the returnee group. This may be considered a weakness of the study but was the 

only available group for the comparison between an exiled and a repatriated group of Bosnian 

refugees. The conclusions must therefore be restricted to main tendencies, and this has been 

taken into consideration in the interpretation of findings. An aim of the journey to Bosnia was 

to get a more valid and complete understanding of the condition in Bosnia. In order to 
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confirm the information in the structured interview we chose to supplement the structured 

interview with qualitative ‘open-end questions’. Combining the methods from the quantitative 

and the qualitative area in the repatriation study, between-method triangulation7, was a way to 

give a more complete understanding to the study and to increase the validity of the results 

(Kimchi et al, 1994, Breitmayer et al 1993). 

9.2 General discussion of the results 

Longitudinal community studies are valuable when they are able to provide a means to 

identify risk factor on health parameters, but the outcome will inevitably vary depending on 

the context in which they have been performed. Differences in the background in the native 

country, stressful events during flight and in exile, the asylum process and reception routines 

all influence the long time course of psychological symptoms and health parameters. Traumas 

are serious risk factors. The trauma ‘load’ and the nature of the traumatic events, especially 

those with an individual physical character such as torture, rape and concentration camps, 

influence mental health and are in turn modified or aggravated by personal or external factors. 

Mental health and traumatic experiences 

The results in this study add additional facets to the pool of knowledge. The high prevalence 

of symptoms is supported in other cross sectional studies with comparable design and 

populations. The study revealed the influence of post-migration stress in the chronicity of 

psychological symptoms. In this study the results are not to be considered as measures of 

diagnoses but are indications of the degrees of symptom load expressed by scales measuring 

different aspects of psychological symptoms. The high level of traumatic exposures in the 

interviewed population combined with the fact that traumatised individuals with severe 

symptom load seem to avoid getting interviewed supports the assumption of suffering among 

the dropouts. The level of psychological symptom load in the study may thus be regarded as 

minimum values of suffering in the total refugee population.

Findings in the different parts of the study support the hypothesis that traumatic events 

must be considered as important risk factors. An elevated level of psychological symptoms in 

relation to increasing trauma load was seen in the whole populations, regardless of age. In 

                                                          
7 Triangulation – technical term used in navigation whereby two known or visible points are used to plot the 
third. In research defined as the combination of two methods, theories, data sources, investigators in the study of 
a phenomenon 
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article 2, the clinical group was seen to have a higher level of symptoms, indicating that the 

influence on symptoms was the same but that the level in the community group was lower.

The relationship between psychological symptoms and traumatic exposures was 

persistent in the study. The nature of trauma as well as the amount of trauma had an impact on 

the results. This was demonstrated where the impact of family and activity was seen on level 

of symptom in relation to level of trauma. The study also revealed the importance of post-

migration stress in perpetuating psychological symptoms. For the refugees not only exile 

stressors but also the ongoing war or political problems in the home country, perpetuated the 

uncertainty and level of stress as they affect the situation of family and friends. 

The indication from the initial baseline results at arrival show a significant relationship 

between trauma exposures of genocidal character and psychological symptom load. A 

painstaking interpretation is obviously necessary, but the high prevalence of psychological 

symptoms and linkage to traumatic events is also reflected in different studies generated in 

other parts in the world. (Mollica et al 1993, Hauff&Vaglum 1995, Shretsna et al 1998, 

Weine et al 1998, Durakovic-Belko et al 2003)

The chronicity of the psychological symptoms is serious. These results are supported 

by earlier as well as recent studies. Rates of reported PTSD differ in community and clinical 

studies, and will also depend on the definition of PTSD – whether merely partial symptoms or 

the full-blown diagnose. The tendency in some studies to underreport PTSD symptoms may 

also influence on the results (Westermeyer, 1989).  

When these considerations are taken into account in the interpretation, we still end up 

with a picture of severe and longstanding problems after severe trauma exposures. Hauff and 

Vaglum (1994) reported in a prospective community study of Vietnamese boat refugees that 

the refugees who were assessed to have experienced the greatest danger before the flight had 

the highest prevalence of PTSD symptoms at follow-up. In Mollicas et al’s (2001) follow-up 

study of Bosnian refugees, PTSD symptoms, and in particular depression, persisted after 3 

years. The influence of traumatic events is demonstrated in Steel at al’s (2002) 10-year 

follow-up of Vietnamese refugees in Australia. Individuals exposed to more than three trauma 

events had heightened risk of mental illness after 10 years compared to those with no trauma 

exposure. A small group with very high levels of premigration trauma and high rates of early 

psychological symptoms had persistent high symptom level after 10 years. Ekblad & Roth 

(2002) showed an increase in PTSD symptoms in an 18-months follow up of Kosovo refugees 

from a baseline of 45% to 78%. The study provided support for the identification of torture 

experiences as a particularly traumatising event even when impact of other war traumas was 
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considered. These results demonstrate how exposure to extreme traumatic stress puts 

individuals at risk of developing chronic psychiatric problems; the results also underline the 

need to develop targeted health services.  

What aspects influence mental health? 
Differences in country of origin 

In the study we found differences between refugees from Bosnia and Kosovo. Though lacking 

war experiences, the Kosovars had, contrary to expectation, higher symptom load at baseline. 

They were granted temporary residency on a collective base. The reflection of the effect of 

the asylum-process and the less positive attitude to this group at that time may be seen in the 

higher load of psychological symptoms of the Kosovo Albanian population in higher 

symptom levels at T1 and an increase of PTSD symptoms at T2. They had years of insecurity 

in Kosovo, flight and a long period as asylum-seekers, some in Sweden before Norway, 

before they were resettled in municipalities (Abiri, 2000). The uncertain and slow processing 

of the application, loneliness, separation from family and unemployment in the background of 

refugees coming as asylum seekers and add to the burden of being a refugee. (Silove, 2000) 

The Bosnian refugees came directly from the war or had fled at the outbreak of the war, but 

preceding years were normal and the reception in Norway must be considered more positive 

than for those living in the uncertainty of an application for asylum. They were granted an 

intermediate permission to stay in the country as war-refugees and did not experience the 

uncertainty of the asylum seeker process. Being a homogenous group with mostly Bosnian 

refugees included the possibility for group support, which may have influenced the observed 

decrease in PTSD symptoms over time.  

Gender differences

Gender differences are reflected in general psychiatric research with higher symptom level of 

depression and anxiety. This study did not go in depth on the gender issue but further study of 

gender specific predictor and risk factors will be of interest. This is in line with governmental 

recommendations for more knowledge about the relation between trauma, psychological 

symptoms and health problems among immigrant women. (NOU 1999:13) 

Women were found to have a higher degree of symptom load than men in the first part 

of the study. This difference in gender on psychological symptom load was consistent with 

general psychiatric research. From the National Comorbidity Study, Kessler et al (1995) 

reported that women had significantly higher lifetime PTSD prevalence than men. Women 

were significantly more vulnerable than men even when they controlled for sex differences in 
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the types of most upsetting traumas. Durakovic-Belko’s study (2003) among adolescents from 

Sarajevo demonstrated that common risk factors for more serious depression and PTSD 

symptoms in post-war adjustment were female gender and low optimism. When the category 

of loss was investigated in the study material, the strongest predictor of post-traumatic 

reactions was trauma experience, and of depressive symptoms, female gender.  

In the follow up study there was no gender differences with regard to changes in 

symptoms, and the gender differences at T2 was no longer present. The relation between 

longstanding psychological symptoms and trauma exposures, and the fact that men were more 

traumatised than women may have contributed to the levelling out of symptoms between men 

and women in the follow-up results. In addition to the healing influence and gender 

differences in the use of a social network, expression of symptoms as well as trauma 

experience-categories may have a differential impact on the pattern of psychological 

symptoms in exile as well as among repatriated refugees.  

Social support 

In this project a multi-variant model permitted us to study psychosocial factors in exile on a 

large sample of refugees arising from a clinical material and a non-clinical study population. 

The procedures were standardised with the limitation that the clinical sample was not 

specifically designed for the study but provided information comparable and applicable to the 

rest of the study (sample?). Combining a clinical and a non-clinical population may be 

discussed. It did however provide a material that allowed us to observe the differences in 

symptom-load and similarities in influence of psychosocial factors on the symptoms. The 

differences were parallel in values and the influence was the same within the groups. 

The effect of pre- and post flight stress is modified by different factors and the 

outcome is a product of the nature and dimension of the trauma, the posttraumatic 

environment and of the success of coping strategies. Resettlement countries cannot alter pre-

flight stress but may affect the post-migration stresses relevant to mental health. The 

challenges met by refugee families when they establish a new life in exile may call for 

assistance from helpers. Psychosocial and/or therapeutic measures together with a socio-

political willingness to assist refuges to regain heeling capacity are necessary (Sveaass & 

Reichelt 2001). When the influence of culture of origin and context were studied among 

refugee children from Central America and South East Asia, the results indicated how culture 

of origin modulates the relationship between the pre-migration experiences and the 

developing post-migration universe (Rousseau et al 1997). Models of pre- and post-migration 
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stress, personal and social resources as described by Beiser (see 6.3) illustrate the importance 

of social resources in protecting mental health. 

The term ‘activity’ did not differentiate between training, education or work but did 

imply an activity outside the home with a possibility for social interactions and potential 

social support. The presence of family, friends, and social contact outside the home may 

provide support in difficult life situations. When several individuals in the family are 

traumatised the family may be more of a burden than a support. Likewise when the exile 

society gives negative signals to the refugee, or the work-categories obtainable are isolating, 

with little contact to colleagues or with lower status than at home, both social contact outside 

home and work may turn into risk factors. Nevertheless we have found an indication of the 

fact that the role of social support, though only studied through presence of family and regular 

activity, seemed to have an influence on the risk of developing mental disorders when 

exposed to negative life events.

This view is supported by Dalgaard et al’s (1995) 10-year follow up study of mental 

health in relation to social support and negative life events. Social support may have a 

positive effect on mental health by buffering the risk of developing mental disorders when 

exposed to negative life events. Dalgaard et al state that the combination of a personality-

related feeling of powerlessness and a lack of social support when exposed to stressors 

indicates a psychiatric high-risk group. To strengthen social support may be expected to have 

a preventive effect. Similar results were reported in Goodkind & Foster-Fishman’s (2002) 

study where the descriptions of the participation experiences and desires of a group of Hmong 

refugees living in the United States were investigated. Numerous barriers made a meaningful 

participation in the daily life difficult. To regain the sense of efficacy and control and 

counteract powerlessness with its negative effect on well-being was considered important. 

There were limitations in the study in the measurement of social support. It did not 

provide detailed information on the quality of the family structure or presence of family as a 

protective factor and there were no specific data on cultural differences in family structure. As 

social support is an interaction variable, it is not possible in this study to exact a clear picture 

of underlying causes of the problems in getting a job or the impact of presence of family. . 

The analyses of impact of family and activity on the relation between trauma-load and 

symptoms in the study give, however, an insight into the contribution of social support to the 

total situation. With regard to questions concerning mental health, salient presence of family 

support, and activity outside home, we could see tendencies and directions but could not 

detect whether social support had a direct effect on health by providing emotional comfort. A 
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direct reduction of the stressors’ effect by received practical or emotional support, or a 

disturbed or mitigated relationship between stressors and health is not obvious in this study. 

The psychosocial processes involved in giving and receiving social support need further study 

in order to give more than directional answers. 

How to deal with repatriation
Northern Norway has also experienced the aftermath of war – the burned down villages and 

destroyed homes. The reconstruction of this part of the country gave a notion of what it was 

like to go back to a destroyed home after despair in exile. The Norwegian refugees did 

however not go back to hostility, insecurity and political conflicts. Not all refugees are as 

lucky as the Norwegian refugees repatriating in 1945.

Few comparative studies have been made on mental health and repatriation. This 

study, comparing an exiled and a repatriated population, was done 2 years after the war ended 

in Bosnia Herzegovina. The situation described at that time may have changed and it may 

have been those most resourceful who returned at that stage. The motivations for return were 

diverse, but all the participants stressed the importance of a safe return. A correct indication of 

who actually did return was fond in the initial wish to go back shortly after arrival to Norway. 

The most severely traumatised refugees with intrusive traumas did not want to go back. Fear 

of meeting the perpetrators, political instability in the country of origin may have added to the 

reluctance to return. 

The informants we interviewed confirmed that some were met by suspicion from those 

who had remained in Bosnia and had problems in recovering jobs. These factors may have 

been of significance in the decision-making process. The study of repatriated Latin American 

refugees by Sundquist (1995) reports similar findings. 

The findings in the study concerning the attitude to returning home is supported by 

Berg’s report (1999) from the Nordic comparative studies on the reception of refugees seen 

from a repatriation perspective. The return home is called “ a dream, a reality or the end of 

exile”. In a study of 800 refugees from Chile in six different countries by CIDE 8, 28% 

wished to go back, 57% wanted to wait and 15 % did not want to return to Chile. There were 

differences in the different exile country in the attitude to repatriation: 80% did not want to 

return from DDR whereas 13% did not want to go back from Sweden. In a study of newly 

arrived refugees from Bosnia in 1994, 14 % wanted to go back, 36 % did not wish to return 

and the remaining 50% did not know at that point (Berg, 1999). 

                                                          
8 CIDE Centrum för Utbildingsforskning och Utveckling, Sverige 
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In Norway the refugee policy of the time was two-tracked. One track aimed at 

integration, with differentiated language courses, active efforts to qualify for continued 

education or work, contact with the neighbours, and integration in the local community. The 

other track was directed toward active measures to encourage repatriation. Through this the 

refugee perspective was to become clearer. Recommendations from the Nordic comparative 

project were that temporary residence should last only a short period. There should be clear 

conditions for permission to stay, and measures in order to minimize insecurity when going 

back and support coping ability was needed. In a recent report on means to motivate 

repatriation, the researchers report that in the past 10 years less than 10% of the 90.000 

returnable refugees have returned. None of the efforts from the Norwegian authorities have 

been successful and many of the repatriated refugees give up once back home and wish to 

return to Norway. Safety problems, distrust, problems of getting a job and the feeling of 

alienation are factors of importance. The researchers did not find any indication of a misuse of 

the economic support to repatriation (Berg & Valenta 2003). 

9.3 Lessons learned

In the previous section strengths and limitation of the study’s methods and design and the 

general results have been discussed. The study provided substantial information about the 

refugee’s background, health conditions and factors that seem to have had an influence on life 

in Norway.

The results and experiences from the project have been of value on several levels. It 

has given practical implications for the planning and implementation of health care services 

for refugees, at different stages of the study, contribution to medical as well as socio-political 

guidelines, theoretical insights and contributions to the pool of research results. We are left 

with a clear picture of future needs for research. . 

Practical implication of the study then and now 

The implications of the project were both at the intervention level and at the public health 

level. It was designed with a three-targeted approach for impact on individual, 

methodological, and educational level, as well as a policy-oriented level based on the research 

results. The study also had an action research aspect consisting of practical implications of the 

project in progress. 
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On an individual level the refugees involved in the study received a thorough health 

check on arrival at the municipality, with better possibilities for early intervention than the 

standard services included. This also entailed the possibility of following individuals at risk 

for later chronic symptoms, and counteracting this development, either through different 

levels of medical treatment or through actions of a more social character such as getting into 

some kind of activity.  

Health personnel attending the study raised their awareness of the problems refugees 

carry and considered the method, a structured interview, useful. It was not experienced as too 

time-consuming in the research setting; it accessed the relevant information from the refugees, 

and it was well accepted by the patients. For their future work they expressed a wish for a 

modified form as part of their general reception routines. Several interviewers wished to 

continue to use the interview-guide as part of their regular routines, and a modified version 

was designed for this purpose. 

The epidemiological data served as basic prerequisite for informing policy makers 

about refugee reception routines and healthcare planning, and results from the study proved 

useful in planning health services at local authority level. One of the attending municipalities 

reported that they could apply for extra funding, which resulted in substantial support to the 

municipality, after they had obtained an overview of severe traumas and the need for extra 

services through the interviews 9. By getting an overview of the problems in the refugee –

population, a targeted health care approach was possible, permitting planning for groups at 

risk such as traumatised or disabled refugees.  

On an overall level, the information provided from this study was used in the planning 

of such services for refugees as the establishment of a Regional Psychosocial Team in 

Southern Norway 10. This opened up for a systematic approach to information and education 

of health care personnel in the region in different aspects of refugee health: routines on 

arrival, risk factors and risk groups, and the need for targeted community services; treatment 

of torture survivors and challenges of different aspects of work with a multicultural patient 

group. During the war in Kosovo in 1999, experiences from the project were applied and 

found useful when establishing emergency health care services for large number of Kosovo 

Allbanian refugees arriving to the area, and 800 were registered. The robustness of the 

questions was apparent, the design well accepted by the refugees, and health personnel were 

                                                          
9 Possible to achieve for all municipalities receiving refugees to settle, the need for extra funding must be raised 
within a certain time after the arrival. Interview routines is a tool in providing sufficient information 
10 www.flyktning.info
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able to access sufficient information about the health in this acute situation. The need for 

standardised reception instruments for the health check on arrival was confirmed and 

demonstrated by additional field experience during the reception of the Kosovo refugees and 

this information was conveyed to the authorities. It resulted in the assumption of parts of the 

background material into the new guidelines for health services to refugees published in 

December 2002.  

In the light of recent research on repatriation, the study underlines the necessity of 

providing proper health services, support, and coping strategies to traumatized refugees at an 

early stage. The cost benefit value is present both for those who remain in Norway and for 

those who chose to return. The return process seems to rely on coping strategies and strengths 

within the refugees themselves rather than on the assistance of projects in the recipient 

country. (Berg & Valenta, 2003).

Implication for future research

The results from the study draw attention to certain specific research questions as well as 

adding information to the pool of general knowledge about the basic problems and health 

consequences of human rights offences. It will never be possible to make a generalisation of 

single research results, as the research is dependant on the historical as well as the socio-

political context in which the refugees are housed. Research from countries with jobs, good 

housing and positive attitudes towards refugees will give better and more positive results than 

research from areas where newcomers are kept in detention and the integration and job 

possibilities are limited (Silove& Ekblad, 2002). 

The findings in the study concerning refugees’ situation: the initial burden of 

suffering, the serious and chronic level of psychological symptoms, the influence of risk 

factors in exile, and the long-term effect of pre-flight traumas, are supported by research 

reports from Europe, Latin-America, United States, Asia and Australia.

Further studies of the course of the chronicity of psychological symptoms are needed. 

Longitudinal community intervention studies need to be carefully designed and have a strong 

focus on coping. Changing political situations lead to new refugee groups and the economic 

and political situation constrains the efforts in the refugee field. The fluctuation of symptoms 

and the many dimensions that influence a life, in exile as well as in the country of origin, are 

challenging both to the study design and the interpretation of the results. 

Different interventions, support strategies, and methods of therapy need further 

investigation. The deleterious influence of traumatic exposures with intrusive character was 
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demonstrated in the study and a serious picture of potential risk groups stressed the need to 

strengthen the research on resilience and natural regeneration capacity. The recognition of the 

importance of individuals’ ability to face the acute and long-term challenges of mass violence 

is needed, and its importance for future rehabilitation and integration as well as its impact on 

repatriation, are central issues in the research. Gender specific refugee projects on health 

consequences, with focus on differences in predictors due to gender differences in the 

migration process, are also of research interest. In intervention studies the relation between 

health, gender and culture, geopolitics, inter-group conflict and socio-economic 

underdevelopment should be taken into consideration and further investigated. 

Research should continue on a local as well as well as on an international level, and 

multi-centre research would add additional strength. Based upon the present knowledge, 

health policy implementation with adequate ethical standards should be designed, put into 

practice, and evaluated on primary health care as well as specialist level. Collaboration with 

immigrant ethnic minority health workers should take place and would add valuable 

multicultural facets to this work.  

10. Concluding remarks – where do we want to go? 

The study has demonstrated the consequences of the triple burden of trauma, uprooting, and 

resettlement. The destructive results of forced relocation and war - a high level of 

psychological distress and human suffering - are seen no matter where in the world studies of 

the consequences of atrocities are performed.  

What may this study contribute to the refugee field and what has been learned that is 

of value for a clinician and researcher? These questions are posed after extensive practice in 

the refugee health-care field, with close contact clinically and theoretically to groups of 

people arriving in our country from all parts of the world. The physical and mental health 

effects of pre- and post flight stress on refugees has been experienced by the writer both as 

clinician and as researcher. Detention and prison-like reception routines are used for asylum 

seekers in some countries. In addition to the consequences of having been trapped in political 

games or after political violence and human rights abuses these routines are burdens that 

could have been avoided. Reluctance to treat health problems grounded in arguments like 

‘they are not going to stay in the country anyway’, may in turn contribute to chronic problems 

for some refugees and low-priority of work with refugees. The large group of strong, resilient 
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refugees, who have lived through the horrors of war and political oppression, uprooting, 

flight, and finally the arrival in exile, have always puzzled me as a clinician.  

How is it possible to continue to manage to hold on to dignity and pride under such 

conditions? Some answers were suggested by the study regarding how they managed to cope, 

but many questions still remain unanswered. 

The knowledge is to a large extent present concerning what needs to be done in the 

prevention of health problems, in clinical work, and in socio-political decisions and policies. 

It is a moral and ethical issue as well as a political choice. To observe the way one of the 

weakest groups in the society is treated, places the policy-planning and performance of state 

and society under a magnifying glass: the weak spots may grow into and affect other groups 

and areas at a later stage. Through the study, results relevant for clinical work as well for 

national guidelines during the time of the study were achieved, thus fulfilling the aims of the 

practical implication of the acquired knowledge. The research results gave additional 

knowledge to the general pool of results from refugee research, filling in another piece in the 

jigsaw and highlighting the need for future research in the field. 

The task is huge, but our knowledge allows us to design and implement more rapid 

and effective interventions to reduce the acute and chronic consequences of armed conflicts. 

This was for example demonstrated in the reception of war refugees from Kosovo in 1999 and 

may become useful again. Left alone, medicalisation of the human consequences of political 

misbehaviour is a dead end track and not the answer (Silove, 2000; Summerfield, 2002). It 

has to be accompanied by an interdisciplinary approach to research and problem-solving 

efforts. Implications of the knowledge underscore the need for decent routines during the 

reception process, both for asylum-seekers and in the resettlement process of refugees. The 

health issue is not only a matter of providing more doctors and nurses – it is as much an issue 

of providing satisfactory psychosocial frames, including human resettlement routines, asylum 

routines, reunion of families, and jobs.  

It is important in today’s political situation, with a growing xenophobia in Northern 

Europe, to be aware of and cautious about the way research results of this kind are conveyed 

to the public. Stigmatisation of a group, creation of stereotypes, and prejudice in the society 

place additional strain upon a stressed group.  

A multidimensional approach is necessary, to contribute to peacemaking processes – 

alongside the task of healing the injuries in exile as well as at home. A reluctance to go back 

to the home country due to the refugee’s mental wounds, and a hesitation, rooted in the 

practical, economic, and security problems, is demonstrated in the study and supported in 
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other research. This underlines the complex task of repatriating an exiled population. National 

and international work has to be coordinated with an awareness of and a focus on human-

rights issues, conflict-solving operations, and support to rebuilding of war-torn societies. The 

challenge is to make space, and open up for individuals, humanity, and real life.  

The socio-political role of health professionals should not be underestimated, and the 

ethical responsibility not forgotten. The medical profession has an obligation to engage in this 

work, and a position allowing practitioners to get close to the victims and survivors, as well as 

a unique opportunity to reduce human sufferings due to faulty political decisions and 

mismanagement both in refugee producing and receiving countries. 
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