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Abstract 

Background 

Although limited research has been conducted among displaced people it is clear 

mental health problems are more prevalent than among the general population. To 

plan services for current and future migrants it is important to establish whether 

differences in reasons for migration impact on the extent of mental health problems.  

 

Null Hypothesis 

The main hypothesis for this thesis is that there is no significant difference in the 

prevalence of common mental disorders in refugees compared to elective migrants.  

 

Methods 

A mixed-method research study is conducted in sequential order where a qualitative 

study gathered detailed and in-depth information to inform the design of a 

questionnaire employed in a historical cohort study.  

 

Findings 

Refugees are three times more likely to develop CMD than elective migrants (OR 3.0; 

95% CI 1.5-6.1) but there is no difference in the severity of the illnesses. 

 

Multivariate analyses suggest that factors such as being a refugee and a female (OR 

12, 95%CI 1.14 - 123.92), dissatisfaction with current employment (OR 5.56, 95%CI 

1.72 - 17.92), dissatisfaction with living conditions 3.53 (1.11 - 11.21) and waiting for 

longer than a year for a Home Office decision on permission to remain in the United 

Kingdom 3.27 (1.37 - 7.77) were independent predictors for the common mental 

disorders among migrants to England from former Yugoslavia.  

 

Conclusion 

Although this study demonstrated a higher long-term prevalence of common mental 

disorders in asylum seekers and refugees compared to elective migrants it is 

important to emphasise that many migrants do not have any psychological problems 

and are economically active making a positive contribution to their host country. 

However, it is also important to recognise that long-term common mental disorders 

may be underestimated in previous research among refugee population. It is essential 

to provide accessible services in primary care settings that are culturally specific and 

acceptable to this specific population group.  
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Chapter One ~ Introduction 

1.1 Overview of Chapter 

This Chapter discusses social, political, economic and historical aspects of migration 

– important factors for a comprehensive understanding of the relationship between 

migration and health. There is an emphasis on the development of a conceptual 

framework for understanding the complex impact of migration on psychological 

wellbeing.  

 

1.2 Outline of Thesis 

1.2.1 – Setting the Scene 

Chapters One to Four set the scene for the thesis with a literature review of migration 

and health, a description of psychological morbidity, related to ways of migration, 

services utilisation by different migrant populations and the mixed methodology 

utilised in cross-cultural mental health research. One subsection of the literature 

review that focused on the difference in prevalence of psychological morbidity 

between asylum seekers, refugees and elective migrants was examined using the 

systematic review methodology. 

 

Chapter One provides a general introduction on migration, its challenges and the 

relationship between migration and health. Specific focus is given to migrants from 

the former Yugoslavia who are the main subjects of this thesis.  

 

Chapter Two gives an overview of research related to psychological distress and 

social functioning experienced by migrant populations displaced both internally and 

externally. The Chapter also provides an overview on the prevalence of post-

traumatic stress disorder, common mental disorders and social functioning problems 

and describes available evidence on the relationship between psychological 

morbidity, pre-migration and post-migration factors. The Chapter focuses on a critical 

appraisal of existing evidence and potential areas for further research exploration. 

One specific subsection of this Chapter includes systematic review of the existing 

evidence focusing on the differences in the prevalence of psychological morbidity in 

different migrant populations. 
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Chapter Three outlines access, and barriers, to utilization of general medical and 

mental health services by a migrant population.  

 

Chapter Four discusses benefits of employing mixed-methods research in the mental 

health field and in cross-cultural studies.  

 

The background section concludes with a justification for the methodological 

approach employed in this project, sets out the main aims and objectives and states 

the original contribution that this study makes to the existing body of evidence. 

 

1.2.2 – Qualitative Study 

Chapter Five outlines the qualitative study methodology employed in the first phase of 

this project and Chapter Six provides a detailed summary of interviews and focus 

groups conducted with participants, and explains how qualitative study informed the 

design of a questionnaire subsequently used in the quantitative research.  

 

1.2.3 – Quantitative Study 

Chapter Seven describes the methodology design and process for conducting the 

historical cohort study and Chapter Eight presents results from the empirical cohort 

study. In this Chapter the author describes the prevalence of post-traumatic stress 

disorder, common mental disorders and social impairment, and quantifies the 

association between psychological morbidity, pre-migration and post-migration 

factors. This Chapter also describes the use of primary care and specialist services 

by the study population.  

 

1.2.3 – Discussion 

Chapter Nine discusses the author’s thoughts on the identified prevalence of 

psychological morbidity and social functioning impairment and the main risk factors 

found to have a significant impact on the development of psychological morbidity. 

This Chapter describes strength and weaknesses of the study methods used in this 

research and makes recommendation for further developments in the research field 

and in health services with a specific focus on public health initiatives.  
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1.3 Migration and its Challenges 

Migration is a process of social change where an individual leaves one geographic 

area for a prolonged stay or permanent settlement in another geographic area 

(Bhugra, 2004a). Any such process involves a loss as well as gain, especially loss of 

the familiar: land, language and law. This is common for all migrants, whether their 

displacement is chosen or forced. Reasons for migration, prior preparation for the 

move, and social support on the journey, accompanied by one’s ability to deal with 

stress when uprooted, will either bring a sense of settling down or a sense of feeling 

isolated and alienated (Bhugra, 2004b).  

 

Box I provides a definition of the terms used in this thesis such as asylum seeker, 

refugee and migrant, and it also provides a distinction between ‘elective’ migration 

and ‘forced’ migration.  
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Box I: Definitions of Thesis Terminology 
 
An asylum seeker is a person who enter a country to apply for asylum on the grounds that if required to 

leave, the person would have to go to a country to which the person is unwilling to go owing to a well-

founded fear of being persecuted for reasons of race, religion, nationality, membership of a particular 

social group or political opinion (UNHCR 1951 Convention and its 1967 Protocol). Individuals undergo 

the asylum process to have their claims assessed. 
 
The definition of a refugee, as adopted in the 1951 United Nations Convention, is: a person who, owing 

to a well-founded fear of being persecuted for reasons of race, religion, nationality, membership of a 

particular social group or political opinion, is outside the country of nationality and is unable, or, owing to 

such a fear, is unwilling to avail himself of the protection of that country; or who, not having a nationality 

and being outside the country of his former habitual residence as a result of such events, is unable or, 

owing to such fear, unwilling to return to it (Office of the UNHCR, 1951).  
 
UN Definition of Migration (United Nations 1998) 

 Long-term migrant: A person who moves to a country other than that of his or her usual residence for a 

period of at least a year (12 months), so that the country of destination effectively becomes his or her 

new country of usual residence. From the perspective of a country of departure the person will be a long-

term emigrant and from the country of arrival the person will be a long-term migrant. 
 
Short-term migrant: A person who moves to a country other than that of his or her usual residence 

for a period of at least 3 months but less than a year, except in cases where the movement to that 

country is for purpose of recreation, holiday, visits to friends and relatives, business, medical 

treatment or religious pilgrimage. For purposes of international migration statistics, the country of 

usual residence of short-term migrants is considered to be the country of destination during the 

period they spend there. 
 
Elective migration – Voluntary movement of people usually due to economic reasons. Economic 

(elective) migrant – person leaving their usual place of residence to improve their quality of life. This may 

include long-term migrants or short-term seasonal workers Forced migration – Movement of people 

who are either internally or externally displaced due to natural or environmental disasters, slave trade, 

human trafficking, war, violence and ethnic cleansing.  
 
Displaced person – One fleeing an armed conflict or escaping natural or man-made disasters or their 

effects. This term primarily covers persons displaced within the borders of their country of origin (i.e. 

internally displaced persons) who would not come under the 1951 Geneva Convention. 

 

NB. Although there is a distinct difference between asylum seekers and refugees 

relating to their legal definitions and entitlements to healthcare services in some 
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countries, most of this thesis will not differentiate between these terms in greater 

detail, and the term ‘refugee’ is used as inclusive of the asylum seekers group.  

 

1.4 Concepts of Migration 

Migration has always been a characteristic of human society and is a process of 

social change where an individual, for any number of reasons, embarks on a journey 

which results in a prolonged or permanent re-settlement in another location.  

The pressures of human migrations, whether by outright conquest or by slow cultural 

infiltration and resettlement, have affected the grand epochs in history, for example, 

the fall of the Western Roman Empire; and, in the form of colonization, migration has 

transformed the world, for example, the pre-historic and historic settlements of 

Australia and the Americas.  

Contemporary migration has continued in the form of either voluntary migration, 

resulting mostly from the search for better economic and living circumstances, or 

forced migration, often a result following environmental and natural disasters, 

trafficking of human beings, ethnic cleansing and exposure to war and violence. 

These categories are however not mutually exclusive. 

When using the term ‘migration’ it is not immediately clear what is meant, as there is 

no legal definition in the United Kingdom. Traditionally, it has been associated with 

some notion of permanent settlement. Reality however suggests the concept of 

migration refers to a general ‘movement’ embracing various types of mobility each 

able to transform into something else, usually driven by the process (Dobson et al. 

2001). For example, refugees go into exile as forced migrants who eventually settle 

down, find permanent jobs and naturalise. Labour migrants come in and out of labour 

markets; overseas students and au-pairs marry and resettle. These conceptual 

difficulties combined with different existing definitions complicate the assessment and 

characteristics of migrants and evaluation of their impact on society and health care 

demands.  

Lee (1966) first introduced a theory of ‘push and pull’ factors. He describes a push 

factor as forceful, and as a factor which relates to the country from which a person 

migrates. It relates to a situation resulting in people wanting to migrate, most often 

forced migration. A pull factor is normally something concerning the country to which 
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a person migrates, and is generally a benefit that attracts people to a certain place, 

and can therefore be regarded as a voluntary migration. See Box II. 

 

Box II: ‘Pull and Push’ Factors in Migration 

Push Factors Pull Factors 

Not enough jobs  

Few opportunities 

‘Primitive’ conditions  

Political fear  

Poor medical care  

Not being able to practice religion  

Loss of wealth  

Natural Disasters  

Death threats  

Bullying  

Landlords 
 

 

Family links  

Job opportunities  

Poor chances of finding courtship  

Better living conditions 

Political and/or religious freedom  

Enjoyment  

Education  

Better medical care 

Security  

 

 

                                    (Lee, 1966) 

 

 

1.4.1 – Voluntary Migration 

The term ‘voluntary migration’ refers to the movement of those who deliberately 

choose to leave their home country, mostly due to unfavourable economic 

circumstances, personal reasons or the opportunity of education or employment 

(Tyhurst, 1951). These people often make deliberate choice for their migration and 

are more likely to be those of working age, healthy and mentally prepared for a 

cultural change (Bhugra, 2001).  

 

However, economically motivated migration comes in different forms: some people 

move with the intention of settling and beginning new lives. Others move to countries 

with the intention of staying long enough to earn sufficient money before returning 

home. Some people are granted specific work schemes that include contractual 

agreements and legal visa coverage for the period of employment. Others move in 

more unregistered ways, as illegal immigrants, but find work and stay for periods of 

indeterminate duration (Carballo and Mboup, 2005). Each of these forms of 

economically motivated migration has the capacity to present health challenges. 

These challenges are diverse as they are related to where people come from, under 

 15



what circumstances they migrated, what conditions people end up living in and what 

potential there is for socio-economic integration.  

 

Globalisation, easy access to fast and affordable transport networks across the world, 

growth of the European Union (EU) and increasing work force demand in the Western 

World have led to expanding migration over the last few decades. In 2005, there were 

191 million migrants and the number of migrants in 2008 was in excess of 200 million 

(IOM, 2008). 

 

During the 20th Century, Europe has experienced three major periods of movements: 

after the First and Second World War, and during the last decade or so. Migration 

during the 1990s has been characterised by new migration especially from Eastern 

and Central European countries and from the Commonwealth of Independent States 

but immigration resulting from the Balkan Wars dominated these movements overall 

(Salt, 2001). However most of the voluntary migration was promoted by some 

countries from the eastern and central blocks joining the European Union. The 

European Union allows free travel between member states with the appropriate 

documents. Most immigrants at present are from the former eastern bloc states to the 

developed western European states, especially to Italy, Spain, Germany and Britain. 

Following Poland's entry into the EU in May 2004 it was estimated that by the start of 

2007, 375,000 Poles were registered to work in the UK, although the total Polish 

population in the UK was believed to be 750,000. The EU, in 2005, had an overall net 

gain from international migration of +1.8 million people. This accounts for almost 85 % 

of Europe's total population growth in 2005 (Migration Policy Institute, 2005). 
 

1.4.2 – Forced Migration 

Organized political violence and the awakening of nationalism has caused a number 

of civilian disturbances and wars around the globe over the last fifty years resulting in 

forced displacement. There are currently around 35 violent conflicts in the world and 

an estimated 32 million people are either displaced internally or internationally (The 

World at War, 2007).  

Those who are forced out of their country due to war, violence, ethnic cleansing or 

political upheaval however, are likely to be from all age groups, to have underlying 

morbidity and to be more vulnerable to sudden changes in their life course (Bhugra, 

2001). 
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INTERNATIONAL ASSOCIATION FOR THE STUDY OF FORCED MIGRATION (IASFM, 2005) 

defines this type of migration as ‘the movements of refugees and internally displaced 

people (those displaced by conflicts) as well as people displaced by natural or 

environmental disasters, chemical or nuclear disasters, famine, or development 

projects’.  

Forced migration is a complex, wide-ranging and pervasive set of phenomena. 

Current literature (IASFM Conference, 2008) specifies three types of forced migration 

that are categorized according to their causal factors: conflict, development policies 

and projects, and disasters. The following paragraphs will concentrate on the forced 

migration resulting from conflicts; this type of migration refers to people who are 

forced to flee their homes for one or more of the following reasons and where the 

state authorities are unable or unwilling to protect them: armed conflict including civil 

war; generalized violence; and persecution on the grounds of nationality, race, 

religion, political opinion or social group. 

A large proportion of these displaced people will flee across international borders in 

search of refuge. Some of them may seek asylum under international law, whereas 

others may prefer to remain anonymous, perhaps fearing that they may not be 

granted asylum and will be returned to the country from where they fled.  

Since the end of the Cold War, there has been an escalation in the number of armed 

conflicts around the world. Many of these more recent conflicts have been internal 

conflicts based on the national, ethnic or religious separatist struggles. There has 

been a large increase in the number of refugees during this period, as displacement 

has increasingly become a strategic tactic often used by all sides in the conflict. Since 

the end of the Cold War there has also been an even more dramatic increase in the 

number of internally displaced persons (IDPs), who currently outnumber the world‘s 

refugee population. At the end of 2004, there were some 11.3 million refugees and 

asylum seekers and a further 13.7 million IDPs worldwide (US Committee for 

Refugees and Immigrants, 2008). 

Twenty one million displaced people are resettled in developing countries; although 

four million people have claimed asylum in Western Europe in the past decade 

(Summerfield, 2000). There are currently over half a million refugees living in Europe 

(US Committee for Refugees and Immigrants, 2008).  
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International forced and voluntary migration has been increasing over the last decade 

and it seems likely that this trend will continue. This significant population growth 

poses a major demand on the healthcare in Western Europe. It is absolutely crucial to 

examine the trends in migration and their impact on health to be able to cater for 

rapidly increasing healthcare demand.  

1.4.3 – Migration and Human Rights 

Globalisation encourages the free movement of goods, services, capital and humans 

but barriers to cross-border movement remain. This resulted in discrepancies 

between the numbers of people who migrate and the legal opportunities for them to 

do so. In many situations, there was a gap between the rights that migrants enjoyed 

under international law, and the difficulties they experienced in the countries where 

they resettled. This gap increased the vulnerability of migrants in terms of dignity and 

human rights (Grant, 2005). 

 

The international human rights law principle is based on non-discrimination and 

equality regardless of one’s immigration status. One recent incident in the UK has 

highlighted that international human rights law did not permit discrimination between 

citizens and aliens in their right to liberty (UKHL, 2004).  

 

However, in reality, the position of migrants in respect of their human rights is much 

more complicated. The immigration process is seen as a wide spectrum with 

successful integration and equality on one side and marginalization and exclusion on 

the other. While all migrants should enjoy some basic rights, including non-

discrimination and freedom, other rights are usually determined by their immigration 

status. Skilled migrants, for example, enjoy full protection of their human rights in the 

new country through migration processes that are well established and recognized in 

the UK and elsewhere. On the other side, the individual status of ‘irregular’ migrants 

is negatively impacted on by state policies aimed at eliminating unlawful migration. 

While a large proportion of ‘irregular’ migrants are illegal immigrants who may exploit 

the system in the resettlement countries, illegal immigration may also be a result of a 

desperate attempt to try to escape the violation of human rights in the country of 

origin, in the first place (IOP, 2008). This group of migrants may be more likely to be 

perceived as a ‘nuisance’ and therefore exposed to discrimination, exploitation in the 

labour market and deprived of basic human rights (Carballo and Mboup, 2005).  
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Where abuses of human rights rise to a level of persecution in the country of origin, 

migration may also lead to refugee flight. Refugee migrants have been recognized as 

a group with special protection needs as they lack protection by their own 

Government. This protection regime was established in 1951, and predates the 

human rights treaty system (UNHCR, 1951). Once a refugee has fled his or her home 

country to escape persecution, he or she can no longer look to that country for 

protection and the international community is taking the responsibility to provide that 

protection, through the United Nation Refugee Agency (UNHCR) and the country of 

asylum.  

 

Human rights protection for other migrants remains much less developed than the 

international refugee protection system. Although there are different frameworks of 

general international laws that protect migrants’ human rights such as human rights 

law, labour law and international criminal law, there is yet to be a single legal act for 

migrants that brings together all the different elements, and which is accepted as 

legally binding and authoritative by most states.  

 

1.5 Overview of Migration in the United Kingdom 

1.5.1 – History of Migration 

Britain has seen immigrants coming from different parts of the world over the course 

of history and these different waves of migration highlight the range of the reasons 

why people migrated.  

 

The English Channel was formed in 6,500 BC and the Isles colonized by Celt and Pict 

tribes. Since then the population of the Isles has consisted of multiple cultural groups 

and identities.  

 

At the beginning of the 1st Century, Romans invaded the Islands but were replaced by 

settlers from German regions in the 5th Century (Anglo-Saxons). The Anglo-Saxons 

period lasted for approximately 600 years coming to an end with the Norman 

conquest. They brought with them the French language and the culture that shaped 

the English language, law and government. Jews were expelled in the 13th Century 

followed by new waves of migrants including Italian bankers and German merchants. 

French Protestants (Huguenots) were persecuted in the 16th Century and came to the 

British Isles to seek refuge from religious wars. They called themselves ‘refugie’ (in 
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French) when they arrived to England hence the adopted word ‘refugee’ in the 

English language (James, 2006). 

 

Significant migration started with Irish labourers in the 18th Century whose intention 

was to either settle here permanently or work for a short time before returning back to 

Ireland. This was followed by the Eastern European Jews immigration in the 19th 

Century who were escaping from religious persecution and poverty with an additional 

influx arriving just before and after World War II (Kershen, 2006; BBC, 2006).  

 

The partition of India in the 20th Century was a starting point for what later became a 

large-scale migration and settlement of people from the Indian Sub-Continent. These 

populations migrated for educational and economic reasons and were mostly 

resettled in the UK. In more recent decades, large-scale migration to the UK was from 

refugees of South Asian origin from Uganda. 

 

Academic literature on migration usually reflects political climate and it is strongly 

influenced by the changes in the immigration laws. Box III bellow provides a historical 

overview of successive Acts of Parliament, adapted from Kyambi’s report BEYOND 

BLACK AND WHITE (2005).  

 

The literature on post-war migration into the UK focused primarily on non-white 

immigration (Spencer, 1997). This focus and a tendency to relate immigration with 

ethnicity was made even more controversial by the fact that the early post-war wave 

of migration was mostly a white European population that outnumbered previous 

immigration from the new Commonwealth (Kay and Miles, 1992). In the early 1990s, 

the focus had shifted from ethnic migration to asylum migration.  
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Box III: Overview of successive Acts of Parliament 

 

1905 Aliens Act: This Act aimed to deny access to ‘undesirable’ foreigners from outside the 

British Empire. 

 

1948 British Nationality Act created a single imperial citizenship category: Citizen of the 

United Kingdom and Colonies (CUKC) were granted a statutory right of entry to the UK.  

 

1962 Commonwealth Immigrants Act: This Act aimed to end large-scale primary 

immigration by restricting immigration from the former British Colonies. People from the former 

British Colonies were subject to migration control and they had to have secured employment 

and specific skills to enter the UK. This legislation however stimulated increased immigration 

from these countries in the short-term.  

 

1968 Commonwealth Immigrants Act: The Act restricted entry rights to those who had a 

parent or grandparent born, adopted or naturalized in the UK. 

 

1971 Immigration Act: Favoured migration from Canada, Australia and New Zealand. 

 

1990s’ and early 2000s Legislation on immigration and asylum aimed at managing complex 

flows of people through various asylum channels. 

 

2002 Nationality, Immigration and Asylum Act: made provision for naturalization as British 

Citizen based on sufficient knowledge of life in the UK. 

 

2004: Countries of Eastern and Central Europe joined EU and opened further channels of 

legal migration, mostly labour workers.  

 Adapted from Kyambi S, IPPR 2005 

 

These legislative acts shaped migration waves through the century resulting in the 

cosmopolitan ‘melting pot’ being a synonym for a modern Britain, especially for cities 

like London and Birmingham. Some migration was short-term and people returned 

home after a short while but those who tended to settle in the UK, have influenced 

different aspects of life from food and language, to religion and politics. 

 

The multi-cultural nature of contemporary British society is supported by data from the 

1991 and 2001 censuses. The comparison census data for these two years suggest 

that the proportion of ethnic minorities living in Britain increased from 6 % in 1991 to 
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7.9 % in 2001. In absolute terms, the ethnic minority population grew by 53 % from 3 

million people to 4.6 million people. Indians were the largest group, followed by 

Pakistani, people of mixed ethnic backgrounds, black Caribbean’s, black African and 

Bangladeshi (ONS, 2001).  

 

1.5.2 – Trends in Migration 

Migration has changed in many respects over the last few decades. International 

mobility has increased and more people are arriving in the UK to work here, more 

people are seeking protection from persecution, and increasing numbers are coming 

for family reasons. ‘The UK has changed from being a country of net emigration to 

being a country of net immigration’ (Kyambi, 2005) and immigration is set to continue. 

The Government has responded to this by developing policies aimed at managing 

migration and has recently published a new Strategy for Asylum and Immigration 

(Home Office, 2005). 

 

Official migration statistics suggest that there were 903 million international arrivals to 

the UK in 2007 (World Tourism Organisation, 2007). Furthermore, the estimated 

number of people who came to stay in the UK for at least a year was 591,000 in 

2004, almost on a par as the estimate for 2004 and 28,000 up on 2005 (Salt, 2007). 

This figure is expected to increase in the coming years (Salt, 2007).  

 

The ‘BEYOND BLACK AND WHITE’ report divided migration trends into four categories: 

students, work, family and asylum. Each trend was said to be increasing apart from 

asylum migration that showed a decrease since 2002. Students accounted for 319, 

000 people in 2003 (Kyambi, 2005) and those who migrated due to employment 

opportunities were the second largest category.  

The number of people seeking asylum in the UK increased in the 1990s and early 

2000s reaching 103,100 applications (excluding dependants) to the Home Office in 

2002 (Home Office, 2002). However, recently imposed measures aimed at 

strengthening immigration law in the UK resulted in decreasing trend of asylum 

applications over the last five years (Home Office, 2008). The nationalities accounting 

for the most applicants are the conflict areas around world. Countries such as Iran, 

Iraq, Somalia, Zimbabwe, Turkey, China and the former republic of Yugoslavia giving 

rise to large numbers of asylum seekers in the UK over the last few decades, 

especially in the 90’s (Home Office, 2008). 
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The ‘BEYOND BLACK AND WHITE’ report compared composition and socio-demographic 

characteristics of the UK immigrant population in 1994 and 2004 using the Labour 

Force Surveys. Traditionally, women always constituted a higher proportion of 

immigrants to the UK but this trend has started to change, with an increase in the 

number of male migrants over recent years.  

 

The overall socio-economic composition of immigrants in 2004 improved compared to 

1994 with fewer new immigrants being unemployed but most still taking home bellow 

half-median earnings. Although new immigrants had more qualifications their 

earnings were lower than in 1994 suggesting that new immigrants were taking jobs 

that did not adequately match their qualifications and skills. This finding could also be 

a reflection of an asylum-seeking population that is not allowed to work and may be 

experiencing difficulties in achieving socio-economic integration (Kyambi, 2005). 

 

1.6 Immigrants from the Former Yugoslavia 

1.6.1 – The fall of Yugoslavia 1991-1995 

The diversity of people in the former Yugoslavia and the history of this part of the 

world is complicated and difficult to grasp. The author attempts, briefly, to sketch a 

background to the origins of Civil War in the following paragraphs.  

 

In 1990, Yugoslavia was a federal state consisting of six republics: Slovenia, Croatia, 

Bosnia and Herzegovina, Macedonia, Montenegro and Serbia. Yugoslavia also had 

two autonomous provinces: Vojvodina and Kosovo. This part of the Balkans was 

characterized by its diversity. There were social, religious, economic and linguistic 

differences. Before the war, the same language (Serbo-Croatian) was spoken in 

Bosnia, Croatia, Montenegro and Serbia. Serbo-Croatian was also the proclaimed 

official language across the whole of the former Yugoslavia. Other important 

languages were Slovenian, Albanian and Macedonian. The main religions were 

Orthodox Christianity, Catholicism and Islam. The industrial north of the country was 

far more developed and affluent than the south.  

 

While Tito was leading Yugoslavia, nationalist feelings and political disagreements 

were not permitted and were often even punished (Pecjak, 1994). Although a 

peaceful co-existence of different groups existed for many decades, the struggle for 
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power, and strife for dominance between ethnic and religious groups and nationalities 

were apparent, although suppressed. Many citizens declared themselves ‘Yugoslavs’ 

rather than, for example, Serbs, Croats or Bosnians. 

 

After Tito’s death in 1980, Yugoslavia was led by an undemocratic one-party political 

constitution and party leaders had been re-elected from different republics every two 

years to achieve equal representation. Tito’s death coincided with an economic crisis 

in Yugoslavia; worsening year after year. By the end of the 80s it was clear the 

Federal Republic of Yugoslavia was heading for bankruptcy (World Bank, 1996).  

 

By the end of 1991, Yugoslavia was falling apart. Nationalism replaced socialism, the 

one-party constitution was replaced by a pluralistic system and the dictated economy 

was trying to break out into a free-market economy. In June 1991, Slovenia and 

Croatia declared independence. Departure of Slovenia ended after a relatively short, 

ten days conflict with Croatia. Over 90 % of people living in Slovenia were Slovenes 

and therefore welcomed its independence. Slovenia is now a proud member of the 

European Union. 

 

The conflict in Croatia, where 75 % of the people were Croatian, was much more 

complicated and only ended after almost four years of brutal battle. This war 

produced a hundred thousand refugees and the flight of almost the entire Serbian 

population (Glenny, 1996).  

 

Bosnia and Herzegovina was a diverse republic with half the population Muslim, one-

third Serbian and 17 % Croats. Other inhabitants belonged to ethnic minorities of 

various origins. Being the most ethnically diverse republic in the Federal Yugoslavia, 

Bosnia and Herzegovina suffered major consequences from the Civil War, lost a large 

number of civilians and produced a massive number of internally and externally 

displaced people. The process of declaring Bosnian independence by the United 

States in 1992, despite European opposition, led to massive ethnic cleansing and 

three years of war. The war ended with the Dayton agreement of November 1995 

which created two self-governing entities within Bosnia: the Bosnian Serb Republic 

and the Muslim (Bosnjak)-Croat Federation. The settlement's aims were to reintegrate 

Bosnia and protect human rights. 

 

The war in Kosovo, brewing since the late 1980s, intensified at the beginning of 1998. 

In heavy fighting, dozens of ethnic Albanians were killed and hundred of thousands 
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were displaced from their homes. By the time the North Atlantic Treaty Organization 

(NATO) operations began in Serbia, about 260,000 people were displaced within 

Kosovo and 199,000 had fled to other countries (UNHCR, 1999). In June 1999, an 

agreement between NATO and Serbia was reached; NATO halted its bombing 

campaign and Serbian troops began to pull out of Kosovo.  

 

One of the last countries to regain independence in the former Yugoslavia was 

Montenegro who peacefully voted for independence in May 2006, after 90 years of 

unity with Serbia. Kosovo regained independence from Serbia in February 2008. 

 

Almost a whole decade of turmoil in the Balkans resulted in blood-shed, thousands of 

people being killed, hundreds of thousands of people displaced from their home, 

economic despair for the whole country and the creation of six independent states: 

Slovenia, Croatia, Serbia (with Vojvodina), Bosnia and Herzegovina, Montenegro and 

Macedonia. Kosovo is currently under UN protectorate.  

 

1.6.2 – Migrants from the former Yugoslavia 

The demise of the former Yugoslavia produced an estimated one million worldwide 

refugees and 1.2 million internally displaced people (US Committee for Refugees, 

2003). Of these, over 52,000 sought asylum in the UK since 1992; over 10 % of all 

asylum applications in the UK between 1992 and 2004 (Figure 1) (Home Office, 

2005).  

 

The Home Office Control of Immigration Statistics imply that between 15,000 and 

34,000 people from the former Yugoslavia sought temporary entrance to the UK each 

year since the early 1990s, either as visitors, students, husbands or wives or to apply 

for a work permit. The number of applications from people from Bosnia and Croatia 

has been increasing since the year 2000 while the number of applications from 

people coming from Serbia and Montenegro remained stable over the years until 

1999 when its number dropped by 80 %, possibly due to NATO operations in Serbia 

(Home Office, 2002). 

 

 

 

 

 



Figure 1: Asylum applications in the United Kingdom, 
all nationalities compared to former Yugoslavia, 

excluding dependants, 
1989-2007
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Data from the 2001 census suggests that nearly 47,500 people born in the former 

Yugoslavia are now resident in the UK. Of those, approximately 25,000 live in 

London; concentrated in inner London with the highest numbers in Hammersmith, 

Highate and Tottenham (Kyambi, 2005). Over half of all immigrants from the former 

Yugoslavia were males and young with 90.7 % below the age of forty five. Children 

under 16 years of age accounted for 19.9 %. New immigrants had a very low 

employment rate of 35.3 % compared to an employment rate of 64.2 % for those 

who arrived to the UK before 1990. This employment rate was amongst the lowest 

of ten countries compared. New immigrants had a very low level of education and 

earnings were below the half-median.  

 

1.7 Health Effects of Migration 

Interaction between migration and health is complex and is influenced by many 

different factors. This relationship depends on socio-economic and cultural 

background of migrants, previous access to healthcare services, underlying 

morbidity and genetic predispositions. Health outcomes of migrants are also related 

to circumstances surrounding the migration process and resettlement factors.  

 

1.7.1 – Health Risk during Migration 

Although modern literature depicts the migration process as mainly beneficial, 

especially in relation to improving educational, political and socio-economic 

circumstances, this process itself can quite often be strenuous and traumatic. 

Migrants may be exposed to health risks before the migration process, during 

migration or after arrival in a resettlement country.  

 

Conditions that one may be exposed to before migration may include natural 

disasters, experience of war, torture and violence, imprisonment, loss of relatives 

and loved ones, unfavourable socio-economic circumstances, and infectious 

diseases. The assessment of needs for these groups can be an important predictor 

of the potential impact on healthcare services.  

 

Conditions during the journey may also be unfavourable and undesirable resulting in 

further stress and health impairment. The process of displacement can be 

particularly damaging for vulnerable groups such as children and the elderly. 
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Some of the risks experienced after arriving in the resettlement country can include 

imprisonment, a long-lasting asylum-seeking process and an existential uncertainty, 

with discrimination and marginalization all leading to a stress reaction resulting in 

negative impacts on overall physical and psychological well-being. The process of 

resettlement in the new country and multi-faceted integration process poses 

significant demand on one’s coping mechanisms and Bhugra (2004b) found that 

even second generation migrants experience stress due to challenges they face 

during the adaptation process. 

 

1.7.2 – Disease Prevalence and Risk Behaviour 

The migration process influences risk behaviour and risk perception in many ways. 

Those affected by loss, such as loss of identity, loss of family and loss of 

possessions, may hold on to the past and turn their focus of attention to their past 

life in the country of origin rather than focusing on the future. This group may be 

more likely to neglect health, and engage more readily in health damaging 

behaviour (Kristiansen et al. 2007).  

 

Pre-occupation with survival and socio-economic welfare is usually a much higher 

priority for migrants, especially refugees, than is their health and risk perception. 

This may all have a negative effect on migrants’ health.  

 

Lifestyle and health-related behaviour is linked to specific conditions. Smoking 

prevalence and the use of alcohol is found to be higher in ethnic minority groups 

(Nazroo, 1997) when compared to the indigenous UK population. Dietary factors in 

South Asians have been linked to increased mortality from coronary heart disease 

and diabetes (McKeigue and Chaturvedi, 1996). Delayed access to services may 

also be a contributing factor to increased mortality in specific ethnic minorities group 

(Bardsley and Lowdell, 1999). 

  

People carry within themselves ‘genetic footprints’ often resulting in a different 

prevalence of specific conditions in migrants when compared to the host country 

population (Carballo and Mboup, 2005). For example, thallasemia and sickle-cell 

disease is more prevalent in people of Mediterranean origin than the indigenous 

British. 

 

Rates of infectious diseases such as tuberculosis, HIV/AIDS and sexually 

transmitted infections have been found to be more prevalent in migrants, especially 
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asylum seekers and refugees who tend to migrate from deprived countries (Carballo 

and Mboup, 2005). 

 

1.7.3 – Monitoring Migrants Health 

Knowledge of the health status of migrants is often limited due to a lack of data. 

Health care professionals do not record information on immigration status, but data 

on ethnicity has started to be collated in more systematic ways. Ethnicity is usually 

used as a proxy measure for migration but this category does not distinguish 

between recent immigrants and a second or third generation of migrants. 

Information on country of birth or country of origin would be a better measure of 

migration, but it is not systematically recorded.  

 

Migrants also tend to be excluded from surveys and there may be several reasons 

for this. Migrants are not always aware of their entitlements; they may be illegal 

immigrants, or fear authority as a result of past negative experiences in encounters 

with the officials in their country of origin (Kristiansen et al. 2007). Insufficient 

knowledge of language, lack of professional interpreters and greater costs when 

undertaking interviews with migrants may all lead to difficulties in engaging with this 

population group in any systematic research on health outcomes. 

 

The migrant population is an extremely heterogeneous group and health effects of 

migration heavily depend on the socio-economic and cultural background of 

migrants, their previous health history, the nature and quality of healthcare services 

in their countries of origin, genetic make up, ways of migration and living 

circumstances in the recipient country. As such, it is not possible to examine the 

impacts of migration on health in a complete systematic way. 

 

Although more and more countries are addressing the issue of ethnicity and 

migration, much of the available evidence comes from individual research studies 

rather than systematically collected routine national data. Methodologies also vary 

greatly, reflecting different interests in formulating research questions.  

 

Existing evidence however constitutes a sound basis for assessing and describing 

the relationship between health and migration but generalizations should be used 

with caution. There is a lack of consistency in findings on migrant health, depending 

on the country where research has been conducted and the migrant populations in 

question. Most studies however suggest that morbidity amongst migrants and ethnic 
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minorities is greater when compared to the general population in recipient countries, 

especially in relation to psychological morbidity (Fazel et al. 2005).  

 

There is often a variation in people who migrate, as migrants tend to be healthier 

and younger than the majority in their country of origin (Syed and Vangen, 2003; 

Thomas and Thomas, 2004). This phenomenon is called healthy migrant effect. This 

effect however diminishes with time as migrants become exposed to a set of risk 

factors in the recipient countries; for diseases such as ischemic heart disease 

(Razum and Twardella, 2002), cancer (Swerdlow, 1991) and diabetes (Bell et al. 

2001). Some migrants may actually decide to move to seek treatment for health-

related problems. This was the case for many Bosnian refugees, with injuries, 

disabilities and long-term conditions, who came to the UK as medical evacuees.  

 

In conclusion, the recent increase in numbers of migrants to the UK (Kyambi, 2005) 

has prompted policy makers and health care workers to assess the impact on 

general health and well-being, with a particular emphasis on different groups of 

migrants by their ethnicity, ways of migration and socio-economic circumstances. 

There is a need for an integrated policy and long-term public health promotion 

together with education strategies to ensure migrants’ have adequate access to 

appropriate health and social care services. Only those who are physically and 

psychologically healthy can participate in community life to their full potential.  
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Chapter Two ~ Migration and Psychological Distress 

2.1 Overview of Chapter 

This Chapter provides an overview of research related to psychological distress and 

social functioning experienced by migrant populations displaced either internally or 

externally. The purpose of this Chapter is to summarise the evidence on the 

prevalence of post-traumatic stress disorder, common mental disorders and social 

functioning impairment, and to describe the relationship between psychological 

morbidity, pre-migration and post-migration factors. Discussion is specifically 

focused on a critical appraisal of the existing evidence and identification of potential 

areas for further research. One section of the Chapter focuses specifically on the 

systematic review of the evidence on the difference in prevalence of psychological 

morbidity between asylum seekers, refugees and elective migrants. This area was 

specifically selected for systematic review in order to formulate the null hypothesis 

for the study.  

 

2.2 Migration and Psychological Morbidity 

The impact of migration on mental health has been well documented in previous 

research (Littlewood and Lipsedge, 1997). Pathology however varies according to 

various mediators, such as chosen or forced displacement, levels of support 

migrants have during their journey and after their arrival in the host country, pre-

existing morbidity, and type of personality (Littlewood and Lipsedge, 1997).  

 
Bhugra (2004b), and others, describe a set of vulnerability and protective factors 

that are found to have an impact on health, at individual and social level, during the 

migration process, as in Figure 2. 

  

At the pre-migration level, personality and existing morbidity, exposure to trauma 

and violence or social skills all play a role in psychological vulnerability. The process 

of displacement itself may be alleviated by social support, smooth transition and 

entrance to the country of exile or aggravated by loss, bereavement or forced 

displacement.  

 

The period of adjustment to a new host country will depend on individual’s 

personality, reasons for migration, and similarities between host and recipient 

countries in terms of cultural background, economic development and opportunities 

available for easier assimilation. Post-migration experience, such as stress of 
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adaptation, discrimination and difficult living circumstances may all impair 

psychological well-being, as described in Figure 2 below. The migration process is 

further influenced by the voluntary or forced nature of migration. 

 

Figure 2: Stages and Concepts influencing Psychological Morbidity 
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2.3 Main Stressors during the Migration Process 

Circumstances surrounding the preparation for migration, making a choice to 

migrate and reasons for migration contribute to the possible outcomes of migration. 

Cumulative stressors may be caused by the pre-migration process, such as making 

arrangements for a visa, securing transport and leaving possessions and family 

behind. Some researchers suggest that those who had higher pre-migratory 

expectations were likely to report fewer psychological problems after settling down 

in a recipient society (McKelvey et al. 1993; Ebata et al. 1996).  

 

Furthermore, those who chose to migrate due to economic upheaval and education 

opportunities have a different set of stressors than those who were forced to leave 

the country due to war and violence. Exposure to war and trauma plays a significant 

role in the development of stressors, often leading to psychopathology; a relationship 

discussed later in this Chapter. The following section concentrates on the main 

stressors, such as loss and bereavement, acculturation and acculturative stress.  

 

2.3.1 – Concept of Loss  

The concept of loss was described in 1944 by Lindemann who highlights that loss is 

an important factor in explaining coping mechanisms for those who have lost their 

loved ones. Different phases of a loss bereavement process are identified by 

Kubler-Ros (1989) at a later stage. Those who grieve for lost members of their 

family, or a friend, first go through a denial phase, followed by rejection, anger, 

negotiation and acceptance. For some, this is a natural process of grievance over a 

prolonged period but some people never reach the final phase of acceptance and 

develop various long-term psychological problems.  

 

These theoretical descriptions of distinctive stages of grief were challenged by 

researchers and criticisms include imprecise definition, failure to represent dynamic 

processing that is characteristic of grieving, lack of empirical evidence and validation 

across cultures and historical periods, and a limited focus on intrapersonal 

processes and on health outcomes. Stroebes and their colleagues (Stroebe & 

Schut, 1999) proposed a revised model of coping with bereavement, the dual 

process. This model identified two types of stressors, loss- and restoration-oriented, 

and a dynamic, regulatory coping process of oscillation, whereby the grieving 
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individual at times confronted, at other times avoids, the different tasks of grieving. 

This dual model proposes that adaptive coping is composed of confrontation--

avoidance of loss and restoration stressors. It also argues the need for dosage of 

grieving, that is, the need to take respite from dealing with either of these stressors, 

as an integral part of adaptive coping.  

 

More recent challenges concentrated on empirical examination of the grief stage 

theory (Maciejewski et al. 2007) who considers stages of grief were more accurately 

described as states of grief. Researchers indicate that resolution of grief coincides 

with increasing acceptance of loss, valuable finding that may prove clinically useful 

in easing emotional pain associated with loss (Prigerson and Maciejewski, 2008). 

 

For refugees and migrants, loss is a major stressor during their displacement, for 

example, when they leave their homes behind or when their possessions are 

destroyed. Severe loss is found with Cambodian refugees, including deaths of family 

members and friends, destructions of their property and separation, leading to long-

term emotional problems (Bernier, 1992). It is considered likely that complicated 

grief becomes persistent and is often associated with depression in this particular 

group of migrants (Momartin et al. 2004). Loss is associated with depression, 

anxiety and somatic complaints. Higher rates of anxiety and depression were found 

in the Croatian population who lost their home and their cultural and social 

environment (Kondic and Marvar, 1992), and in South-east Asian refugees who lost 

their employment and social contacts (Nicholson, 1997).  

 

Displaced individuals sustain their loss in flight and during the resettlement process. 

They experience stages of bereavements and are more susceptible to the 

development of psychological problems and impaired social functioning. Different 

populations however have different coping mechanisms that are often dependant on 

individual personalities, but also on the set of circumstances surrounding the 

displacement process.  

 

2.3.2 – Concept of Acculturation 

Acculturation is the process of cultural and psychological change that takes place 

from the contact between cultural groups and their individual members (Redfield et 

al. 1936). This interaction may occur as a result of migration, or during temporary 

travel, such as tourism, international student exchange and work placements 

overseas.  
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Graves (1967) refers to acculturation as a ‘process by which individual, that is a 

participant in a culture contact situation, is influenced by external culture (usually 

dominant) and changing culture (non-dominant) that individual belongs to’. This 

adaptation process may result in a positive change where individuals accept norms 

of the dominant culture and modify their social skills accordingly to fit into the new 

society. The other extreme of this process is complete avoidance of imposed culture 

leading to psychopathology and stress.  

 

Berry (1980) proposes a model of four acculturation strategies (Box IV) depending 

on whether an individual is willing to interact with another culture, and is equally 

prepared to maintain their own culture. When there is an interest in both maintaining 

one’s original culture while interacting with the other culture, Integration is fulfilled. 

The Assimilation strategy is a process throughout which interaction with a new 

culture occurs but one avoids maintenance of one’s own culture. In contrast, when 

individuals value holding on to their own culture but do not accept the new culture 

and avoid integration, Separation is defined. Finally, when there is no interest in 

maintaining one’s own culture but no effort is made to interact with others, 

Marginalization occurs. This model is longitudinal in nature and individuals may 

migrate from one to another acculturation strategy during exposure to the dominant 

culture.  

 

Box IV: Acculturation in Ethno-cultural Groups and Wider Society 

BOX IV 
Cultural Maintenance – 

YES 
Cultural Maintenance - 

NO 

Cultural Participation - YES Integration Assimilation 

Cultural Participation - NO Separation/Segregation Marginalization 

    (Berry, 1980) 

 

This process is dependent on various factors, including receptiveness of the 

dominant culture, circumstances surrounding the migration process, willingness and 

readiness of individuals to adapt to cultural change, and differences, or similarities, 

between migrant’s culture and the recipient culture.  

 

Bhugra (2004a) highlights the notion that a migrant’s attitude toward their own 

culture is an important factor in the acculturation process. Those individuals who 

place a high value on their own culture are more likely to adapt to a new culture and 

integrate fully into a new society. Knipscheer and Kleber (2006) examine the relative 
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relationship between acculturation and mental health among Bosnian refugees and 

find that those who exercise a strong affiliation with cultural traditions and acquire 

instrumental social skills of the host culture experience a better mental health status. 

 

Equally so, if the recipient culture is similar to a migrant’s own culture, the process of 

acculturation is easier. People tend to recognize familiar social clues and already 

have the appropriate social skills that are transferable across similar cultures.  

 

The recipient culture often plays an important role in the integration process. If the 

recipient culture is seen as ‘aloof’ by migrants, and somewhat very different in the 

attitude towards individual human beings, for example, individualistic versus 

collectivist societies, then an acculturation strategy may lead to separation rather 

than integration. Rack (1982) suggests that British society has aloof attitudes and 

migrants are treated with reserve, and often blamed for increased unemployment 

and for being a burden on British society. 

 

Although contemporary evidence suggests the majority of migrants deal with 

stressors successfully and re-establish their lives rather well (Beiser, 2000; Berry et 

al. 2006); for some individuals, the acculturation process often leads to acculturative 

stress leading to varied outcomes.  

  

2.3.3 – Acculturative Stress 

Culture shock refers to the anxiety and other feelings, such as surprise, 

disorientation, uncertainty and confusion, people may experience when they have to 

operate in an entirely different cultural or social environment, such as a foreign 

country. This grows from the difficulties in assimilating the new culture, and from 

understanding what is appropriate. This may be combined with a dislike for, or even 

disgust, (moral or aesthetic) with certain aspects of the new or different culture. The 

term was introduced for the first time by Kalvero Oberg (1954) who describes 

aspects of culture shock as strain, sense of loss and feelings of deprivation, 

rejection by a member of a new culture, confusion in role and role expectation 

values, feelings and self identity; surprise, anxiety and feelings of impotence.  

 

Modern literature tries to avoid the term ‘culture shock’ and prefers the term 

‘acculturative stresses’; as shock focuses on negative experiences while stress 

includes a range of experiences varying from positive to negative. The phenomenon 
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of interest is the intersection between two cultures and acculturation draws attention 

to both cultures (Berry in Bhugra and Bhui, 2007). 

 

When an individual comes into contact with a different culture their behaviour and 

reaction to acculturation is often not a problem and, although stress is experienced, 

they tend to adjust to the new society without major consequences (Ward, 1996).  

 

When greater levels of conflict are experienced and the experiences are 

troublesome but controllable, acculturative stress is an appropriate 

conceptualization (Berry et al. 1987). Once individuals find themselves confused 

when functioning in a different culture and are often not certain what social skills 

should be employed, their responses are stressful and challenging. Provided an 

individual is aware of difficulties encountered and employs different strategies over 

time to either adapt, or accept, differences, stress is resolvable. 

 

On another level, the acculturation process could present a problem and an 

individual may require professional assistance to overcome difficulties. Several 

studies indicate the association between acculturation and psychological problems. 

Acculturation has been found to relate to general distress (Nicholson, 1997), low 

self-esteem (Nesdale et al. 1997), mental disorders and depression (Vega et al. 

2000). Acculturation may also play an important role in migrants’ attitudes towards 

mental health, utilization of mental health services and engagement in counselling 

services (Klonoff and Landrine, 2000). Other factors may impact on the relationship 

between acculturation and stress, such as the nature of the host society, and 

demographic, social and psychological characteristics of the individual exposed to 

the different culture.  

 

Although evidence is inconclusive as to whether higher levels of acculturation are 

associated with higher or lower levels of emotional distress and psychological 

morbidity, it is evident that the acculturation process is an important factor in 

psychological well-being. Berry et al. (2006) suggests that those who are 

marginalized, in a sense of acculturation strategies, tend to be highly stressed along 

with those who are inclined toward separation. Those who achieve full integration 

tend to show minimal levels of stress. Evidence on relationships and acculturation in 

different migrant groups is therefore necessary to inform preventive strategies and 

reduce the risk of mental disorders in multicultural societies.  
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2.4 Psychological Morbidity 

The evidence on prevalence of psychological morbidity in migrants and ethnic 

minorities is controversial, and often complex to interpret. The process of migration, 

including the decision to leave your own country, preparation, leading to 

displacement and, finally, the resettlement process in the host country, including 

acculturation, will influence individuals in different ways, according to the set of 

circumstances during this complex process. Some individuals may even have 

mental illness problems before the migration process. 

 

Research suggests elective migrants are more at risk of developing schizophrenia 

and psychotic disorders, but prevalence of common mental disorders in this 

population group is not as clear (Littlewood and Lipsedge, 1997). Early studies from 

America report that people born in Norway who resettled in that country had higher 

hospital admission rates with schizophrenia than the natives, and even higher rates 

compared to Norwegians in Norway (Odegaard, 1932). This research provoked a 

proliferation of hypotheses on this issue but two main competing theories were: 

those vulnerable to psychiatric illness were more likely to migrate versus a theory 

that immigration and acculturation were stressful processes that lead to 

psychological morbidity (Cochrane and Bal, 1987). Decades of research debated 

possible etiological factors for schizophrenia prevalence in migrants suggesting that 

higher rates of schizophrenia had been reported in migrants compared to the 

indigenous population; but highlighting social factors, such as language, poverty, 

unemployment, racism and family dysfunction were central to the increased risk 

(Kinzie, 2006).  

Meta-analysis by Cantor-Graae and Selten (2005) implicated migration as a risk 

factor for schizophrenia. Both, first (RR 2.7, 95%CI 2.3-3.2) and second-generation 

migrants (RR 4.5, 95%CI 1.5-13.1) were at increased risk of schizophrenia along 

with those who were from the developing world (RR 3.3 95%CI 2.8-3.9) and 

migrants from areas where the majority of the population is black (RR 4.8, 95%CI 

3.7-6.2). 

 

The Ethnic Minority Psychiatric Illness Rates in the Community (EMPIRIC) study 

examines the prevalence of common mental disorders and psychosis among 

different ethnic groups and reveals higher rates of mental illness in different ethnic 

groups compared to the white indigenous population (Nazroo and Sproston, 2002). 

 

 38



A number of studies examining forced migration found a high prevalence of PTSD, 

anxiety and depression (Silove, 1999; CVS Consultants, 1999; Mollica et al. 2001).  

 

The following sections concentrate on reviewing post-traumatic stress disorder, 

depression and anxiety rates in two groups: ‘elective’ migrants, referred to as 

‘migrants’, and those forced to migrate, referred to as ‘refugees’. In this study, the 

term ‘refugee’ is inclusive of the asylum seekers category. 

 

2.5 Common Mental Disorders 

A study by Goldberg and Huxley (1992) defines common mental disorders as non-

psychotic depression and anxiety symptoms. Work of Ormel and colleagues (1995) 

however suggests the definition should include a range of phobias and obsessive-

compulsive disorders which are highly correlated with anxiety symptoms. Lack of an 

agreed classification system to define symptoms that relate to common mental 

disorders resulted in different instruments being devised, measuring a range of 

symptoms from combined depressive disorders and anxiety symptoms to co-morbid 

depressive and anxiety disorders correlated with a range of phobic symptoms and 

obsessive-compulsive disorders.  

 

Most research studies use instruments developed either in Europe or North America 

which may only measure Western-specific symptoms of emotional distress. As such, 

studies of common mental disorders in ethnic minority groups, including migrants, 

are controversial and the validity of certain findings has been challenged (Ahearn, 

2000).  

 

2.5.1 – Depression 

Depression is a common mental disorder that presents with a depressed mood, loss 

of interest or pleasure, feelings of guilt or low self-esteem, disturbed sleep or 

appetite, low energy and poor concentration. These problems can become chronic 

or recurrent and lead to substantial impairment of an individual's ability to take care 

of his or her everyday responsibilities. At its worst, depression can lead to suicide. 

 

2.5.2 – Anxiety 

In anxiety disorders, the dominant symptoms are highly variable, but complaints of 

continuous feelings of nervousness, trembling, muscular tension, sweating, light-

headedness, palpitations, dizziness and epigastric discomfort are common. Fears 

that the sufferer or a relative will shortly become ill or have an accident are often 
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expressed, together with a variety of other worries and forebodings. Its course is 

variable but tends to be fluctuating and chronic. Different forms of anxiety may 

include social anxiety, phobias and obsessive-compulsive disorders.  

 

2.5.3 – Discussion 

The prevalence of common mental disorders (CMD) varies among different 

population groups. Ethnicity and migration are some of the factors that impact on 

this variability. The prevalence reported in existing research has been changing over 

time, reflecting, for example, variations in migration policies, different measurement 

tools employed at the time of the research, and clinical samples being compared 

with community samples. It is important to understand variations in the prevalence 

of CMD over time, and factors that impact on change, to inform quality improvement 

of clinical practice, future policy development and to recommend further research. 

 

Common mental disorders, such as anxiety and depression, have a combined 

prevalence of about 15 % amongst the general population of the United Kingdom 

(Meltzer et al. 1995). These disorders are the largest contributors to period of years 

living with a disability for adults across the world (WHO, 2001). In the UK, CMD 

account for one-third in days lost from work and one-fifth of all GP consultations. 

Ninety five percent of CMD cases are managed within primary care (Lloyd, 2006).  

 

The findings on prevalence of common mental disorders in migrants and ethnic 

minorities are not as clear as evidence suggesting a relationship between migration 

and schizophrenia.  

 

Earlier studies demonstrated a higher prevalence of CMD in migrant groups 

worldwide (Krupinski, 1967; Kimura et al. 1975). A recent systematic review by 

Lindert and colleagues suggests the prevalence of anxiety and depression varied 

greatly among different groups of migrants (Lindert et al. 2008a).  

 

The Greek Cypriot population showed higher rates of anxiety but lower rates of 

depression than their white native comparison group, and these rates of anxiety 

were comparable to Greeks living in Athens, implying the possibility that migration 

did not make any difference to psychological outcomes (Maveras et al. 1988). In the 

UK, Murray et al. report that Asian men are more likely to access general 

practitioners, although they have fewer emotional problems than their white 

counterparts (1986). Other research suggests that emotional disorders are less 
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common among Indians or Pakistanis when compared with native whites (Cochrane 

and Bull, 1987).  

 

More recent studies suggest a higher prevalence of common mental disorders in 

migrants and ethnic minorities compared with indigenous population, but findings 

are not always consistent. In a community survey in the West Midlands, 

Commander et al. (1997) found a significantly higher prevalence of CMD among 

Asian residents compared with white and black indigenous people. A higher 

prevalence was observed in a community and primary care sample (37 % and 30 % 

respectively). In contrast, Bhui et al. (2001) found a high prevalence of CMD in 

Punjabi patients (41 %) accessing primary care in the inner city but the prevalence 

was comparable to those in white British controls (39 %).  

 

A number of large national surveys of ethnic minorities and mental health have been 

conducted in the UK over the last 15 years. The Fourth National Survey of Ethnic 

Minority Health (Nazroo, 1997) reports a higher prevalence of common mental 

disorders in the Irish and Black Caribbeans, but a lower prevalence in Indian and 

Pakistani men and women and in Bangladeshi men. The author concludes that, 

overall, migrants had a lower rate of depression compared to the white groups 

(Bhugra, 2004b). 

 

Findings from the Ethnic Minority Psychiatric Illness Rates in the Community 

(EMPIRIC) study has suggested significant differences in the prevalence of CMD 

between individuals of White, Irish, Black Caribbean, Bangladeshi, Indian and 

Pakistani ethnicity (Nazroo and Sproston, 2002). The observed prevalence ranged 

from 11 % in white men to 26 % in Pakistani women. Compared with White 

informants of the same gender, Irish men (RR 2.09, 95%CI 1.16-2.95) and Pakistani 

men (RR 2.38, 95% CI 1.25-3.53) aged 35-54 years had significantly higher CMD 

prevalence even after adjusting for difference in socio-economic status. Higher 

prevalence was also observed among Indian and Pakistani women aged 55-74 

compared to white women of the same age group. Bangladeshi women had a lower 

prevalence than white women (Weich et al. 2004). Among the Indian and Pakistani 

groups, CMDs are more prevalent in women than in men. Those who were born in 

England or migrated here in their early years also had a higher prevalence. There 

was no difference between the prevalence in Black Caribbean and White samples. 

This study is one of the most comprehensive population studies in this field although 

the interpretation of the findings can be challenged. It is possible that social 
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networks and social capital can act as protective factors in the development of CMD 

in some ethnic minority groups.  

  

Studies examining the prevalence of common mental disorders in any post-conflict 

phase are sparse. Most studies researching mental illness in asylum seekers and 

refugees have concentrated on post-traumatic stress disorder (PTSD), often 

neglecting the importance of CMD morbidity in this population. Studies that focus on 

common mental disorders among these groups often found a high prevalence of 

anxiety and depression and high co-morbidity with PTSD (de Jong et al. 2003).  

 

Bhui and colleagues identify an overall CMD prevalence of 33.8 % in Somalian 

refugees recruited from the community and primary care, suggesting that a higher 

risk of mental illness was associated with those recruited from primary care (Bhui et 

al. 2006). These findings confirm similar suggestions by previous research. 

 

In a study on Kosovar refugees resettled in the UK (Turner et al. 2003), the 

prevalence of depression was 61.4 %. Of these refugees, 43.7 % of the participants 

had moderate or severe depressive disorders. Over half of the participants (56.9 %) 

were found to have anxiety symptoms with 34.1 % reporting moderate or severe 

anxiety disorders (Turner et al. 2003). This study used both self-reported and 

clinician-administered measurement tools and the author reports that self-reported 

measurement tools yielded higher prevalence estimates.  

 

Internally displaced people have been reported to have a prevalence of depression 

and anxiety ranging from 18.6 % in Bosnian refugees resettled in Croatia (Mollica et 

al. 1999) to 67 % in internally displaced persons in Uganda (Roberts et al. 2008). 

Both studies used self-reported measures such as the Hopkins Symptom Checklist 

(HSCL-25). 

 

In summary, the prevalence of common mental disorders in asylum seekers and 

refugees was found to vary from 16 % to 65 % depending on the settings of the 

research, length of stay in resettlement countries and assessment tools used.  

 

Only a few studies examine the long-term prevalence of anxiety and depression in 

asylum seekers and refugees. A longitudinal study that followed up refugees for 

three years found no change in anxiety and depression symptoms measured by 

HSCL-25 (Lie, 2002). Lerner et al. (2005) examine changes in psychological 
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distress in Soviet Union immigrants resettled in Israel and found no decrease in the 

levels of psychological morbidity over a five year period.  

 

Hermansson et al. (2002) report a high prevalence (43 %) of CMD in refugees 

resettled in Sweden for 8 years. In contrast, Steel and colleagues examine mental 

illness in a sample of Vietnamese refugees 11 years after their arrival to Australia 

and found that only 5 % of participants had anxiety disorders and 3 % had 

depressive disorders (Steel et al. 2002). It is possible that people resettled in 

countries with better social support and more successful integration policies, have 

lower prevalence of CMD, as suggested in previous studies (Lindert et al. 2009). 

 

Co-morbidity of CMD and PTSD is found to be high ranging from 80 % to 95 % in 

refugee samples (Turner et al. 2003; Bhui et al. 2006). Some researchers even 

suggest that PTSD could translate into depression and anxiety in the context of 

trauma (Bodkin et al. 2007). 

 

2.6 Post Traumatic Stress Disorder 

Post-traumatic stress disorder (PTSD) is a term used for certain psychological 

consequences of exposure to, or confrontation of, stressful event that a person 

experiences as highly traumatic (Ahearn, 2000). The experience must involve actual 

or threatened death, serious physical injury or a threat to physical and/or 

psychological integrity. Symptoms of PTSD can include nightmares, flashbacks, 

emotional detachment or numbing of feelings (emotional self-mortification or 

dissociation), insomnia, avoidance of reminders and extreme distress when exposed 

to reminders, or ‘triggers’, irritability, hyper vigilance, memory loss and an excessive 

‘startle’ response. This condition, relatively recently diagnosis in psychiatry, was 

initially described for Vietnamese veterans in the United States and first appearing in 

the Diagnostic and Statistic Manual of Mental Disorders in the 1980s (APA, 1980).  

Although this condition appeared in the specific social and economic context 

following the Vietnam war, it has been applied universally to victims of war and 

persecution regardless of cultural group and place of origin (Young, 1995). Young 

(1995) further argues that PTSD and its treatment are crucially influenced by a wide 

range of historical, social and economic factors and that this condition is “glued 

together by practices, technologies and narratives in which it is diagnosed, studied 

and it is represented by various interests, institutions and moral arguments that 

mobilised effort and resources.” PTSD diagnosis in refugee population have been 

the subject of sustained and growing critique over the last two decades focusing on 

 43

http://en.wikipedia.org/wiki/Psychology
http://en.wikipedia.org/wiki/Stress_%28medicine%29
http://en.wikipedia.org/wiki/Psychological_trauma
http://en.wikipedia.org/wiki/Nightmare
http://en.wikipedia.org/wiki/Flashback_%28psychological_phenomenon%29
http://en.wikipedia.org/wiki/Emotional_detachment
http://en.wikipedia.org/wiki/Dissociation
http://en.wikipedia.org/wiki/Insomnia
http://en.wikipedia.org/wiki/Irritability
http://en.wikipedia.org/wiki/Hypervigilance
http://en.wikipedia.org/wiki/Memory_loss
http://en.wikipedia.org/wiki/Startle_response


the way in which Western psychiatric categories have been ascribed to the refugee 

population lacking the attention to the social, political and economic factors that may 

play more important part in refugee’ experience (Watters, 2001). While categories 

and sub-categories of PTSD continue to be refined in relation to general populations 

(Bodkin et al., 2007), refugees still tend to be encapsulated with designation of 

PTSD or trauma-related problems. Summerfield (1999) argues that PTSD 

pigeonholes refugees while limiting attention to their own perception and 

interpretation of distress and their choice of suitable treatment. 

 

Epidemiological studies in the United States have found the prevalence of PTSD 

between 1 % and 7 % among the general population (Helzer et al. 1987). While 

there is no comparative data available from the United Kingdom, other studies in 

developed countries suggest similar PTSD rates to those in the United States 

(Kessler, 2000). A study among the Australian-born population identified a 3.5 % 

prevalence for PTSD (Silove et al. 2007b). 

 

The first study of PTSD in a refugee population documented a high prevalence of 

depression and PTSD among Cambodian refugees (Kinzie et al. 1984). Studies that 

researched PTSD among adult asylum seekers and refugees reported estimates of 

the prevalence at 5 % to 50 % in a community sample, rising to over 80 % amongst 

hospitalised refugees (Silove, 1999; Favaro et al. 1999; Mollica et al. 2001; Bhui et 

al. 2006). Larger and more rigorous surveys usually report lower estimates than 

studies with a less optimal design (Fazel et al. 2005). The prevalence reported also 

varies according to the assessment scales used, time lapsed from the exposure to 

trauma to assessment, and whether the study subjects were drawn from a 

community or a clinical settings. Surveys that used self-reported measures and 

recruited participants from clinical settings or refugee camps, and performed the 

assessment up to three years since the exposure to trauma or violence, yielded 

higher estimates (Mollica et al. 1999; Fazel et al. 2005).  

 

To summarize existing evidence, Fazel and colleagues conducted a systematic 

review of severe mental disorders in refugees resettled in western countries and 

selected 20 eligible surveys that provided results for 6,743 adult refugees from 

seven countries (Fazel et al. 2005). These authors suggest that refugees resettled in 

western countries were ten times more likely to have PTSD than the age-matched 

general populations in those countries. It is possible that earlier studies on PTSD 
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yielded higher prevalence estimates due to sampling bias or were reflecting a 

relatively short time-line between exposure to trauma and assessment of morbidity.  

 

A number of studies explore PTSD prevalence in asylum seekers and refugees from 

the former Yugoslavia resettled in the UK, Australia and the USA (Mollica et al. 

2001; Momartin, 2003; Turner et al. 2003). Most of these studies are 

methodologically compromised, either by a selection of a non-random sample, over-

representation of clinical samples or recruitment of a small number of participants. 

Caution must therefore be exercised in making generalisations on the psychological 

impact of the war on this population. Nevertheless, most studies report broadly 

consistent rates of PTSD. Momartin and colleagues (2003) examined a community 

sample of 126 Bosnian Muslim refugees resettled in Sidney, Australia and found 

that 63 % of the sample was diagnosed with PTSD. Momartin’s findings are similar 

to those Weine and colleagues found in a sample of Bosnian refugees resettled in 

the USA (Weine et al. 1998).  

 

Only one study in the UK, to date, estimates the prevalence of PTSD in a group of 

people originating from the former Yugoslavia. Turner and colleagues conducted an 

epidemiological survey of Kosovar refugees recruited from reception centres in the 

UK with results showing that just under half of the group surveyed had a diagnosis 

of PTSD (Turner et al. 2003). This study implies that self-reported measures, in 

contrast to clinician-administered questionnaires, appear to overestimate the 

prevalence of PTSD. The reported prevalence of PTSD in this study was perhaps 

relatively low considering the subjects in the study had recently arrived in the UK 

from a war affected area. These findings could be explained by the resilience of 

those who survived the conflict, as the authors claim, or could be due to 

methodological errors. Although this study used a large community sample, neither 

participants nor the reception centres were randomly chosen. It is possible that 

those who took part were probably more articulate and healthier than those that 

declined participation. There was also a low response rate on questions relating to 

the impact of trauma and duration of symptoms that could have underestimated 

PTSD diagnosis.  

 

Current research in the field of refugee mental health concentrates on the long-term 

effects on psychological morbidity of war, trauma and violence accompanied by 

difficult living conditions in resettlement countries. Studies following refugees, for up 

to two decades after arriving in exile, found a strikingly high prevalence of PTSD and 
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depression (60 % and 50 % respectively) (Mollica et al. 2001; Lie, 2002; Marshall et 

al. 2005). These findings suggest that long-term effects of trauma and violence, 

manifested as PTSD and depression, are not self-limiting and may not improve 

without special interventions. 

 

In summary, there is overwhelming evidence of the association between post-

traumatic stress disorder and exposure to torture, trauma and mass displacement 

(Silove et al. 1998). A number of studies attempt to estimate the prevalence of this 

condition but robust epidemiological evidence is still sparse and conflicting. 

Refugees are known to be at a higher risk of developing PTSD but studies to date 

report discrepancies in estimated prevalence, and the interpretation of findings has 

been complicated by the use of different sampling strategies and a number of non-

comparable assessment methods. 

 

2.7 Systematic Literature Review on the difference in 

prevalence of psychological morbidity in asylum seekers, 

refugees and elective migrants 

 
A systematic review is defined as: 

‘an efficient scientific technique to identify and summarise evidence on 

the effectiveness of interventions and to allow the generalisability and 

consistency of research findings to be assessed and data 

inconsistencies to be explored‘’            (Woolf, 1992).  

 

Health care decisions for individual patients and for public policy should be informed 

by the best available research evidence. Practitioners and decision-makers are 

encouraged to make use of the latest research and information about ‘best practice’, 

and to ensure that decisions are rooted in this knowledge. However, the proliferation 

of biomedical research in the 20th century makes it difficult for decision makers to 

appraise the evidence based on primary research, often based on a small sample 

size or methodologically flawed or biased.  

 

The need to strengthen the evidence on clinical and cost-effectiveness of medical 

procedures and interventions prompted development of rigorous processes aiming 

at a research synthesis. In this study, a systematic review synthesises the evidence 

on a specific question to examine the strength of existing evidence and identify 

areas for further research development.  
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2.8 Systematic Review Question  

Studies in various settings indicate that asylum seekers and refugees, either 

internally or externally displaced, have higher rates of mental illness than non-

refugees living in the same environment (Lopes Cardozo et al. 2000). Fazel et al. 

(2005) suggest that refugees resettled in western countries have a higher 

prevalence of PTSD and major depression than the aged-matched general 

population in those countries.  

 

Two meta-analyses studies by Porter and Haslam synthesized existing research 

aimed at establishing the magnitude of the mental health consequences of forced 

displacement.  

 Their first meta-analysis, conducted in 2001, included a sample of asylum 

seekers, refugees and internally displaced population from the former 

Yugoslavia (Porter and Haslam, 2001). Pooled evidence suggested 

significantly poorer mental health outcomes in refugees compared to non-

refugees. The effect size was combined for overall weighted average (d = 0.50 

with range from 0.45 to 0.55) implying that displaced individuals were about 

one half of a standard deviation more disturbed that non-displaced controls. 

The psychological consequences of forced displacement were found to vary 

significantly as a function of chronic stressors, for example, locus of 

displacement and type of accommodation in exile, and were also associated 

with other factors, such as degree of war exposure in non-displaced groups. 

This study was limited by a small total sample size and the cross-sectional 

design of most primary studies where researchers did not control for all 

confounding factors. Thus, estimates of the strength of the association may 

have been overestimated.  

 Their second study aimed to establish the extent of compromised mental 

health of forced migrants using a worldwide sample. Selection criteria for the 

meta-analysis included studies that investigated a refugee group and at least 

one non-refugee comparison group, either internally displaced or migrants, 

and reported one or more quantitative group comparisons on measures of 

psychopathology. Fifty-six reports met inclusion criteria including 67,294 

participants (22,221 refugees and 45,073 non-refugees). The weighted mean 

effect size (d = 0.41 with range of -1.36 to 2.91) suggest that refugees had a 

moderately poorer mental health outcome despite large variation in effect 

sizes. The effect size decreased with the contamination in the control group 
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Although research over the last decade concentrated on the syntheses of existing 

evidence, aiming at quantifying the impact of migration on mental health, none of the 

studies employed a robust, comparative design. Furthermore, no studies compared 

long-term mental health outcomes of refugees from the former Yugoslavia resettled 

in the western world with non-refugees originating from the same part of the world.  

 

Despite the existence of pooled evidence on the magnitude of difference in 

prevalence of PTSD, depression and anxiety between refugees and non-refugees, 

there is still a lack of a robust, comparative primary epidemiological research that 

addresses the question of whether mental health problems asylum seekers and 

refugees experience are more numerous, severe or qualitatively different from those 

among other, ‘elective’, economic migrants from the same part of the world? 

 

Comparative research has been made more difficult because of logistical issues that 

arise when efforts are made to identify hard-to-reach groups. Careful consideration 

needs to be given to the selection of a comparison group with similar characteristics 

to a refugee population, for example, demographics and living circumstances in 

exile, may still be different through the level of exposure to war and trauma. The 

existing knowledge on the impact of forced migration on mental health 

consequences is therefore still incomplete.  

 

Due to a lack of robust, comparative evidence on the extent of impaired mental 

health in various migrant populations, the author conducts a systematic review to 

address the following question: 

What is the impact of forced versus voluntary migration, on the 

prevalence of psychological morbidity (common mental disorders, 

anxiety, depression and post-traumatic stress disorder) in migrants 

resettled in western countries. 
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2.9 Search Strategy 

The author undertook a comprehensive search, for the period between 1980 and 

2008, on the following primary databases: OVID Medline, EMBASE, Pubmed, British 

Medical Journal, Psych-Info, and via search engines, such as Ingenta, Blackwell 

Science and Refugee Study Centre Library, and the University of Oxford. Backward 

and forward citation tracking, cross-reference checking and a search for grey 

literature through national and international conference networking was also 

conducted. Key terms and associated words used are presented in Box V.  

 

 

 

Box V: Key Search Terms 
 
Migrants: refugee(s), asylum seekers, immigrant(s), displaced, ‘forced migration’, 

oluntary migration’, ‘economic migrant’, migrant(s), ‘labour migrant(s)’. ‘v
 
Mental Health: anxiety, depression, post-traumatic stress disorder(s), common 

ental disorder, psychological morbidity, psychiatric illness. m
 
Combined Terms: 
All terms of Migrants AND Mental Health were combined 

 

 

 

 

2.9.1 – Eligibility Criteria 

Inclusion criteria for the study selections were based on the Population, Intervention, 

Comparator, Outcome and Study design, acronym PICOS, recommended by the 

Centre for Research and Dissemination, University of York (CRD, 2008). This 

acronym enables researchers to apply eligibility criteria in a systematic way:  

 Populations included in the review were adults over 18 years of age who were 

migrants (asylum seekers, refugees and immigrants) resettled in countries 

unaffected by war. All migrant populations were included in the review, 

regardless of their country of origin.  

 Intervention measures are not a subject of this review but exposure was 

identified as ‘forced’ versus ‘elective’ migration.  

 Comparator for the refugee and asylum seeking population was at least one 

non-refugee group defined as either voluntary, elective or labour migrant group 

and/or from the population born in the resettlement country.  

 Outcomes of interest were common mental disorders, including anxiety and 

depression and post-traumatic stress disorder. Some comparative studies that 

measured combined prevalence of psychiatric illness or psychological 

morbidity were included in the review.  
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 This review included only quantitative Studies that were mostly cross-sectional 

or observational.  

 

2.9.2 – Data Extraction 

For every eligible study, data fields were extracted onto an Excel spreadsheet:  

 General characteristics: authors, study titles, year and country of the study, 
year of publication; 

 Study characteristics: defined aims, objectives and hypothesis, study design, 
sampling strategy; 

 Participant characteristics: migration and residence status, sample size, age, 
gender, ethnicity, country of origin, definition of refugee, asylum seeker and 
immigrant; 

 Study setting: internal or external displacement, community, institutional, 
healthcare; country; 

 Outcome data: prevalence rates on anxiety, depression, combined 
psychological morbidity, post-traumatic stress disorders, instruments and 
measurement scales used, whether tool used was self-reported measure or 
clinical interview scale; 

 Analyses: Statistical test, statistical significance, univariate and multivariate 
analyses, magnitude of difference in the prevalence e.g. effect size (OR, 
RR). 
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2.10 Selection of Studies and Data Analyses Strategy 

The initial literature search generated 635 titles. Of those, 413 were excluded after 

an examination of their titles. In total, 222 studies met initial eligibility criteria but 

after closer examination, only 9 studies met the criteria for inclusion in the final 

analyses (Diagram 1). 

 

Diagram 1 PRISMA Flow Diagram (Moher et. al. 2009) 
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2.11 Data Synthesis 

The review includes nine publications from eight studies providing data for 2,498 

adult refugees from 11 countries (Iran, Chile, Kurdistan, Central America, Lebanon, 

Indochina, Pacific Islands, Sri Lanka, Vietnam, Latin-America and Bosnia). The 

studies also included 1,928 adult immigrants from Turkey, Poland, Mexico, Central 

America, Pakistan, the former Yugoslavia, Pacific Islands, Britain, Finland and South 

Europe. The comparative general population included a sample of 12,486 people 

from Australia, Sweden and America. Studies were undertaken in Sweden, 

Denmark, the USA, New Zealand and Australia. A summary of the main findings is 

presented in Table 1. 

  

Eight studies were designed as cross-sectional surveys and one study was a small 

clinical case series study with no attempts made to establish causal relationships 

between psychological morbidity and ways of migration.  

 

Reported prevalence of PTSD varied from 3.5 % in Vietnamese compared to 

Australian-born (Silove et al. 2007b) to 69 % in a clinical sample of refugees 

(Jensen et al. 1989). Anxiety levels reported were generally low ranging from 3.1 % 

in Vietnamese refugees (Silove et al. 2007b) to 18 % in Pacific Islands immigrants 

(Pernice and Brook, 1994). Reported prevalence of major depression varied from 

1.8 % in Vietnamese refugees (Silove et al. 2007b) to 29 % in Indochinese refugees 

(Pernice and Brook, 1994).  

 

The presence of PTSD was assessed in five studies; four of these reported 

significantly increased risk of PTSD in refugees compared to migrants or indigenous 

population (Cervantes et al. 1989; Jensen et al. 1989; Silove et al. 1998; Thulesius 

and Hakansson, 1999). Cervantes (1989) considers the impact of self-reported 

reasons for migration on PTSD development and finds that Central Americans who 

migrated as a result of war or political unrest showed the highest rates of PTSD and 

reported the highest number of symptoms, a mean (SD) of 6.88 (2.27) symptoms. 

Central Americans who migrated for reasons other than war reported a mean (SD) 

of 5.96 (2.3) symptoms; Mexican immigrants 5.34 (2.09) symptoms, Mexican 

Americans 3.73 (1.89) symptoms and Anglo-Americans 3.27 (1.74) symptoms. A 

significant main group effect was found (F=52.2, df=4,582, p<0.001). Scheffe’s post-

hoc comparison reveals that the Central Americans who experienced war or political 
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upheaval reported a significantly greater number of PTSD items compared with 

each of the other sub-samples except for those Central Americans who did not 

report war as a reason for migration. Mexican immigrants and Central Americans 

who migrated for reasons other than war reported a significantly greater number of 

PTSD items compared with two non-migrant groups. 

 

A clinical study conducted in Denmark in the late 1980’s (Jensen et al. 1989) 

examined case notes retrospectively to ascertain those patients who were most 

likely to meet PTSD diagnostic criteria. The study illustrates marked differences 

between migrants and refugees on post-traumatic stress disorder. This study 

involved a series of case note reviews, and findings were presented in a descriptive 

form. The authors did not attempt to establish or quantify the association between 

migration status and differences in the prevalence of PTSD between two groups.  

 

A small study of Tamil migrants’ resettled in Australia examined the levels of past-

trauma, post-migration living difficulties and psychological morbidity between asylum 

seekers, refugees and immigrants using HSCL-25 and HTQ (Silove et al. 1998). A 

bivariate median split was used to assign subjects to ‘high’ and ‘low’ PTSD 

categories. The Tamil asylum-seeking group had a significantly higher OR of 3.2 

(95% CI 1.59-6-59) compared to Tamil migrants and were assigned to the ‘high’ 

category. 

 

Another study, comparing PTSD in Bosnian refugees with a Swedish population 

selected from health centres, estimated prevalence ranging from 25.3 (95%CI 10-

62) to 68 (95%CI 9-492) for Bosnian refugees. Two estimates were based on a 

range of scores representing severity of the PTSD diagnosis.  

 

Findings from these studies support previous research evidence of refugees being 

at a higher risk for PTSD symptoms and diagnosis, especially those residing in the 

host country for up to five years at the time of assessment.  

 

One study that assesses Vietnamese refugees resettled in Australia for over a 

decade did not suggest significantly higher rates of PTSD when compared to the 

general population in the host country (Silove et al. 2007b). Since the study was 

limited to only one ethnic group, the results may not be fully generalisable to other 

refugee populations. Rates of PTSD tend to be lower amongst the Vietnamese 

refugees (Hauff and Vaglum, 1994; Fazel et al. 2005) in comparison with other 
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refugee groups. These findings are therefore likely to represent a conservative 

estimate of long-term trauma related PTSD.  

 

Anxiety, depression and combined psychological morbidity are measured outcomes 

in all nine studies. Of these, two studies reported a similar prevalence of anxiety, 

depression and combined psychological morbidity in refugees and asylum seekers 

when compared to the migrant population.  

 

Cervantes et al. (1989) examine the relationship between self-reported symptoms of 

anxiety, depression and post-traumatic stress disorder and self-reported reasons for 

migration. No statistically significant difference was observed among five groups in 

anxiety, depression or generalised distress. Similarly, Jensen et al. (1989) did not 

find any significant difference in the prevalence of depression in a clinical sample of 

refugees and migrants.  

 

A further five studies quantified significant differences in mental health levels 

(anxiety, depression and combined psychological morbidity) in asylum seekers and 

refugees compared to voluntary migrants.  

 

Silove and colleagues (1998) note that only the Tamil asylum seeking group had a 

significantly higher OR of 3.8 (95%CI 1.85-7.91) on being assigned to the ‘high’ 

category for depression when compared to Tamil migrants. Similarly for anxiety 

‘high’ scores; only the Tamil asylum seeking group had higher OR of 3.6 (95%CI 

1.76-7.54) compared to migrants but no other ORs were statistically significant. The 

difference in the comparison may be explained by the difference in length of stay 

(LoS) in resettlement country between asylum seekers (mean LoS 3.7 years SD 1.4) 

and migrants (mean LoS 6 years SD 4) compared in this study. 

 

Another cross-sectional study investigates and compares mental health levels 

among refugees and immigrants living in New Zealand (Pernice and Brook, 1994). 

The hypothesis that migrant status, being a refugee or immigrant, affects mental 

health was only supported in a comparison with British migrants. The difference in 

anxiety scores measured by HSCL-25 was significant between Indochinese 

refugees and British immigrants (p<0.01) and between Pacific Islands and British 

migrants (p<0.01). Similarly, the difference in depression scores were significant 

between Indochinese refugees and British immigrants and between Pacific Islands 

and British migrants (p<0.01). 

 54



 

This study also reported the difference in proportion of individuals whose scores for 

anxiety and depression were defined to be of clinical severity (Table 1). Difference in 

frequencies were significant for total emotional distress X2 (2,n = 249)=11.49, 

p<0.01; for anxiety X2 (2,n = 249)=6.94, p>0.05 and for clinical depression X2(2,n = 

249)=12.32, p<0.01. While Indochinese refugees experienced significantly more 

anxiety and depression than British immigrants, the difference in emotional distress 

was minor when compared to Pacific Islands migrants.  

 

Bayard-Burfield and colleagues (2001) compared Iranian, Chilean and Kurdish 

refugees and Turkish and Polish migrants with Swedish population. With the 

exception of Kurds, all other groups showed a significantly increased risk of self-

reported psychiatric illness. Iranians had the highest risk, with an OR of 6.17 (95%CI 

4.11-9.26) that remained significant after adjusting for various risk factors. All other 

groups did not show an increased risk of psychiatric morbidity after adjusting for all 

independent variables such as age, ethnicity, marital status, knowledge of Swedish, 

and employment status. Iranian and Chilean refugees were at a significantly 

increased risk of self-reported psychiatric illness (OR 3.13; 95%CI 1.95-5.05) when 

compared to Polish migrants (OR 1.93; 95%CI 1.25-2.98).  

 

Differences in the prevalence of depression and unspecified psychological morbidity 

are more marked in those studies that compared refugees to the general host 

population.  

 

Being a Latin-American refugee was a strong independent risk indicator for 

psychological distress, with an estimated OR of 4.39 (95%CI 2.49-7.31) when 

compared to the Swedish born population and controlled for confounding factors 

(Sundquist et al. 1994). Furthermore, Thulesius and Hakansson (1999) report that 

Bosnian refugees had OR of 6.2 (95%CI 3-11) for developing major depression 

when compared to a Swedish indigenous population recruited from health centres. 

  

In contrast to the above findings, two publications referring to the same study 

reported higher rates of anxiety (5.9%; 95%CI 5.7-6.0) and major depression (6.7%; 

95%CI 6.6-6.8) in the general Australian population compared to Vietnamese 

refugees. The prevalence of anxiety for Vietnamese refugees was 3.1 % (95%CI 

1.6-4.5) and prevalence of depression was 1.8 % (95%CI 1-7) (Steel et al. 2002; 

Silove et al. 2007b). This population previously reported lower levels of 
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psychological morbidity and also have a cultural tendency to under-report symptoms 

(Silove et al. 2007b). Considering this study only concentrated on one ethnic group 

that is distinctive in their attitude to mental health, these findings need to be 

interpreted with caution and may not be generally applicable to other groups.  

 

In summary, synthesised evidence on the relationship between PTSD and ways of 

migration suggest the significant impact of forced migration on the development of 

PTSD. However, pooled and comparative evidence on anxiety, depression, common 

mental disorders and general psychological distress are scarce and inconclusive, 

suggesting the impact of migration on development of these outcomes depends on 

a number of independent factors, such as ethnicity, cultural difference between 

migrating population and host country, employment status and length of stay in 

resettlement country.  

 

2.12 Methodology Considerations 

Reviewing the literature on the impact of ways of migration on psychological 

morbidity is challenging and complicated by the fact that research in this specific 

area is sparse and lacking a comparative element (Table 2). Despite an 

overwhelming body of evidence on psychological morbidity in various migrant 

populations, there is a lack of robust epidemiological studies that use a comparative 

design for voluntary and forced migration. Existing studies are mainly designed as 

cross-sectional and clinical case series that are not adequate for establishing 

possible causal relationship between ways of migration and psychological morbidity. 

Most cross-sectional studies compared differences among the subjects at the 

analysis stage however strength of the association between migration and 

psychological morbidity may have been difficult to estimate with a statistical 

confidence as study design did not allow for comparative robustness between the 

groups.     

 

The quality of the studies varied greatly. Three studies were based on a small 

sample of participants and four studies used self-reported measurement scales. 

Primary studies included in the review measured different outcomes using a mixture 

of clinical interview instruments and self-reporting measures. Even the studies that 

used the same assessment tools, tended to present summary results in a differing 

fashion (Pernice and Brook, 1994; Silove et al. 1998) using either continuous scale 

or dichotomising the outcome by defining the cut-off point for cases, limiting 

synthesis of the existing evidence.  
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Some studies (Cervantes et al. 1989; Jensen et al. 1989; Silove et al. 1998) 

recruited purposive and non-representative samples from specific community or 

clinical settings making meaningful comparison impossible. Furthermore, three 

studies (Jensen et al. 1989; Steel et al. 2005; Silove et al. 2007b) used comparative 

samples however design of these studies, being cross-sectional, did not allow the 

strength of the association between migration and mental health to be measured.   

 

Considering the methodological limitations of primary research and lack of studies 

with a comparative element in study design, this systematic review could not 

conclude the significance of the impact of different ways of migration on the 

development of psychological morbidity. 

 

 



 

Table 1: Summary of Main Findings 

AUTHOR 
STUDY 
DESIGN 

DISPLACEMENT 
TYPE 

MEASURES 
RELEVANT 
OUTCOMES 

SAMPLE COMPOSITION 
PREVALENCE 

(%) 

Bayard- 
Burfield 
et al. 
2001 

Cross-
sectional  

External 
Self-reported 

symptoms (ICD9) 

Psychiatric 
illness (290-
319 ICD 9) 

Iranian refugees (n = 293) 
Chilean refugees (n = 51) 
Turkish immigrants (n = 351) 
Kurdish refugees (n = 197) 
Polish immigrants (n = 568) 
Swedish natives (n = 3001) 

10.2 
7.5 
5.4 
3 

4.8 
2.1 

Cervante
s et al. 
1989 

Cross-
sectional  

External  

Symptom Checklist-
90-R (SC-90-R) 

Centre for 
Epidemiology 

depression Scale 
(CED-D) 

PTSD symptoms 
questionnaire 

PTSD 
 
 
 
 
 
 
 

Mexican immigrants (n = 138) 
Central American refugees (n = 44) 
Central American immigrants (n = 76) 
Mexican born in the USA (n = 188) 
Anglo-Americans (n = 141) 
 

25 
52 
49 

Not reported 
Not reported 

Jensen  
et al. 
1989 

Clinical 
case 
series 
study 

External 

PTSD 
 
 

Depression 

Clinical 
assessment in 

psychiatric 
hospital 

Iran/Lebanon/Kurdistan Refugees (n = 49) 
Pakistan/Turkey/Yugoslavian Immigrants (n = 44) 
Iran/Lebanon/Kurdistan Refugees (n = 49) 
Pakistan/Turkey/Yugoslavian Immigrants (n = 44) 

69 
- 
 
 

25 
23 

Pernice 
and 
Brook, 
1994 

Cross-
sectional  

External HSCL-25 

 
Common 
mental 

disorders 
 

Depression 

Indochinese refugees (n = 129) 
Pacific Island Immigrants (n = 27) 
British immigrants (n = 63) 
Indochinese refugees (n = 129) 
Pacific Island Immigrants (n = 27) 
British immigrants (n = 63) 

25 
18 
4 

29 
18 
8 
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AUTHOR 
STUDY 
DESIGN 

DISPLACEMENT 
TYPE 

MEASURES 
RELEVANT 
OUTCOMES 

SAMPLE COMPOSITION PREVALENCE (%) 

Silove et al. 
1998 

Cross-
sectional  

External HTQ, HSCL-25 
PTSD, anxiety, 
depression 

Tamil asylum seekers (n = 62) 
Tamil refugees (n = 30) 
Tamil immigrants (n = 104) 

Prevalence was not 
measured but difference 
between mean scores 

was significant. 

Silove et al. 
2007 

Cross-
sectional 
probab 
ilistic 
survey  

External 

Composite International 
Diagnostic Interview 

(CIDI) 
and SFC-14; HTQ 

Combined 
mental disorders  
 
 
PTSD 

Vietnamese refugees (n= 1161) 
Australian born (n = 7961) 
 
 
 
Vietnamese refugees (n= 1161) 
Australian born (n = 7961) 

6.9 
18.6 

 
 
 

3.5 
3.5 

Steel et al. 
2005 

Cross-
sectional 

External CIDI 
Anxiety 
 
Depression 

Vietnamese refugees (n = 1161) 
Australian born (n = 7961) 
Vietnamese refugees (n = 1161) 
Australian born (n = 7961) 

3.1 
5.9 
1.8 
6.7 

Sundquist, 
1994 

Cross-
sectional 

External 
Psychological distress 

index 
Psychological 
distress  

Latin-American refugees (n = 338) 
Finish labour migrants (n = 396) 
South European labour migrants (n = 161) 
Swedish born (n = 996)  

18.3 
4.3 
6.1 
2.8 

Thulesius 
and 
Hakansson, 
1999 

Cross-
sectional 
study 

External 
Post-traumatic symptom 

scale (PTSS-10) 

PTSD I 
 
 
PTSD II 
 
Depression 

Bosnian refugees (n = 206) 
Swedish born (n = 387) 
 
Bosnian refugees (n = 206) 
Swedish born (n = 387) 
Bosnian refugees (n = 206) 
Swedish born (n = 387) 

17.5 
0.4 

 
32.5 
1.3 
20.9 
3.3 
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Table 2: Quality Assessment of Studies included in the Systematic Review 

Author 

Hypothesis 
related to 

migration and 
psychological 

morbidity 

Sampling 
Frame 

Setting 

Magnitude of the 
association 

between migration 
and psychological 

morbidity 
assessed 

Comparative 
study 

Clinical 
interview versus 

self-reported 
measures 

Validity 
and 

reliability 
issues 

discussed 

Bayard-Burfield 
et al. 2001 

Yes Random Community Yes No Self-reported Yes 

Cervantes et al. 
1989 

Yes Purposive Adult school Yes No Self-reported Yes 

Jensen et al. 
1989 

Yes Purposive Clinical No No 
Clinical 

assessment 
No 

Pernice and 
Brook, 1994 

Yes Random Adult school Yes No Self-reported Yes 

Silove et al. 
1998 

Yes Purposive 
Voluntary 

organisations 
Yes No Self-reported No 

Silove et al. 
2007 

Yes Random Household survey No No 
Structured 
interview 

No 

Steel et al. 2005 Yes Random Household survey No No 
Structured 
interview 

Yes 

Sundquist, 1994 Yes Random Household survey Yes No Self-reported Yes 

Thulesius and 
Hakansson, 
1999 

Yes Purposive Institutional Yes No Self-reported No 
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2.13 Social Functioning 

Social functioning is the way one operates in one’s personal, professional, home 

and leisure time, and is being increasingly recognised as one of the most important 

elements of psychological well-being. Social functioning was firstly described in the 

third edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM-III) 

as ‘the highest level of adaptive functioning in the past year’. Subsequently the 

International Classification of Diseases formally included disability and social 

functioning in their nomenclature. The first scales for its measurements were 

administered some fifty years ago (Barrabee et al. 1995) and, since then, many 

instruments have been developed and validated for use in different samples, 

including community and clinical samples and various ethnic minority populations. 

Instruments for social functioning measurements usually apply their own scoring 

systems and there is a lack of a ‘standard level’ of functioning for comparison 

across populations and different research studies.  

 

Existing evidence implies a strong relationship between mental illnesses and 

impaired social functioning (Tyrer et al. 2005). Measurement of social functioning 

using the Social Functioning Questionnaire in a community sample in the UK 

suggests that 10 % of the general population has impaired social functioning 

compared to 36 % of those recruited from general practice with anxiety and 

depressive disorders (Tyrer et al. 2005). Half of the hospital sample with recurrent 

psychotic disorders reported poor social functioning compared to 68 % of those who 

were psychiatric emergencies with psychoses. 

 

In the community study of mental illness among ethnic minorities in the UK, Nazroo 

and associates found that people of Pakistani and Bangladeshi origin had the worst 

social functioning amongst all ethnic groups compared (2002). Those who were 

divorced or separated, or those found to have personality difficulties or 

psychological morbidity also had worse social functioning scores. The EMPIRIC 

study concluded that the relationship between ethnicity and social functioning was 

unclear and underpinned by other factors, such as the social class, employment 

status and household occupational status.  

 

It has been suggested that asylum seekers and refugees tend to concentrate more 

on their social functioning rather than on their psychological well-being (Mollica et al. 
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2004). This may be the case simply because their early years in exile are usually 

preoccupied with survival, which is dependent on successful daily functioning. Only 

a few studies of asylum seekers and refugees have focused on risk factors for 

social impairment. A study that examined mental health and social functioning of 

Albanians following the war in Kosovo suggests a decrease in social functioning 

was significantly associated with higher levels of cumulative trauma (Lopes Cardozo 

et al. 2000). The authors also conclude that those with poor social functioning lived 

in rural areas, were unemployed or had a chronic illness. Some of the findings 

relating to risk factors for social impairment may be due to recruitment bias, as 

those who responded to the study were more likely to be those who stayed at home 

in rural areas, women and unemployed.  

 

Momartin and colleagues (2003) examine different dimensions of trauma and their 

association with impaired social functioning in Bosnian refugees resettled in 

Australia, and conclude that threat to life and traumatic loss were significantly 

associated with impaired functioning, while human rights violation, dispossession 

and eviction did not have a significant impact. 

 
 

2.14 Factors influencing Psychological Well-being  

2.14.1 – Pre-Migration Factors  

Outcomes of migration vary greatly with reasons for migration. Those who are 

migrating from their own choice have different typed of stressors to those who were 

forced to leave their homes due to political persecution, war and violence. 

 

There is an overwhelming body of evidence suggesting possible pre-migration 

factors and their relationship with mental health in migrant populations. 

Circumstances leading up to migration, and the migration process itself, may also 

be contributing factors (Bhugra and Jones, 2001). Factors such as personality, 

selective migration and a social-skills deficit are found to be associated with 

common mental disorders (Furnham and Bochner, 1986).  

 

A community based case-control study by Ryan et al. (2006) suggests that poorly 

planned migration is associated with depression in Irish-born people living in 

London (OR 1.2, 95% CI 1.06-1.35). This hypothesis was further tested in another 

migrant population from Hong Kong and researchers conclude that those who were 
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inadequately prepared for migration showed significantly higher scores for 

depression, after adjusting for all socio-demographic variables and psycho-social 

factors (Chou, 2009). In contrast, new arrivals that were more optimistic and had 

stronger self-control were more likely to report lower levels of depressive symptoms. 

Other studies have also suggested that higher motivation prior to migration acted as 

a protective factor in the development of psychological morbidity (Bhugra et al. 

2004b). 

 

The primary focus of research on asylum seekers and refugees mental health has 

been on assessing the impact of any pre-migration experience related to war, such 

as witnessing a death or serious injury of loved ones, or exposure to trauma and 

torture. Studies of Cambodian and Southeast Asian refugees conducted in the late 

1980s suggested, for the first time, a high prevalence of psychological morbidity, i.e. 

PTSD, associated with exposure to violence and trauma (Mollica et al. 1987; Mollica 

and Jalbert, 1989). These findings are consistent with the results of numerous 

studies conducted with refugees from other regions including Bosnia (Weine et al. 

1998), Middle East (Gorsth-Unsworth and Goldberg, 1998) and Southeast Asia 

(Steel et al. 2002). Cumulative trauma remains the strongest predictive factor for 

PTSD across the studies (Mollica et al. 1998), although variance of the prevalence 

has not been fully explained. Most studies report that 6 or more trauma events 

significantly predict PTSD. Those trauma events most likely to be significant 

predictors of PTSD are witnessing of traumatic events (Karunakara et al. 2004), 

experiencing ill health without medical care (OR 1.95, 95%CI 1.52-2.51), lack of 

food and water (OR 1.55, 95% CI 1.0-2.39) and sexual abuse and rape (OR 1.67, 

95% CI 1.01-2.75) (Roberts et al. 2008).  

 

While assessing the relationship between trauma and psychological morbidity, it is 

often difficult to disentangle other factors that may impact on morbidity, such as loss 

or previous psychiatric conditions. Furthermore, individual categories of trauma may 

vary in their impact on the development of PTSD, with torture being more potent 

than other categories of trauma (Basoglu et al. 1994; Mollica et al. 1998). 

Monmartin et al examine four dimensions of trauma: Human Rights Violation, Threat 

to Life, Traumatic Loss and Dispossession and Eviction as predictors of PTSD in a 

sample of Bosnian refugees. Logistic regression suggested that only Threat to Life 

predicted a PTSD status. (Momartin et al. 2003).  
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Silove and colleagues (2007) examined refugees resettled in Australia for over a 

decade and assessed their long-term mental health. Trauma made the largest 

contribution to mental disorders in Vietnamese refugees with an OR of 8.2 (95%CI 

6.3-10.5), suggesting significant long-term impact of severe traumatic experience on 

development of post-traumatic stress disorders. 

 

Existing research identifies pre-migration factors as an important contributor to 

mental health outcomes in refugees whereas post-migration factors tended to be 

described as significant predictors of psychological morbidity in all migrants, 

including refugees. Recent literature emphasises the need to combine both pre- and 

post-migration factors in risk prediction (Miller et al. 2005; Birman and Tran, 2008). 

 

2.14.2 – Post-Migration Factors 

Researchers started to examine the impact of demographic characteristics and 

post-migration factors on migrants’ health in the 1980s and these factors have been 

recognized as significant for both refugees and elective migrants (Kinzie and 

Manson, 1985). Factors such as lack of language knowledge in the host country, 

unemployment, being female and social isolation, significantly contribute to higher 

depression and anxiety levels in migrant populations (Bhugra, 2004b).  

 

One of the earliest studies that specifically focused on post-migration factors in 

those who were forced to migrate found that factors such as unemployment, 

discrimination and social isolation were all significantly associated with self-reported 

anxiety and depression among Southeast Asian refugees, but also amongst British 

immigrants living in New Zealand (Pernice and Brook, 1996).  

 

Recent meta-analyses by Porter and Haslam suggest that factors such as living in 

institutional accommodation, restricted economic opportunities, age and education 

moderated mental health outcomes (2005). Miller and colleagues examined the 

relative contribution of war experience and exile-related stressors to psychological 

distress among Bosnian refugees in the USA and suggested that war-related 

experience was highly predictive of PTSD in clinical sample but that social isolation 

was significantly related to the development of PTSD in the community sample 

(2002). In contrast, exile-related stressors impacted on depressive symptomatology.  
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A study examining the relationship between post-traumatic symptoms and life in 

exile in a clinical group of refugees from Yugoslavia living in Sweden found 

significant association between patterns of negative living conditions, such as 

unemployment, social isolation and high dependency on social welfare (Sundbom 

and Kiviling-Boden, 2002). 

 

Silove et al. found a significant association between higher anxiety scores and 

female gender, conflict with immigration officials and poverty (1997). PTSD was 

associated with several post-migration stressors including delays in processing 

refugee applications, not having a work permit, being unemployed, racial 

discrimination and boredom. This study concentrated on the refugees and lacked a 

comparative group. Some of the associations such as difficulties with a work permit 

and being unemployed could have been confounding factors related to the refugees’ 

immigration process rather than independent predictive factors.  

 

A community survey among Iraqi asylum seekers resettled in the Netherlands 

confirmed that post-migration factors, such as lack of work, family related issues 

and asylum procedure related stress, appeared to be the stronger predictor of 

mental health status rather than trauma-related factors (Laban et al. 2005). A follow-

up study among the same population confirmed that long asylum processes had a 

negative impact on the overall health and quality of life of asylum seekers (Laban et 

al. 2008).  

 

Discrimination and prejudice are other major stressors that come into prominence 

once the migrant is better integrated and established within the mainstream culture 

where other migrants or even the host population may feel threatened on job 

security and opportunity. Discrimination is increasingly recognised as an adverse 

mental health risk. Bhui et al. (2005) measured perceived discrimination and its 

association with common mental disorders among workers in the United Kingdom. 

The risk of mental disorders was highest among ethnic minority individuals, 

reporting unfair treatment (OR 2.0; 95%CI 1.2-3.2) and racial insults (OR 2.3; 

95%CI 1.4-3.6). Overall the greatest risks were observed among Black Caribbeans, 

exposed to unfair treatment at work (OR 2.9; 95%CI 1.2-7.3), Indians (OR 3.1; 

95%CI 1.4-7.2), Bangladeshi (OR 32.9; 95%CI 2.5-436.0), and Irish (OR 2.9; 95%CI 

1.1-7.6)  
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Post-migration factors and their impact on mental health status tend to change 

according to the phase of resettlement. In a study of Southeast Asian refugees in 

Canada, Beiser and Hou (2001) found that in the initial stage of resettlement, 

fluency in English had no impact on depression levels. However, after the first 10 

years in Canada, fluency in English was a significant predictor of depression, 

particularly among refugee women. 

 

Studies examining post-migration factors are often limited either by a small sample 

size or the lack of a comparison group, and were mostly based on refugees arriving 

into Australia or New Zealand, Norway or North America (Lie, 2002; Miller et al. 

2002; Steel et al. 2002). 

 

Only a few studies in the UK have attempted to examine the impact of post-

migration factors on mental health outcomes. Gorst-Unsworth and Goldenberg 

researched Iraqi refugees and reported that perceived level of effective social 

support in exile was a stronger predictor of depression than trauma-related factors, 

but that the risk of PTSD was highly related to exposure to trauma and violence 

(Gorst-Unsworth, 1998). Another study on Somali refugees found that among those 

who claim asylum on entry to the UK, those who use Khat, a plant with addictive 

stimulant properties, and recruits from primary care, rather than those from the 

community sample were at an increased risk of developing mental disorders, mainly 

depression and anxiety. A lower risk of mental disorders was found amongst 

Somalis in employment and those receiving education in the UK and Somalia (Bhui 

et al. 2006).  
 

A recent study in the UK examined post-migration factors in Irish migrants and 

found that lack of social support, unemployment, alcohol misuse and low levels of 

educational attainment were significant predictors for depression (Ryan, 2006).  
 

While the association between exposure to trauma or torture and development of 

PTSD has been well established and researched over the last two decades, there is 

still a lack of robust evidence on the impact of post-migration factors on long-term 

mental health outcome in asylum seekers, refugees and other migrants, especially 

in the United Kingdom. Post-migration factors examined in existing research have 

varied considerably according to refugee population or the social system in 

resettlement countries where the research was conducted making the findings 

limited and only internally generalisable.  
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There is a call for more evidence on the impact of post-migration factors on mental 

health in migrants resettled in the UK, to be able to facilitate better integration into 

the society and make informed decisions on the provision of adequate mental health 

and social services. This information is not available in the UK for migrants coming 

from the former Yugoslavia.  
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Chapter Three ~ Use of Health Services by Migrants 

3.1 Overview of Chapter 

This Chapter introduces access to general health services by migrant populations and 

discusses barriers to access reported in literature. A summary of mental health services 

utilisation by migrants, asylum seekers and refugees follows. The Chapter concludes by 

identifying gaps in knowledge and making recommendations for future research.  

  

3.2 Barriers to Accessing Healthcare Services  

Recent changes in UK migration and asylum trends, especially the increased 

migration from countries which recently joined the European Union, pose new 

challenges for health service providers, especially in London where the migration 

influx is greatest. Many studies suggest however that health care is under-utilised 

by migrants resettling in European countries when comparing their relative health 

needs (Sundquist, 2001). Several factors can influence access to health care 

services, most often lack of knowledge about available services; lack of knowledge 

on entitlement to services; communication barriers, such as language differences 

and varying cultural attitudes to health, and interaction. 

New migrants arriving in the UK often have a minimal knowledge of the health care 

system in the UK. They may have had unpleasant experiences in their home 

country with health care providers, especially if they are from groups like refugees 

and asylum seekers; some of whom have had doctors participate in interrogation 

procedures.  

The UK system might be quite different from the one migrants have been used to 

and they may be unaware of their entitlement to health care (Box VI). Some primary 

health care and prevention services would simply not exist in their country of origin 

making it difficult for migrants to register with general practitioners (Hargreaves et 

al. 2006). Considerable evidence suggest that migrants are more likely to access 

accident and emergency departments for a number of conditions, often bypassing 

general practitioners (Warfa, 2005; Hargreaves et al, 2006) 

When migrants have poor English skills, they may fear presenting to a general 

practitioner or hospital emergency department because they are aware of their 

language difficulties. A language barrier may also affect a comprehensive medical 
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history, for patients often answer 'yes' to questions to avoid further dialogue or 

disguise poor comprehension. Studies indicate that language barriers are 

associated with longer consultation time, less frequent attendances and difficulties 

in understanding physician’s explanations (Lindert et al. 2008b).  

Migrants are faced with difficulties when accessing general health care services; the 

utilisation of more specialised services, such as psychological care, pose an even 

greater challenge due to the many barriers coupled to the possible stigma attached 

to the condition for which care is sought.  
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Box VI: Migrants Entitlement to Healthcare in the UK 

The legal right to National Health Service (NHS) hospital treatment in England is governed by the NHS 

(Charges to Overseas Visitors) Regulations, Statutory Instrument 1989 No. 306 subsequently 

amended by documents SI 1991/438, SI 1994/1535, SI 2000/602, SI 2000/909 and SI 2004/61442. 

 
In the UK, certain health services are exempt from charges for everyone: 

• Primary care services.  

• Treatment in Accident and Emergency departments or NHS walk-in centres. 

• Diagnosis and hospital treatment of certain notifiable communicable diseases.  

• Treatment of STIs.  

• Compulsory psychiatric treatment given to people detained under the provision of the Mental Health 

Act 1983 or as part of a court probation order. 

• Community nursing, midwifery or health visiting services, the emergency ambulance service. 

• Refugees, asylum seekers (but see below) and others who have sought refuge in the UK. 

• Detainees, prisoners, people in removal centres. 

• Anyone who at the time of receiving treatment has been living in the UK for 12 months. 

• Anyone who has come to the UK to take up permanent residence, including economic migrants who 

take up lawful employment. 

• Any full time students on a course of at least 6 months duration, or a course that is substantially 

funded by the UK Government if less than 6 months. 

• Husbands, wives and dependant children of anyone who is entitled to free health care. 

 
Asylum seekers who have formally applied for asylum are entitled to free NHS treatment (both primary 

and secondary care) for as long as their application (including appeals) is under consideration. Those 

granted refugee status or other forms of leave to remain in the UK continue to be entitled to free health 

care in line with other UK residents. 

 
Amendments to the NHS (Charges to Overseas Visitors) regulations mean, however, that since 1st 

April 2004, failed asylum seekers, including those getting NASS Section 4 (formerly ‘hard case’) 

support while awaiting departure from the UK, are required to pay for non-urgent in-patient hospital 

care. Asylum seekers are entitled to free prescriptions under the same conditions as any other patient. 

They must be aged below 16, under 19 if in full-time education, over 60 or holding an exemption 

certificate on maternity or medical grounds.  

All asylum seekers who are supported by NASS receive an HC2 form which entitles the holder to free 

prescriptions and some other medical treatments. Others have to make a Low Income Scheme HC1 

claim 46.                             HPA: Health of Migrants, 2006 
 
 
 

3.3 Migrants’ Utilisation of Mental Health Care  

A number of studies have documented under-utilisation of mental health services by 

migrants and refugees (Kinzie, 2006) and the variations in access and use of mental 

health services by different migrant populations and ethnic groups. Researchers 

report a number of factors associated with migrants’ utilisation of mental health 
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services, such as help-seeking behaviour, prevalence of mental health disorders, 

patients’ trust in health care practitioners, variations in clinical practices and 

establishing diagnoses related to symptoms and indications by sign language.  

 

For example, Bhui and colleagues (2001) examine the effect of help-seeking 

behaviour and cultural differences in symptom expression on general practitioners’ 

assessment of common mental disorders. ‘Among English subjects, general 

practitioners were more likely to identify correctly pure psychiatric illness and mixed 

pathology; but Punjabi subjects with common mental disorders were more often 

assessed as having `sub-clinical disorders' and `physical and somatic' disorders. 

Furthermore, English women were less well detected than English men but English 

help-seeking cases were more likely to be detected’. 

 

A descriptive review of access to mental health care by European migrants (Lindert 

et al. 2008) suggested that, overall, the migrants’ pathway to psychiatric care is 

characterised by delays in seeking professional help, less frequent primary care 

referrals to specialist services, but a higher proportion of emergency and 

compulsory admissions. There is a great variation in hospital admissions between 

different ethnic groups. For example, African-Caribbean people have significantly 

higher rates of both voluntary and compulsory hospital admissions (Coid et al. 2000) 

despite not so marked difference in the prevalence of psychosis compared to other 

ethnic minority groups such as South Asian and Irish (Nazroo, 1997). Possible 

explanations suggested are racism by clinicians, misunderstanding of cultural 

expressions of distress by Western psychiatry, and social inequalities. However, 

why these factors may have more important role for African-Caribbean people as 

opposed to other ethnic minorities is unclear (Nazroo and Sproston, 2002). 
 

In the EMPIRIC study, access to counsellors or psychologists was highest among 

the white, Irish and black Caribbean groups (Nazroo and Sproston, 2002). Women 

of all ethnic groups included in the research were more likely to have contacted a 

doctor in the previous six months. Increasing age was significantly associated with 

higher consultation rates. When age differences between ethnic groups were 

corrected, South Asian men and Bangladeshi and Pakistani women were more 

likely than other groups to have spoken to a general practitioner, on their mental 

health concerns, within the last 6 months. 
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Other factors such as length of stay in resettlement country were important for 

specific ethnic groups. For the Asian group, but not the Irish and black Caribbean 

groups, those who had migrated to the UK after the age of 11 had higher 

consultation rates.  

 

The EMPIRIC study also found differences in self-reported reasons for consulting a 

general practioner. White informants were significantly more likely, and black 

Caribbean, Bangladeshi, Indian and Pakistani informants significantly less likely, 

than other groups to report having attended the GP for a stress-related or emotional 

problem in the last 6 months. Bangladeshi informants were least likely to report an 

emotional or stress-related problem and least likely to make use of health services 

other than a GP.  

 

Only a minority of people, classified as cases on the CIS-R scale, stated they had 

consulted a GP for an emotional or stress-related problem; an even smaller group 

reported problems for which they had not sought medical help (Nazroo and 

Sproston, 2002). 

 

It is frequently stated that vulnerable migrants such as asylum seekers and 

refugees, present to primary care services with complex general and psychological 

health problems that generate a disproportionately heavy work-load (Jones and Gill, 

1998; Murphy et al. 2002). The consultation time in primary care may have been 

longer due to language barriers and evidence suggests that primary and specialist 

care consultations for mental health problems are grossly under-utilised compared 

to identified needs. Health need assessment for asylum seekers in Sunderland 

found a high self-reported prevalence of mental health problems and requests for 

help in this area (Blackwell et al. 2002).  

 

A recent study on Somali refugees living in London found they had a relatively high 

level of psychological distress, an un-met need reflected in a low level of service 

use (McCrone et al. 2005). Asylum seekers and refugee residents in Camden and 

Islington were found to have high rates of in-patient admissions but un-met needs in 

accessing outreach community services. For example, very few people used day 

services, even though they were isolated and unoccupied, and very few people 

received any form of psychological treatment (McColl and Johnson, 2006). Potential 

barriers Identified for access to community mental health services include language 

barriers and lack of experience of staff treating cross-cultural mental health issues. 
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There is little evidence on the utilisation of mental health services among migrants 

from the former Yugoslavia. Weine and colleagues found that 70 % of Bosnian 

refugees who did not present to mental health services in Chicago actually met 

symptom criteria for PTSD diagnoses (Weine et al. 2000). There may be problems 

of access to services or a reflection on cultural appropriateness of mainstream 

services that lead to a constraint on service use.  

 

Another study on refugees from Bosnia found that participants with mental health 

problems had contacted mental health professionals at some time during their 

resettlement, but only a minority of 8 % were in contact with the services at the time 

the study was conducted (Weine et al. 2001).  

 

A study examining the pattern of mental health service utilisation among Bosnian 

refugees resettled in San Francisco found higher rates of consultation for women 

who were over 60 years of age (Ervin et al. 2001). 

 

Many government policy documents describe an ‘ideal’ model for services asylum 

seekers and refugees should receive, as well as potential barriers to health care. 

These pronouncements are based mostly on anecdotal evidence and theoretical 

knowledge but there is very little robust evidence gathered in the field. Consultations 

about mental health needs with refugees themselves are extremely rare, but are 

crucial to inform the development of culturally-sensitive services (BBC, 2002). It has 

been argued that strategies which may be helpful in assessing health needs should 

involve a partnership, between the NHS, voluntary organisations and social 

services, for a comprehensive assessment of potential factors that play an important 

role in addressing mental health issues which are closely related to wider 

determinants of health (McColl and Johnson, 2006).  

 

A review of existing evidence highlights gaps in knowledge about access and use of 

mental health services by migrant populations, in terms of their gender, learning 

practices, mental health conditions and help-seeking behaviour. Studies examining 

health service utilisation reviewed for this thesis were mostly based on samples of 

those already seeking care or treated at some point of their illness, and findings are 

only applicable to those already in some contact with the services.  
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Most studies considering mental health service utilisation are quantitative and cross-

sectional, suggesting possible factors that may impact on utilisation but these 

studies are not able to control for a number of confounding factors. The studies also 

lack a qualitative dimension that would be valuable in disentangling social reasons 

behind obstacles to accessing mental health services.  

 

This study includes consideration of primary care and specialised mental health 

care utilisation for migrants from the former Yugoslavia resettled in the UK, and their 

general satisfaction with services. Mental health service utilisation is explored using 

both quantitative and qualitative research methods. The benefits of combining these 

two methods in cross-cultural research are discussed in Chapter Four.  
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Chapter Four ~ Mixed methods in Mental Health 

Research 

 

4.1 Overview of Chapter 

There is an increasing recognition of the value and benefits of integrated qualitative 

and quantitative methods in health research. This Chapter describes views and 

approaches for both methods; and discusses combining qualitative and quantitative 

techniques, with a specific emphasis on cross-cultural mental health research.  

 

Chapter Four is the final part of the Literature Review in this thesis so the author 

includes the rationale for the study hypothesis, and methodology to test the primary 

hypothesis. The Chapter concludes with the main aims and objectives of the thesis. 

 

4.2 Integrating Qualitative and Quantitative Research 

The efficiency of quantitative and qualitative research and their application in the 

medical field has been debated for a hundred years. Epidemiological quantitative 

methods, such as randomised control trials, case-control or cohort studies, and 

cross-sectional surveys, have traditionally been seen as the ‘gold standard’ for 

studying public health problems (Baum, 1995) and may be viewed as based on two 

fundamental assumptions:  

 Firstly, that human disease does not occur at random, and  

 Secondly, ‘that human disease has causal and preventive factors that could be 

identified through systematic investigation of different places or at different 

times’ (Hennekens, 1987).  

 

An experiment, the epitome of the quantitative approach, seeks to test well-

specified hypotheses, to determine effects of an intervention and to identify existing 

truths, by isolating the significant variables and controlling for contaminating factors. 

Quantitative methods are most appropriate for addressing questions of prevalence, 

causality, the relationship between variables, prediction, comparison and measuring 

outcomes. These methods are based on a reductionist view of the world in which 

patterns of causality are established by means of statistical procedures. These 
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procedures however lack an explanation of human experience or behaviours and do 

not provide a comprehensive understanding of the question under investigation. 

 

Over recent decades there has been an increasing recognition that health is, in the 

World Health Organisation’s view, more than just absence of disease; it is a result of 

a complex mix of social, economic, political and environmental factors. Social 

science offers a range of investigative tools developed to deal with these complex 

phenomena. Qualitative research involves an interpretive, naturalistic approach to 

the world and is concerned with the meanings which people attach to their actions, 

beliefs, decisions and values (Bryman, 1988). It provides an in-depth and 

interpreted understanding of persons’ social world by learning about their social and 

material circumstances, their experiences, perspectives and histories.  

 

Health services research is increasingly employing a constructivist approach that 

provides valuable insight and another dimension in addressing numerous research 

questions from a different angle. Recent recognition of the value of applied 

qualitative methods in the medical field implies recognition that epidemiological 

methods alone are not able to address the complex, holistic approach to health.  

 

A ‘mixed-method’ research or ‘multi-method’ or ‘integrative research’, bringing 

together qualitative and quantitative techniques to answer a specific research 

question has been progressively employed in health services research (Bowling, 

2001). Its use is becoming particularly beneficial in the evolving political context of 

health service provision calling for providers and patients’ involvement (Barbour, 

1999). Researchers, who have traditionally been more comfortable with quantitative 

methodology, are becoming more acceptable and open to the potential usefulness 

of a combined data approach. 

 

Quantitative studies in isolation do not capture human experience, characteristics 

and behaviour, while qualitative research is often on a small scale with 

unrepresentative samples, and often criticised for problems with reliability and 

generalisability. When standing alone, each methodology is faced with challenges to 

fully establish truth, but when combined, they have the potential for a comprehensive 

explanation of a research question. Integrated research is complementary; it tends 

to enhance theoretical insight and provide enhanced validity. 
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A number of authors have attempted to describe ways in which qualitative and 

quantitative methods could be combined in field research. Some theories compare 

mixed-methods versus a multi-method approach, and describe the sequence of 

different methods and priorities given to each method.  

 

Pope and Mays (1995) describe how qualitative work can be used to provide 

understanding of specific behaviours, or establish which particular terms relate to a 

specific condition and would be most appropriate to use in a subsequent 

quantitative research. Qualitative investigation can also identify important variables 

for inclusion in subsequent surveys.  

 

Both methods can be used simultaneously as part of a validation process, often 

called triangulation (Denzin, 1970). This process however does not necessarily lead 

to complementary findings. A recent study of Israeli migrants yielded conflicting 

findings from different study methods employed, but the authors argue that finding 

integration enabled a better understanding of a complex research question (Slonim-

Nevo and Nevo, 2009). 

 

Another aim of integrated research is to compensate for shortcomings of individual 

methods. For example, Weaver et al. (2003) describe how a randomised controlled 

trial (RCT) was employed to look at the case management for people with mental 

health illness and the way qualitative study was used to provide insights into values 

and benefits of this intervention.  

 

There is an extensive ongoing debate on the self-effectiveness of researchers when 

designing and implementing integrated research. Bryman (2007) examines a 

number of articles using integrative research methodologies. He also interviewed 

social researchers who practised mixed-method research and concludes that there 

are a number of barriers associated with integration of qualitative and quantitative 

research. The barriers identified at different levels of a study process were in the 

design phase, analyses phase or when findings are summarised and interpreted.  

 

Bryman (2007) also identifies major differences in researchers’ understanding of 

usefulness and methodological approaches for integrated research. Some 

researchers suggest using intra-method mixing where a single method is used to 

combine both qualitative and quantitative components. An example is a structured 

questionnaire with a mixture of open and closed questions (Barbour 1999; Creswell 
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2003). Bryman (2007) would however argue that intra-method mixing compromises 

the strength of combined research.  

 

Onweuegbuzie and Teddlie (2003) describe an approach to intra-method analyses 

where there is a process of conducting two studies separately but integrating them 

either at analysis or interpretation stage. This approach requires great skills and 

considerable analytical intellect to bring together ‘numbers and words’.  

Cresswell et al. (2003) developed comprehensive typologies suggesting how mixed-

method research can be used in field work, based on priorities given to each 

methodology in individual research and their sequencing. This typology advocates 

six main methods of approach divided into sequential and concurrent strategies. 

Sequential strategies describe two distinctive phases of the mixed methods 

research where concurrent strategies describe simultaneous processes of both 

methods at different phases.  

Following are definitions of six typologies, according to Creswell et al. (2003): 

1. Sequential Exploratory Strategy is characterized by an initial phase of 

qualitative data collection and analysis, followed by a phase of quantitative data 

collection and analysis. The two methods are integrated during the interpretation 

phase of the study; 

2. Sequential Explanatory Strategy is characterized by the collection and 

analysis of quantitative data followed by the collection and analysis of qualitative 

data. The two methods are integrated during the interpretation phase of the 

study; 

3. Sequential Transformative Strategy has two distinct data collection phases, 

however, either method may be used first and priority given to either quantitative 

or qualitative phases or both. The results of the two phases are integrated during 

the interpretation phase. The purpose of this strategy is to employ the methods 

that will best serve the theoretical perspective of the researcher. 

4. Concurrent Nested Strategy collects both qualitative and quantitative data 

simultaneously. However, this strategy has a predominate method (given priority) 

that guides the project which contains another method (given less priority) 

embedded (nested) within. This nested method typically addresses a different 

question then the dominant method. Collected data from the dominant and 

embedded methods is mixed during the analysis phase of the study. The primary 
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5.  Concurrent Triangulation Strategy is classified on the basis of purpose of 

the study. In this design, qualitative and quantitative approaches are used to 

confirm, cross-validate, or corroborate findings within a single study. Quantitative 

and qualitative methods are typically used to offset the weaknesses within one 

method with the strengths of another. 

6. Concurrent Transformative Strategy is guided by a specific theoretical 

perspective. Data is typically collected at the same time and may have equal or 

unequal priority. Integration of the data most often occurs during the analysis 

phase, however, integration during the interpretation phase is possible. 

The author selected Sequential Exploratory Strategy for this thesis as the aim of 

qualitative research was to develop better understanding of terminology used and to 

inform design of a questionnaire for subsequent quantitative study. It was therefore 

most appropriate to conduct qualitative phase first followed by This approach has 

been described as particularly beneficial for cross-cultural research in mental health 

(Ahearn, 2000). 

 

It is essential to be comprehensive on possible limitations in the integrated 

research. Epistemological bias has been mentioned in studies where quantitative 

and qualitative methods start from different assumptions and generate inconsistent 

findings that are then difficult to interpret (Johnson and Onweuegbuzie, 2004).  

 

Mixed-methods research consumes more resources and time, in addition to 

extended training required for researchers to be able to produce and implement a 

robust project plan for the integration of methods from design phase to interpretation.  

 

Publication bias may also be one obstacle for integrated research presentation as 

certain journals favour particular methodologies. However, recent years have seen 

an increase in journals that focus mainly on mixed-methods.  

 

4.3 Integrated Research in Mental Health  

Published psychiatric research is dominated by studies employing a quantitative 

methodology (Crawford et al. 2003) but the importance of mixed-methods should 
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not be neglected, especially when conducting cross-cultural research on the mental 

health of migrants.  

 

Sole use of population statistics in mental health research may lead to limitations 

related to the subjective nature of mental distress and specific related behaviours. 

Quantitative studies will measure objective experience and occurrences applying a 

reductionist approach, while qualitative studies attempt to examine and record the 

complexity of this experience, including different social, emotional and cultural 

factors (Groleau et al. 2007). 

 

Understanding, acceptance and attitudes toward mental health vary between 

cultures. Symptom expression and presentation to mainstream mental health 

services is highly influenced by cultural context and planning of successful 

psychological intervention relies on evidence from both qualitative and quantitative 

research (Ahearn, 2000). For example, a recent study by Groleau and colleagues 

(2007) used a sequential transformative design to study mental health problems and 

related behaviour in culturally diverse communities. Research describes how 

immigrants’ explanations of psychological distress do not necessarily fit a 

biomedical and psychiatric Western model. In fact, migrants’ understanding of 

psychological distress involves a more complex model of behaviour linked to 

cultural, social, political, economic and historical context. This type of mixed-method 

research contributes to the development of effective community mental health 

services in a cross-cultural setting (Groleau et al. 2007).  

 

Another dimension in cross-cultural mental health research is introduced by the 

impacts of forced migration causing suffering and emotional distress that may be 

expressed in different ways, depending on the cultural background. Many 

researchers suggest clear advantages in employing mixed-method research in this 

context; to make positivist science more apprehensive of culturally sensitive 

measurements, usually informed from preliminary qualitative work. Qualitative 

methods also assist in identifying research themes and hypotheses to be further 

tested in surveys, but also to ensure a comprehensive approach to the question 

under study (Strauss and Corbin, 1990). 

 

Hyman et al. (2000) employ an approach of using youth refugee ‘voices’ to develop 

quantitative measures. They focus on the impact of pre- and post-migration 

stressors on mental health in the lives of resettled Southeast Asian refugee children. 
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Researchers identified three different dimensions of stress: school adjustment, 

parent-child relationship and inter-personal conflict that were subsequently tested in 

a quantitative study.  

 

A number of other studies recommend that the construct of survey questionnaires 

and other instruments for mental health assessment should be preceded by a 

systematic comparison of the relevant illness categories; explanations and ways of 

expressing distress (Kleinman, 1977). Using qualitative methods for this purpose 

can make survey instruments and measures more culturally sensitive and 

appropriate for a particular situation (Ahearn, 2000). Eisenbruch’s work with 

Cambodian refugees compared Western categories of post-traumatic stress 

disorder (PTSD) with people’s own interpretation of symptoms, and often found 

instances of discrepancies (Eisenbruch, 1991).  

 

Considering limitations in both quantitative and qualitative mental health research, 

there is an urgent need to develop innovative mixed-method approaches to further 

explore complex interrelations between social, political, cultural and institutional 

factors which greatly impact on cross-cultural mental health. This approach will 

enable evidence-based planning for effective cross-cultural psychological 

interventions in heterogeneous communities.  

 

4.4 Rationale for Study Aims and Integrated Research  

The comprehensive literature review presented in Chapters One to Four highlights a 

lack of robust research in establishing a causal relationship between different ways 

of migration and psychological morbidity. Only a few studies, none of these in the 

United Kingdom (UK), address the long-term impacts of migration on psychological 

morbidity and risk factors that may play a significant part in predicting outcomes. 

Most migrant studies have focused on describing the prevalence of psychotic 

disorders and post-traumatic stress without reference to more common conditions 

such as anxiety and depression. Recent years have however seen an increase in 

the body of evidence suggesting the importance of common mental disorders in 

migrants’ health.  

 

Studies considering mental health utilisation in migrant population are cross-

sectional and quantitative in design and rarely include any in-depth cross-cultural 

dimensions or explanations of behavioural factors that influence access to services.  
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The main aim of the thesis is to examine the long-term impact of ‘forced’ compared 

with ‘elective’ migration on the prevalence of common mental disorders, post-

traumatic stress disorders and impairment of social functioning, to identify factors 

that impact on outcomes and to examine the extent and pattern of seeking help 

among migrants from former Yugoslavia.  

 

Objectives defined towards achieving the main aim are:  

 To quantify the difference in the estimated prevalence of common mental 

disorders and post-traumatic stress disorder in asylum seekers and refugees 

compared to ‘elective’ migrants from former Yugoslavia living in London;  

 To examine associations between psychological morbidity, service use and pre- 

and post-migration factors in the study sample;  

 To describe factors influencing the use of health services, and assess 

participant’s own perception of mental health, as judged in their own cultural 

contexts, their expressed needs for mental health services and barriers in 

accessing services;  

 To make recommendations for effective planning of culturally-sensitive health 

services.  

 

The study population selected for this research reflects migration patterns in the UK 

in the 1990s, and the author’s own personal background. People from the former 

Yugoslavia show the second highest increase in the population born overseas who 

resettled in the UK when details from the 1991 and 2001 Census were compared in 

the ‘BEYOND BLACK AND WHITE’ report (Kyambi, 2005). There was an increase of 242 

% for people living in the UK whose country of birth was Yugoslavia in 2001 

compared to the 1991 Census (Kyambi, 2005). 

 

This community is highly heterogeneous in terms of reasons for migration, religion, 

culture and level of exposure to trauma and violence. The health care system in the 

former Yugoslavia was similar to the health care system pattern in Central and 

Eastern Europe and therefore this population, in relation to service utilisation, is 

representative of migrants from this part of the world.  

 

As a refugee from the former Yugoslavia the author has a wide background 

knowledge of the relevant history and culture and of experiences in exile, as well as 

access to various formal and informal refugee group networks in the UK. This 
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enables participants to contribute to the study using familiar cultural references 

without the need of an interpreter, which can enhance meaningful participation in 

trauma research (Weine et al. 2001).  

 

4.5 Justification of Methods 

Making decisions on research methods that can optimize validity and 

generalisability in a manner which makes the most efficient use of available 

resources is a primary concern for all researchers. The overall goal in selecting 

research methods is to obtain the most useful information in the most cost-effective 

and realistic fashion. The choice is principally guided by research questions asked. 

The author selected a ‘mixed-method’ approach to enable the bringing together of 

the systematic measurement of the impact of ‘forced’ compared to ‘voluntary’ 

migration on the prevalence of mental disorder in people from the former 

Yugoslavia, accompanied by participants’ personal and subjective insight into their 

diverse experiences.  

 

In this Chapter the author focuses on a debate relating to the benefits of combined 

methodologies in health service research and the various ways in which qualitative 

and quantitative research can be integrated (Bryman, 2007). The author decided to 

combine these two methods as discussed by Pope and Mays (1995) where 

qualitative work is conducted prior to quantitative research; aiming to describe and 

uncover the complex terms and words used in subsequent survey questionnaires – 

a method known as Sequential Exploratory Strategy. 

 

Qualitative studies can be especially useful in informing the context of quantitative 

assessment tools in cross-cultural mental health research. Understanding, 

acceptance and attitudes toward mental health vary greatly between cultures. 

Forced migration causes suffering and emotional distress which may be expressed 

in different ways depending on a person’s cultural background. Some studies 

therefore recommend the construction of survey questionnaires, and other 

instruments, for mental health assessments, should be preceded by a systematic 

comparison of the relevant illness categories, explanations and ways of expressing 

distress (Kleinman, 1977). Using qualitative methods for this purpose can make 

survey instruments and measures culturally more sensitive and appropriate for the 

particular situation (Ahearn, 2000). 
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The main rationale for conducting a preliminary qualitative study is further 

emphasized in the planning phase of a quantitative study. The author faced the 

methodologically-challenging issue of how to genuinely ascertain whether people 

leaving the former Yugoslavia since the outbreak of civil war in 1991, were asylum 

seekers, refugees or voluntary migrants. To minimize contamination or classification 

errors when assigning participants’ exposure status in any subsequent cohort study, 

the author extended a preliminary qualitative study to test assumptions on exposure 

status, or the degree of exposure to war and violence in immigrant’s conditions and 

reasons for migration; the vocabulary participants commonly use while explaining 

their immigration status, and the extent to which people are willing to be open about 

these sensitive matters in the context of a research study. 

 

A selection of appropriate quantitative methods is guided by the techniques that 

best address the study aims. The author needed to employ a quantitative technique 

that would test existing hypotheses, measure the difference in the prevalence of 

mental problems between exposed and non-exposed groups and examine the 

association between exposure and multiple outcomes.  

 

Most existing mental health research on migrants is either cross-sectional, 

descriptive or non-population based, and, as such, helpful for generating rather than 

testing hypotheses. Descriptive studies are also inconclusive in relation to the 

estimates of impact of pre- and post-migration factors on mental health outcomes. 

 

Observational epidemiological studies are used to test existing hypotheses. They 

also offer advantages for evaluating the association between exposure and a 

disease, for example the impact of forced and elective migration on mental health 

outcomes. Cross-sectional studies are useful for estimating the prevalence and 

identifying associations between outcome and risk factors that can be more 

rigorously studied using either cohort study or randomised controlled trials. Some of 

the subjects in cross-sectional studies will not have been exposed and would not 

have the outcome of interest. Cohort studies have advantage over cross-sectional 

studies as they allow to measure strength of association with relative risk and odds 

ratios. Cohort studies have advantages over case-control studies as they allow for 

the calculation of prevalence and incidence rates of the outcomes under 

investigation in exposed and non-exposed groups. Cohort studies are also suitable 

for examining multiple effects of the single exposure.  
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The author selected cohort study design as the main aim of the study is to measure 

the strength of association between migration status and psychological morbidity.  

 

Cohort studies can be classified either as prospective or retrospective, depending 

on the temporal relationship between the start of the study and the occurrence of 

the disease (Hennekens and Buring, 1987). In both study designs, participants are 

recruited to the study on the basis of presence or absence of exposure. In 

retrospective design, all relevant events, including both exposure and outcome of 

interest, would already have occurred before the study commenced whereas in the 

prospective study design, the outcome being examined has not yet occurred at the 

start of the study.  

 

Considering limited timescale and resources for this study, the author selected a 

retrospective design because all participants to be recruited in the study were 

already exposed to migration process. Outcomes studied were also known at the 

start of the investigation.  

 

One major source of error in cohort study arises from a degree of accuracy which 

subjects have been classified with respect to their exposure and disease status. 

This error is minimised in prospective study as exposure is assessed before the 

outcomes. The author attempted to reduce bias in estimating the outcome by 

assessing the exposure prior to the outcome.  

 

4.6 Original Contribution 

A comparative component of the cohort study that examines mental health of 

‘elective’ against ‘forced’ migrants from the same country, resettled in the UK, will 

contribute significantly to existing knowledge. Furthermore, this study recruited 

participants from primary care settings using the total sample of eligible population, 

a sampling strategy that has rarely been used in research on refugees’ mental 

health.  

 

One of the unique components of this study is the emphasis on the importance of 

social functioning dimension in the context of migration that emerged from the 

qualitative study and was hypothesised and subsequently tested in the quantitative 

study. This approach further strengthens the evidence on usefulness of employment 

of mixed method research in cross-cultural mental health studies. 
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This study also provides the first empirical data from the historical cohort study 

design on the long-term impact of post-migration factors on mental health of 

migrants from the former Yugoslavia currently residing in London. This information 

will provide an important evidence base for commissioning and planning local health 

care services for this particular population group. 
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Chapter Five ~ Qualitative Study Methods 

 

5.1 Overview of Chapter 

This Chapter describes the study settings and study population for both qualitative 

and subsequent quantitative studies. Sampling issues are discussed followed by a 

detailed description of interviews and focus groups. The methodology used for 

analyzing qualitative data is then discussed, concluding with notes on the rigour of 

the qualitative research. 

 

5.2 Study Setting and Population   

Various studies, based on official Home Office Statistics (Home Office, 2000) 

indicate that 80 % to 85 % of asylum seekers and refugees tend to resettle in 

London (Carey-Wood et al. 1995; Greater London Authority, 2001). Due to a lack of 

routine data on numbers of refugees living in different parts of London, Bardsley and 

Storkey (1999) estimated an average number of refugees living in various boroughs 

of London using four different datasets. All the data sources were proxy measures 

and the authors acknowledge that this may have underestimated the true 

proportions of the estimates. The study however did report that the majority of 

refugees resettled in North West and North Central London.  

A recent study by the Institute of Public Policy and Research, based on the 2001 

Census, showed immigration made up for more than half of Britain's population 

growth from 1991 to 2001. This study confirmed previous estimates that the vast 

majority of migrants continued to settle in London or south-east England. The study 

further suggested that over 50 % of immigrants from the former Yugoslavia resettled 

in London (Kyambi, 2005). In 2001 the most popular areas of residence for people 

from the former Yugoslavia were Regent’s Park, Hammersmith, Kilburn, Acton, 

South and North Tottenham, Highgate, Shepard’s Bush and Golders Green (Table 

3). The author therefore opted to recruit participants for this study from North West 

and North Central London.  

The study population from which the study sample was drawn, for both qualitative 

and quantitative studies, are migrants from the former Yugoslavia who have 
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resettled in the UK since 1988. The start point was selected to coincide with the 

date of the earliest arriving participant who applied for asylum in the UK.  

 

 TOTAL NUMBERS AS % OF ALL PEOPLE 

Area Regions 1991 2001 +/- % 1991 2001 +/- % 

Regent's Park London 168 730 334.52 0.21 1.00 0.79 

Hammersmith London 231 670 190.04 0.39 1.01 0.62 

Kilburn London 107 617 476.64 0.24 1.45 1.21 

Acton London 263 573 117.87 0.43 0.85 0.42 

Tottenham S London 23 533 2,217.39 0.05 1.10 1.05 

Tottenham N London 16 488 2,950.00 0.03 0.80 0.77 

Highgate London 103 453 339.81 0.22 0.83 0.61 

Shepherds Bush London 243 444 82.72 0.58 1.06 0.48 

Golders Green London 66 438 563.64 0.16 0.91 0.75 

Hyde Park London 211 421 99.53 0.35 0.63 0.28 

Table 3: Most Popular UK Areas for People from Yugoslavia 
1991 compared to 2001 

 

5.3 Aims of Qualitative Study  

The main aims of the qualitative study were:  

 To inform development of a culturally sensitive questionnaire for quantitative 

study; 

 To examine participants’ understanding of psychological health and possible 

barriers to access to health services; 

 To ascertain factors perceived to influence psychological well-being; 

 To elicit participants’ perception on the difference between voluntary and forced 

migration; 

 To explore how much information on psychological health participants were 

willing to disclose; 

 To understand the vocabulary participants commonly use to explain their 

psychological health. 

 

5.4 Sampling Framework 

The sampling population identified for the recruitment of refugees and asylum 

seekers from the the former Yugoslavia for qualitative study were two former 

Yugoslavian refugee organizations, based in North West and North Central London. 

These organisations provide financial and social support, and referrals to 
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counselling and community mental health services and they reach the most 

marginalized members of the community. The Bosnian Resource Information 

Centre and Kosovar Support (BRICKS) provide advice and advocacy for refugees 

from the former Yugoslavia on benefits, housing, education and health. This 

organisation also offers psychotherapy and physiotherapy services, translation and 

interpretation sevices, counselling in a range of languages, advocacy for parents 

and pupils in schools and help for those who have been excluded. Friends of la 

Benevolencija was formed in 1994 with the main purpose of bringing together the 

Bosnian Jews as a community so they could be better integrated into UK society. 

The author worked closely with the Directors of both organisations to ensure they 

were aware of the selection criteria and were approaching appropriate people to tell 

them about the study. Those who were willing to participate contacted the author 

directly to find out more about the study and what was required of them.  

 

The sampling venues for voluntary migrants were local community cafés and a 

community centre. These venues were primarily set up to encourage and support a 

social network for people from the former Yugoslavia. The author also built a 

relationship with staff that helped the author recruit people who met selection 

criteria. All participants recruited were registered with GPs in North West and North 

Central London.  

 

5.4.1 – Recruitment 

In purposive sampling, participants are selected with the specific purpose – i.e. 

participants are sampled to represent characteristics that are known or believed to 

be relevant to the study aims (Murphy, 1998). Selection characteristics are driven by 

the research topic being explored. Based on the literature review the author 

identified a range of characteristics that might influence participants’ experience and 

might have an impact on key study exposure and outcomes. These comprised:  

 IMMIGRATION STATUS: 

Asylum seekers, refugees and ‘elective’ migrants from the former Yugoslavia;  

 AREA OF RESIDENCE IN FORMER YUGOSLAVIA: 

Representative from each of the entities of the former Yugoslavia:  

Bosnia and Herzegovina, Croatia, Kosovo, Montenegro, Macedonia, Serbia and 

Slovenia;  

 EXPERIENCES OF MENTAL DISTRESS: 
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Self-reported psychological problems in approximately half of the sample 

selected;  

 DEMOGRAPHIC CARACTERISTICS: 

Equal gender and age distribution;  

 SOCIO-ECONOMIC FACTORS: 

Diverse socio-economic backgrounds; if possible identify prior to recruitment. 

 

Heterogeneous sampling was chosen (Holloway and Wheeler, 1996) to include 

variations in different characteristics. Selection criteria ensured the maximum 

diversity in terms of age, gender, ethnic and socio-economic backgrounds, 

psychological morbidity, time spent in the UK and ‘forced’ versus ‘voluntary’ 

migration. These selection methods were aimed at providing a sample of 

participants whose views represent a broad range of opinions that may be found in 

the community as a whole. 

 

5.4.2 – Sample Size 

Sample sizes in qualitative studies are usually small. This is because the aim is to 

generate new and detailed understanding of various concepts in question rather 

than test a given hypothesis. When data is appropriately analysed, there comes a 

point where very little new evidence is provided by each additional participant. This 

is because themes only have to appear once to become part of the analytical map. 

This point is commonly reached within twenty interviews (Malterud, 2001); but 

depending on diversity, the sample may range from five to over thirty (Strauss and 

Corbin, 1998). Sample sizes also tend to be smaller because the type of information 

collected is rich in detail and therefore the sample size needs to be kept relatively 

small to allow for an in-depth analysis of information.  

 

5.4.3 – Saturation  

A category is considered saturated when no new themes, or information about a 

dimension or interplay between concepts emerge during coding. Saturation is a matter 

of judgment and experience in the qualitative research field but Strauss and Corbin 

define saturation as a point where collecting additional data seems counterproductive – 

the new information does not add much to the explanation (1998). 
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The author started to reach the point of saturation for the main categories in the 

participants’ interviews after approximately fifteen interviews. Saturation was not 

achieved for all the topics pursued at that stage however pragmatic decision was 

taken to cease interviews and focus groups when saturation started to emerge for 

the main following categories: idioms used to express psychological morbidity, 

terms used to describe voluntary and forced migration and general understanding of 

these two terms and possible factors that may have impact on psychological 

wellbeing. Subsequent interviews were conducted to specifically look for deviant 

cases in the above mentioned categories. In determining the final sample size for 

the qualitative study, the author ensured the size was not too large, thus permitting 

full in-depth analyses that were case oriented, but, at the same time, not too small 

to allow for a rich and diverse understanding of experiences. The final sample size 

was also determined by pragmatic decision and resource limitation. 

 

5.5 Interviews and Focus Groups 

Qualitative data was collected using a mixture of interviews and focus groups. The 

rationale for using different qualitative methods was pragmatic. Asylum seekers and 

refugees were recruited from voluntary organizations and it was therefore 

convenient to organize focus groups. It had also been suggested that people with 

mental health problems are more likely to be forthcoming when discussing their 

condition within the group of people with similar problems (Barbour, 1999). ‘Elective’ 

migrants however were more likely to be recruited individually and they usually 

preferred to be interviewed alone. In total, two focus groups and six interviews were 

conducted. One focus group had four participants, and another had nine 

participants.  

 

The Topic Guide, (as in Appendix I), was developed from a comprehensive 

literature review intended to address the main aims of the study. It included routes 

of arrival in the UK, experience with complex immigration processes, their pattern of 

seeking help for health problems, access to primary and specialist care, possible 

obstacles and triggers for seeking help, and their experience of their relationship 

with doctors in the UK. Participants were asked to describe their understanding of 

psychological problems and their own experience of mental distress, along with 

possible factors that alleviate, or aggravate, the assimilation process in the UK. In 

response to the initial focus group discussion, the author decided to ask all the 

participants in the subsequent focus group and interviews to complete a one page 
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structured pilot questionnaire ascertaining immigration status, to test the feasibility 

of its usage in subsequent cohort study. At the end of the conversation, participants 

were encouraged to add anything else they felt was important, but not already 

covered. 

 

Questions from the topic guide served as an aide-memoire and as an ‘opener’ of 

conversation. They would be followed by probes and questions, such as ‘What 

makes you say that? Can you say a bit more? Interviews were flexible and open to 

emergent themes raised by participants. The process was iterative with wide 

latitude to fully explore issues raised by participants, such as ‘satisfaction with 

health care services’. These issues were fed into subsequent interviews. 

 

5.5.1 – Conducting Interviews and Focus Groups 

At the start of interview and focus groups the author introduced the study and 

reiterated the confidentiality of conversations and how the information obtained 

would be used. All participants signed a consent form for research participation, as 

in Appendix II. Interviewees’ were asked their permission to record the interviews 

and focus groups, explaining that this facilitates analysis. The English language was 

used only while discussing official terms such as ‘Exceptional Leave to Remain’ or 

‘Temporary Protection Visa’ but other discussions were conducted in the 

interviewee’s native language (Bosnian, Croatian or Serbian). All focus groups and 

interviews were tape-recorded. 

 

The interviews were conducted in a venue of the participants’ choosing. Most 

interviews were conducted in the participants’ homes; two were conducted in a local 

café, with interviews lasting between 45 and 60 minutes. 

 

The interview would start with neutral questions, which enabled participants to open 

up, for example, by asking them how and why they came to the UK. Verbal tools 

used during the interview included: invitations for clarification or elaboration of the 

terms or concepts presented, asking for an example, challenging opinions, returning 

to earlier issues described, exploring views on consequences, for example, ‘How 

did this make you feel?’, presenting a range of issues other participants had 

mentioned. Non-verbal tools used were, for example, facial expression, silence, or 

nodding. The author would end the interviews by thanking the participants for taking 

part and offering £20 vouchers in gratitude for their time commitment. The author 
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usually stayed for a few further minutes, generally chatting about the topic of the 

interview or about more general issues. 

 

Both focus groups were hosted by participants in their homes. Various venues were 

suggested for hosting focus groups e.g. community centres, Imperial College 

seminar rooms, but participants preferred to be interviewed in private homes as they 

probably felt more relaxed and comfortable in that environment. Focus groups 

lasted 90 minutes on average. The author firstly introduced her self and the study 

and asked all the participants to introduce themselves briefly and to tell a short story 

of their arrival in the United Kingdom. It was sometimes difficult to control initial 

conversation as everyone would have their own, detailed and original story of their 

arrival. Initially however conversation helped people to open up and relax.  

 

Focus group discussions were more dynamic and participants openly shared stories 

within a small and relatively homogenous group. Detailed information was gathered 

suggesting that participants did not find it difficult to communicate their experience 

of immigration and their current immigration status; provided confidentiality was 

assured. 

 

After the interviews and focus groups discussions, the author made field notes, 

recorded non-verbal clues, other observations and the way she felt after the 

discussions. Recording feelings helped the author to reflect on the interviewees’ 

experiences and beliefs, but also facilitated a better understanding of interviewee’s 

emotions during discussions. 

 

5.5.2 – Transcription and Translation 

All focus groups and interviews were conducted in Bosnian, Croatian or Serbian; 

transcribed verbatim, translated into English by a professional translator and verified 

by the researcher. 

 

5.6 Thematic Content Analysis 

Data were analyzed systematically using the Framework Analysis Method (Ritchie 

and Spencer, 1994). The thematic framework was derived from the study aims and 

topic guide and used to classify and organize data from focus groups and in-depth 

interviews according to key themes, concepts and emergent categories. To meet 
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the study aims, the main objectives were to synthesise and interpret data in relation 

to the main themes. 

 

The analysis involved a staged process including: familiarization with the transcripts, 

and identifying a thematic framework comprising a series of main themes and sub-

themes (Diagram 2). For example, one of the main themes was access to services 

with sub-themes that emerged from discussions, such as: choice, amount of time 

made available for a consultation, access to specialists, severity of disease, 

information available, interpreters, and cultural differences in services. Other main 

themes were the immigration process, psychological problems and factors 

influencing mental health. The thematic framework was applied to transcribed data. 

Indexed transcripts were organised using thematic charts to enable comprehensive 

data synthesis and interpretation.  

 

The process of thematic identification and data indexing was repeated on two 

occasions, once manually by the same researcher on a different day (Miles and 

Huberman, 1994) and the second time using a Nvivo software package (Bazeley 

and Richards, 2000) to further test the validity of indexing.  

 

Manual analyses involved developing thematic framework, charting and grouping 

relevant sections, as described in Diagram 2.  

 

After transcription, all interviews and focus group discussions were also imported 

into Nvivo Version 2 (Bazeley and Richards, 2000) to aid data management and 

analysis. Analysis followed the strict methodological approach based on thematic 

framework analyses. Nvivo enables a very fine-grained analysis. The minimum text 

unit for analysis is one character (by contrast the minimum text unit in, for example, 

NUDIST is one paragraph). It enables highlighting or changing the colour, size or 

font of the unit of text in the process of analysis. Next, it enables all steps of the 

above described analysis to be documented in electronic form and performed on 

computer.  Nvivo facilitates constant playing and experimenting with ideas and data 

and data handling seems to be more comprehensive and fluid compared to manual 

charting process. 

 

Gibbs suggested that “It is often said that computers are better at numbers than 

people, but that people are better at understanding the world than computers. So it 

might seem like a contradiction that in the last 15 years computers have acquired a 
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central role in qualitative analysis – an approach focused on interpretation, empathy 

and understanding (Gibbs, 2002).” However, qualitative data are distinguished by 

their meaningfulness and hence interpretation is a key aspect of qualitative data 

analysis (Gibbs, 2002). The reliability and validity of such interpretation is a key 

concern of analysis and no software package is capable of perceiving a link 

between theory and data. However, computer-assisted qualitative data analysis 

software plays an important role in facilitating and recording this process in more 

organised way and it helps to find exceptions and deviations. (Pope et al. 2000). 

 

The objective of the Nvivo analysis was to classify and index data according to 

identified themes, devise headings and subheadings, map the range of responses 

and summarise key findings. This software was also used to cross-check validity of 

manual coding process. Using the powerful cross-referencing facility of the 

software, the author considered together all codes/headings/subheadings relevant 

to each theme, compared them with manually devised charts and modified the 

headings and subheadings accordingly.  

 

Both methods showed a high level of agreement (> 90 %). Minor disagreement 

occurred mainly when indexing sub-topics. In each instance the relevant text was 

examined and re-indexed. This process generated some refined sub-themes that 

enabled more accurate indexing. 

 

 

 

 

 

 

 

 

 

 



 

 

 

Diagram 2: The Framework Approach to Analysis 
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5.7 Ensuring Rigour in Qualitative Research 

Qualitative methods are now widely used in health service research but quality in 

qualitative research is a mystery to many health service researchers (Mays & Pope, 

2000). It has been argued that it is not possible to judge qualitative research by using 

conventional criteria such as reliability, validity and generalisability. However quality in 

qualitative research can be assessed with the same broad concepts that are 

operationalised differently to take into account the distinct nature of qualitative research. 

Barbour (2001) suggested that the following steps in qualitative research methodology 

may contribute, to a certain extent, in ensuring rigour in the qualitative research: 

purposive sampling, grounded theory, multiple coding, triangulation and respondent 

validation. None of these ‘technical fixes’ in itself confer rigour however they can 

strengthen the rigour only if embedded in qualitative research design and analyses 

(Barbour, 2001).  

 

In this study, methodological rigour came from careful transcription, thorough and 

systematic multiple coding, responded validation and justification for extracts chosen for 

illustration. 

 

5.7.1 – Validation 

The concept of validity is described by a wide range of terms in qualitative studies. 

For example, Creswell & Miller (2000) suggest that the validity is affected by the 

researcher’s perception of validity in the study and his/her choice of paradigm 

assumption. As a result, many researchers have developed their own concepts of 

validity and have often generated or adopted what they consider to be more 

appropriate terms, such as, quality, rigor and trustworthiness (Davies & Dodd, 2002; 

Lincoln & Guba, 1985; Mishler, 2000; Seale, 1999; Stenbacka, 2001). Other authors 

argue that all qualitative research involves subjective perception and that different 

methods produce different perspectives.  

There are no mechanical or simple solutions to limit the likelihood that there will be 

errors in qualitative research however there are a number of ways of improving 

validity, each of which requires the exercise of judgement on the part of researcher 

and reader (Mays & Pope, 2000).  

Validity in this study was ensured with the following steps: 
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 Two comparative groups were selected – Asylum seekers and refugees 

compared to ‘elective’ migrants; 

 Selected diverse sample population in terms of gender, age, ethnic 

background, psychological morbidity and socio-economic status; 

 Participants were recruited from varied settings: voluntary organizations and 

community cafes. 

 

Data collection ensured: 

 Interviews were conducted in the patient’s preferred language; 

 Double checking authenticity of transcription; 

 Professional translation; 

 Verification of translation and transcription; 

 Conducting interviews mostly in participants’ homes or other familiar 

environment made people feel safe to open up and speak freely; 

 Seeking clarification and examples of key points during the interviews; 

 Documentation of research process and interpretative process. 

 

In analysis, every effort was made to: 

 Be systematic, comprehensive and inclusive; 

 Repeat reading of and listening to the interviews; 

 Display diversity within the data; 

 Conduct respondent validation – presented the findings of one focus group to 

the participants;  

The preliminary findings were presented at the European Conference of Public 

Health, North West London Mental Health Trust Conference and the Medical 

Research Council Fellows’ Annual Conference. Methodology was presented and 

preliminary results were discussed by the respective audiences, which included 

public health and medical researchers, mental health professionals, statisticians and 

epidemiologists – suggestions for improvements were noted and incorporated.  

 

 

5.7.2 – Reliability and Transferability 

Internal reliability involves careful transcription, thorough and systematic coding and 

presentation of the theoretical framework used to understand the data (Gardner et 
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al. 1999). The author aimed for internal reliability by seeking agreement on 

interpretations and coding, categorising and labelling using different methodologies 

and introducing double coding and labelling on different occasions.  

 

The findings from a qualitative study are not seen as facts applicable to the 

population at large, but rather as descriptions, notions or theories applicable within a 

specified setting (Malterud, 2001). Generalisability from qualitative research remains 

an issue for some researchers. Guba and Lincoln introduced the concept of 

transferability as an alternative to generalisability (Guba, 1994). Transferability, also 

called external reliability, and the related notion of replicability, also called external 

validity, are reflected in the extent to which findings could be replicated if the study 

were repeated with the same or different people. The basis for assessing reliability 

and validity is that assessment can be established on a detailed description of 

methods, settings and findings, including information on the prompts used to 

generate data.  

 

Although with certain limitations, the author’s findings are likely to be 

generalisable/transferable to many other people from the former Yugoslavia who 

live in the UK, or even wider, and to other disease areas. Transferability of this study 

does not stem from the representativeness of the sample, although in some aspects 

representative, but from the concepts, such as expression of psychological 

problems in the form of impaired social functioning, unmatched expectations from 

primary care services, high regard for specialist opinion, that may be relevant to 

other settings and patient groups. Transferability is a matter of judgment by the 

readers of research studies.  

 

5.7.3 – The Author’s Viewpoint 

Reflexivity is sensitivity to the way author/researcher is aware of their personal and 

intellectual standpoints that may have a significant influence on the research 

process. Rigorous exercise of author’s reflexivity throughout data collection, 

analyses and interpretation minimises researcher bias. It is important for any 

qualitative researcher to declare their personal standpoint at the outset of any 

research report in order to be transparent and enhance the credibility of the findings.  

 

By declaring their own standpoint the researcher brings his or her beliefs, attitudes 

and views into the open to be able to control their influence on the process of 
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analysis and on the particular interpretation of the findings. By being aware of his or 

her own standpoint the researcher can consciously keep the distance from those 

researched and seek alternative explanations to those he or she may find most 

plausible. It is argued that by doing this a greater level of impartiality can be 

achieved and personal and intellectual bias may be minimised.  

 

A brief reflection on the author’s viewpoint: 

 The decision to study mental health in asylum seekers and refugees shows 

the author considers this topic of great importance. The author does believe 

that some published research and media, particularly in the UK, 

overemphasize pathology and marginalize this group of people even further. 

 Being a refugee herself, the author is familiar with a resettlement process and 

has the personal experience of losing everything and trying to regain integrity 

and identity within a new society. The author found the whole process 

impacted positively on her mental health, as it made her stronger and more 

resilient. However, the author is aware that this may not be the case for many 

of the participants interviewed in this study. 
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Chapter Six ~ Qualitative Study Findings 

 

6.1 Overview of Chapter 

This Chapter presents findings from the qualitative study, starting with a description 

of participants’ characteristics, followed by a detailed account of the topics 

discussed during the interviews and focus groups, including the immigration process 

and vocabulary used when differentiating between refugees and elective migrants, 

understanding and perception of psychological problems, factors that may influence 

mental health, access to health services and health information.  

 

6.2 Sample Characteristics 

Nineteen participants in total were recruited; of those seven were men. Thirteen 

participants (68.4 %) were refugees and six (31.6 %) were ‘elective’ migrants. The 

majority of participants came from Bosnia (nine), four from Serbia and Montenegro, 

three from Croatia and one participant each from Kosovo, Macedonia and Slovenia. 

Participants had an average length of stay in the UK of 11 years; ranging from 3 to 

15 years. Eight participants (42.1 %) reported they had direct exposure to conflict in 

the former Yugoslavia (Characteristic details are given in Table 4 at the end of this 

Chapter). Two focus groups and six interviews were conducted. One focus group 

had four participants, all refugees, three females and one male. Two participants 

had self-reported depression. Another focus group had nine participants; eight were 

refugees and one elective migrant. Two participants were males and seven females. 

Three participants had self-reported PTSD, one had depression and one was 

suffering from natal depression. 

Six interviews were conducted with five elective migrants and one forced migrant. 

Only one participant interviewed reported work-related stress symptoms. 

 

6.3 Immigration Process 

Most participants were forthcoming on how they came to the UK and gave the 

impression they were happy to discuss their experience with the immigration 

authorities in Britain, their different legal and illegal routes of arrival, their stay in the 

UK and legal procedures. Immigration procedure was already successfully resolved 

for most of the participants, with more than half of the participants holding a British 
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passport. Some had a sense of pride in having successfully negotiated the 

immigration process. All participants were familiar with official terms such as 

‘Exceptional Leave to Remain’ or ‘Temporary Protection Visa’ and used English 

phrases to describe their processing.  

 

The immigration process for most refugees was a long, complex and stressful 

experience. Participants waited, on average, five years for the final Home Office 

decision ranging from six months to ten years. No single pattern emerged in 

relation to either entering the country or obtaining permanent status. Almost every 

person had a distinctive and unique story to tell.  

‘I bought the Croatian passport – that’s how I entered the country’.(P12) 

‘I had a family reunion visa. My wife was here as an asylum seeker so I 

asked for a visa for asylum seekers in Croatia and I got it straightaway. I 

came here in February and in September I already had a ‘blue passport’ 

(refugee status). Now I have the British passport’. (P14) 

‘I came here on a student visa, and now I have the status of a European 

Citizen as Slovenia has become a member of the European Union. I will 

vote in the elections just like English people. Last summer there were 

elections in London and I took part in them’. (P13) 

  

Those refugees who entered the country with a temporary protection visa, as an au-

pair, student or tourist, submitted asylum applications within a few weeks or months 

after arrival and outcomes of the applications varied considerably. Some participants 

from war-affected areas were refused asylum but were given the right to appeal. 

Only a small number of appeals were successful. Those with unsuccessful appeals 

were given ‘Exceptional Leave to Remain’ for one year in the first instance, followed 

by the extension of a further three followed by an additional three years and the right 

to apply for ‘Indefinite Leave to Remain’ after a seven year period had elapsed.  

 

Those asylum seekers who wanted to be reunited with their families, had a relatively 

straightforward encounter with the immigration authority and promptly obtained 

‘Indefinite Leave to Remain’. 

 

Most refugees arrived in the UK following a political disagreement with the 

Government or community, fear of persecution and difficult living conditions, either in 

war-affected areas or indirectly affected peaceful parts of the former Yugoslavia. 

Only six out of 11 refugees were directly exposed to war. One refugee fled the 
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country from an unaffected area because he did not want to be recruited into the 

army. Two refugees from Croatia immigrated after repercussion consequences of 

the war in Bosnia – they no longer felt safe to live in their home cities. 

 

Elective migrants entered the country either on a tourist, student or au pair visa or a 

work permit dependant visa and had a relatively uncomplicated encounter with the 

immigration authorities. Two elective migrants, who came as au pairs and later 

married British Citizens, found the whole immigration process tedious, stressful and 

uncertain, although both eventually had a positive outcome. None of the elective 

migrants were exposed to violence or war and they mostly decided to come to the 

UK either for work opportunities, to study in London or simply because of the 

economic crisis in their home country.  

  

When the author asked participants what questions should be used to help elicit the 

exposure status in the cohort study, many suggestions were put forward but the 

overall discussion suggested a lack of clarity, and ambiguity in differentiating 

‘elective’ versus ‘forced’ migration.  

The question could be: ‘Do you feel like a refugee or migrant’.. so that 

would be their perception. Someone can see themselves as a refugee. 

…..and also people are not always aware of the differences. Someone 

may call themselves refugees although they legally never applied for 

asylum. (P2) 

What does voluntary mean in fact?…we did come here voluntarily unlike 

the medical evacuees who were put on a plane and sent here. They 

wanted to go back but were not allowed for medical reasons. It’s important 

how you feel - in the sense - whether you have control of your own life, or 

whether you think that you made the right decision to come here. (P9) 

 

6.4 Perception of Psychological Problems 

Participants, especially female refugees, were forthcoming when addressing 

psychological problems. Only one elective migrant mentioned experience of ‘work 

related stress and anxiety’ (P3) while other elective migrants saw themselves as 

‘mentally healthy’.  

 

The discussion threw light on the difference in attitudes towards mental health in 

female and male participants. While women volunteered stories of their various 
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psychological problems and ways of seeking help, male participants expressed 

strong views about how they would not easily declare mental illness as this would 

be seen as evidence that they were ‘weak and vulnerable’ (P19). 

 

The discussion also highlighted that idioms participants used to describe anxiety 

and depression were similar to the western concept of psychological distress. P11 

described depression symptoms as “tearful all the time” and “feeling lonely... 

everything seems to be an effort these days”. P3 explored a sensation brought up 

by stress at work:  

“It is a strange feeling when you suddenly feel scared, your heart is 

bumping, you look around....but can’t find what is it....I start sweating, 

world is spinning around and I have to sit down and try to catch breath..” 

 

The general understanding of psychological problems focused mostly on its impact 

on social functioning. Those participants who suffered from PTSD or depression 

mentioned emotional aspects of a psychological problem, such as ‘being fearful’, 

‘restless’, ‘feeling nervous’, ‘constantly worrying about something’, ‘feeling insecure 

and lost’ ‘feeling trapped’. Other participants focused their discussion on ‘ill fit into 

certain environment’ (P10) or ‘inability to carry out everyday life at home or work’ (P9).  

‘When everyday things, everyday life cannot go on. Either work or family 

life …or your personal life….. There is something that affects one very 

strongly or if one struggles too much with day to day existence but still 

completes the tasks. I mean, if you are depressed and going to work 

and finding it difficult to cope…..So, if everyday life is out of order and 

difficult…’ (P10) 

 

6.5 Understanding Post-Traumatic Stress Disorder 

PTSD was seen as a ‘mental state which is as a result of stress and trauma caused 

by war’; ‘delayed or suppressed reaction’; ‘constant fear accumulated in bones’; 

‘flashback related to a certain situation’, nightmares’ and ‘feeling insecure’. One 

participant described a flashback - ‘a horrible event that I can’t get out of my head’ (P1). 

‘…for example I always visualize my husband’s arm somewhere, like 

he’s buried just his arm is sticking out…I always see that .. and his 

watch… that is so horrible…’ .(P12) 
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A range of physical or somatic symptoms were described by those participants who 

were experiencing some form of psychological problem. These included pain and 

aches in joints, neck, spine and burning sensations on body and head. 

 

6.6 Stigma Attached To Mental Health Problems 

Both groups of participants, elective migrants and refugees, also discussed cultural 

differences in attitudes towards mental illness and most mentioned the stigma of 

mental illness in their community. It was emphasised that ‘people would usually 

keep their mental weakness to themselves as they were ashamed to show that they 

were not doing or feeling well’ (P19). People would rarely ask for professional help 

as they feared confidentiality would be broken and ‘everyone would know of our 

mental state’ (P16). Most participants felt liberated coming to the UK as they could 

freely communicate concerns about their mental health and ask for help.  

 

6.7 Factors That May Impact on Mental Health 

Participants suggested the following factors may have an impact on mental health: 

employment, family and friends support, social support, preserving one’s own 

culture, insecurity with immigration process, knowledge of the English language, 

age on arrival, mental health state on arrival and flight circumstances.  

 

Having a job is seen as an important positive factor resulting in better integration in 

society. Participants felt it was better ‘to do something rather than nothing’. 

Refugees emphasised that it made a big difference whether employment matched 

one’s skills and education level and whether they were satisfied with their position:  

‘Of course you feel mentally stronger and better if you work, I say, if you 

were able to do the job on the level, similar to what you did before, and if 

you could provide for the same lifestyle that you had in your own 

country. That would inevitably give you satisfaction’. (P4) 

‘…but there’s really bad frustration if one is doing something out of their 

profession. People were really badly frustrated because they had to do jobs 

that didn’t suit them. There are an awful lot of unfulfilled people’. (P8) 

 

People from the former Yugoslavia usually resettle in extended family groups and 

have very strong family ties. Most participants, refugees and immigrants, mentioned 

the importance of support from family and friends through difficult times. 
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‘But as I said before, to me the family is very important. For example I 

am here in another country but when I have a problem I call back home, 

speak to my mother, brother and sister and that is half the mental 

health. When you need to unwind you phone your family. That is a very 

simple factor but so important for mental health as it’s not only about 

venting your frustrations but about being what you are and being 

accepted for it’. (P13) 
 

Knowledge of the English language was generally seen as a pre-requisite for 

successful and faster integration; however opinions were divided as to how 

important this is for general mental health when compared with other factors. 

Younger people felt that language and even accent and sense of humour led to 

smoother integration while those who came to the UK in their 50s or 60s thought 

that better or improved knowledge of the English language would not influence their 

overall satisfaction with life.  

 

The importance of age on arrival was emphasized in most interviews and both focus 

groups. Participants stated that younger people were able to adapt to change more 

easily, start a new life in a new environment, had better opportunities for 

employment and integrate relatively quickly. Older people who had left behind 

career, secure income, properties and established social networks felt they had 

problems starting from nothing in an unfamiliar environment. One female refugee 

doctor who came to the UK in her 50s stated she found it extremely difficult to 

compare herself with indigenous peers ‘who had everything that refugees lost’ (P4). 

She was trying to acquire, in a short time span, all that others had acquired 

throughout their life and this led her to feel depressed and ‘inadequate’.  

 

The most frequently mentioned factor that could harm mental health was a long and 

insecure process with immigration authorities. These discussions were emotionally 

charged, lengthy and contained obvious anger and frustration.  

‘I came to love London, but the whole feeling of uncertainty and the 

feeling that I could not go home for 10 years – that’s how long I was 

without travel documents - that feeling was killing me, but in the mean 

time I became attached to London, and I didn’t even think about going 

back, but that feeling of not having a home and the uncertainty of not 

having my family nest, my own home where I would recharge my 

batteries…You know….when you go to your mum’s for a couple of 

months and you recover… That feeling is very harmful’. (P8) 
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Preserving one’s own culture was a positive factor mentioned, mostly by elective 

migrants. Having access to one’s own culture, maintaining the knowledge of one’s 

native language and going back to the home country regularly was said to help 

people to preserve their identity and have a sense of belonging.  

 

6.8 Access to Health Services  

The pre-war healthcare system in the former Yugoslavia was characterised by 

under-developed primary care, absent community mental health services and easily 

accessible specialist services in hospitals. Participants stated that it was difficult for 

them to adapt to a new system that was organised around a primary care system. 

This often resulted in feelings of frustration and anxiety.  

‘…….It doesn’t matter what the system is like here for us… whether it is 

suitable or not but one needs to adapt to it. It took us a long time to 

adapt to it and it gave us a lot of additional trouble’. (P7) 
 

Most participants expressed some concerns about the quality of primary health care 

services they received. Some stated that the quality of care varied considerably 

between general practitioners. Few people were satisfied with the care and attention 

they received but the majority felt general practitioners did not devote sufficient time 

and attention to their complex needs.  

‘I think for various reasons GPs generally don’t give enough time to 

patients. That’s my experience. I think GPs are under enormous 

pressure and the framework in which they have to work is ridiculous, but 

again, it depends from GP to GP …….but every time I go to my GP for 

whatever, I am already anxious. I am thinking that if I have two problems 

I won’t be able to talk to him about both problems at the same time. I’ll 

just have to come for one and then make another appointment for 

another problem. I am constantly conscious of the time’. (P3) 
 

Some participants reported finding it difficult to trust their GP. For people who came 

to the UK in a traumatised state and were exposed to variety to post-migration 

stressors, it was even more difficult to relax and open up to their doctors. Some 

even felt discriminated against.  

‘Here, the doctors don’t believe you when you tell them that you come 

from a country where there’s a war at the end of the 20th century, where 

people kill each other - in the worst possible way, they just don’t listen to 

you’. (P14) 
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‘I think they don’t devote enough time to me and I think that my doctor is 

a charlatan. From my personal experience, I don’t trust them. He made 

a really banal mistake….he is nice and lovely but…’ (P5) 

‘I trust my GP to a certain extent, but I do not feel that he is interested in 

my health. I even have a feeling that he considers me a malingerer’.(P6) 
  

Participants stated that specialist services in the former Yugoslavia were easily 

accessible in the 1990s and described how they often received hospital-based 

specialist care even for minor conditions. Unmatched expectations of medical care 

after arrival in the UK gave rise to concerns on access to a specialist opinion and 

long waiting times. However, it was recognised that those patients with severe 

conditions would be referred to a specialist more quickly.  

‘Doctors, psychologists – to reach a diagnosis, they take much longer 

than back home. For example, back home I could ask to be seen by a 

specific doctor, a specialist. There’s no such thing here…it took a long 

time to get appropriate help. To reach someone that is suitable’. (P12) 
 

Health services for psychological problems were seen as more accessible in 

London than in the former Yugoslavia due to a number of factors: e.g. openness 

about mental illness such as anxiety and depression, diversity of available services 

and lower levels of stigma. Some participants reported being offered a wide choice 

of therapies ranging from specialised institutions and counselling services to 

spiritual healing and an alternative therapy.  

‘I think that there is a wider choice here of the ways one can help them 

selves and do some kind of ‘healing’. Here there’s a choice from spiritual 

and alternative treatments to art therapy and some other specialized 

institutions like Tavistock Centre…..I don’t know…how many there are. I 

think that there is a wide variety of choice’. (P8) 

 

6.9 Information and Interpretation Services  

Participants experiences of accessing information about general health services and 

mental health services varied with their knowledge of English and the route through 

which they entered the UK e.g. whether migrating individually or being aided. Those 

who arrived through organised support, such as the Humanitarian Evacuation 

Programme, felt they received helpful information on the health services, education 

and other services. Those who arrived individually or were unable to read English 

very well felt it was difficult to find out about access to primary care and specialist 
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services. Some expressed frustration while facing a different system and not 

knowing where to go and who to ask for help. Participants who had a good 

knowledge of English were generally happy about availability of information on 

various services but all agreed that there was a lack of health information translated 

into languages of the former Yugoslavia in primary care and hospitals.  

 ‘I don’t have a big picture of the system here. OK, I work here now so I 

learned on the way but when I first came here and didn’t have anybody, 

I had no clue what the Primary Care Trust is or Mental Health Trust, or 

Hospital Trust. Back home it’s all in one – health service and you know it 

is health service and hospitals’. (P13) 

‘Well, I didn’t ask for any information but it would be good if on 

registration with the GP you would get a booklet which would explain 

how the health system here functions, and give you a simple picture 

about the health system. I think that that would be generally helpful not 

only for our countrymen but for English people too, for everybody’. (P18) 

 ‘Yes, I can get enough information because I speak English. 

Information has not been translated into our language, but I understand 

English and access to information is good. I haven’t seen a translation 

into Croatian or Serbian or Bosnian, but …I suppose…there are not 

many of us. I came across Indian and Punjabi leaflets and Albanian too. 

I don’t think there is any information translated into our language’. (P7) 

‘In the hospitals you have print outs on how you say arm, or leg, in all 

languages but they are not in any of the languages of the former 

Yugoslavia, except Albanian. Maybe they consider us an educated 

nation, so they think we don’t need it. Maybe it’s because people rely on 

each other, they take friends to translate for them’. (P1) 
 

Participants had very different experiences on the use of professional interpreters 

compared to their own friends and family members who acted as interpreters when 

professional help was sought for psychological problems. Most participants 

preferred to have someone close with them, who they can confide in and felt that 

they would be more open if the interpreter was someone they knew very well.  

‘Well, it’s because they are (friends) familiar with my problems and it’s 

easier for them to translate since they know me; especially if they come 

from the same region and are refugees too. Then they understand my 

problem. I would feel more confident too’. (P17) 
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Only two participants preferred to have someone unknown to interpret for them and 

said that they would feel more comfortable sharing feelings and emotional troubles 

with someone whom they did not know.  

 

6.9.1 – First Point of Help 

Participants expressed different opinions about whom they would first approach if 

they experienced psychological problems. Those who were younger, who had 

recently arrived in the UK or who had not experienced psychological problems were 

more likely to say that they would approach their friends and family for help.  

‘First you think you can manage on your own, then you ask friends and 

family for help and then you ask for ‘outside’ help….. (P13)’ if it is 

something serious, a real psychological problem, then a friend is not 

enough, but it helps to talk to someone who knows what is happening to 

you’. (P6) 
 

The three participants who reported that they suffer from depression appreciated 

the professional help they had received and said they would seek medical help first 

if they experienced any psychological problem. A small proportion of participants 

stated they would prefer to seek alternative options for treatment, such as 

aromatherapy and meditation. One participant said she would be reluctant to talk to 

her GP because she could not see how a medical approach to stress could help 

relieve these sorts of symptoms, and she stated she would rather approach a friend 

or a colleague for help.  

 

6.9.2 – Triggers for Help Seeking 

Most participants stated they would only seek help if they felt they could not function 

satisfactorily and were not able to cope with daily tasks.  

‘I would ask for help if I cannot go about my everyday work and because 

I think that I cannot cope with my problem on my own, and I have to ask 

for the doctors help or for medicines so I can overcome the situation I 

found myself in’. (P10) 
 

Most participants felt their threshold for help-seeking was much higher when it came 

to psychological problems compared to physical problems. Nonetheless participants 

felt the range of treatment options and better information about mental distress 

made it easier to seek help with such problems than was the case in the former 

Yugoslavia in the 1990s.  
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6.10 Implications of Qualitative Study on Cohort Study 

The main aim of the qualitative study was to inform the measures of exposures, 

outcomes, post-migration factors and health service utilization for a subsequent 

cohort study. The information collected resulted in changes to the assessment tools 

and the author believes this greatly strengthened the quality of data collected in the 

cohort study. The following paragraphs describe specific areas where informed 

changes and additions were made to the measurement instruments. Integrated 

findings on the ‘mixed-method’ research are further discussed in Chapter Nine.  

 

Immigration Status – While the original plan had been to try to distinguish two 

categories of ‘forced’ and ‘voluntary’ migration in the quantitative study, this was not 

a categorical distinction that study participants recognized. The author therefore 

decided to use an operational definition for the primary exposure in the subsequent 

cohort study. Participants were asked whether they had ever applied for asylum, 

either from their home country or on the arrival to the UK; to obtain additional 

screening questions on the immigration process, such as type of visa applied for and 

reasons for leaving the home country.  

 

Psychological Distress – The idioms used to express and describe psychological 

problems were common among both groups and applicable to the Western 

psychiatric model of mental distress. However, participants were more likely to 

concentrate on impaired social functioning while discussing psychological problems 

leaving out emotional dimension of distress or mentioning it in a brief reference. To 

fully assess participants’ psychological well-being in the cohort study the author 

included a social functioning questionnaire as one secondary outcomes measure.  

 

Post-migration Factors – Participants suggested a range of factors they thought 

may have an influence on their mental health, some of which may not have been 

tested in the previous research. Factors, such as having employment matching one’s 

skills, satisfaction with job and environment, waiting for a Home Office decision for 

longer than a year and preserving one’s culture rather than adopting a new culture, 

were emphasized as important factors and their impact on mental health was tested 

in the subsequent cohort study. 
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Access to Health Services – A new aspect emerged in the qualitative study when 

participants started to discuss access to health care services. Participants described 

difficulties they had in adapting to a new system in which primary care acts as a 

‘gate-keeper’ to specialist services. This issue was explored and tested further in 

the cohort study by measuring patients’ use of, and satisfaction with, primary and 

secondary health care services.  
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Table 4: Characteristics of Participants in Qualitative Study 

ID 

A
g

e 
G

ro
u

p
 

S
ex

 Mental 
Health 

Problem 

Immigration Status on Arrival 
and after Arrival 

Migration 
Status 

Stay in 
the UK 
(years) 

Place 
of Birth D

ir
ec

t 
E

xp
o

s
u

re
 

to
 C

o
n

fl
ic

t 

P1 20-29 F PTSD 
Applied for asylum on the 

basis of family reunion 
Refugee 7 Croatia Yes 

P2 30-40 F - 
Student visa followed by 

asylum application 
Refugee 14 Bosnia No 

P3 30-40 F 
Work 

related 
stress 

Au-pair followed by ILR visa 
on the basis of marriage to a 

British Citizen 
Elective 15 Croatia No 

P4 50-69 F Depression 
Exceptional Leave to Enter 

followed by asylum 
application 

Refugee 14 Bosnia Yes 

P5 50-69 F Depression 
Exceptional Leave to Enter 

followed by asylum 
application 

Refugee 14 Bosnia Yes 

P6 50-69 M Nil Asylum application on arrival Refugee 14 Bosnia No 
P7 50-69 F Nil Asylum application on arrival Refugee 14 Bosnia No 

P8 30-49 F 
Post-natal 
depression 

Tourist visa followed by 
asylum application 

Refugee 14 Bosnia No 

P9 50-69 F PTSD 
Humanitarian Protection 

(temporary visa) followed by 
asylum application 

Refugee 6 Kosovo Yes 

P10 30-49 F Nil Asylum application on arrival Refugee 13 Croatia Yes 

P11 50-69 M Depression 
Applied for asylum on the 

basis of family reunion 
Refugee 10 Bosnia Yes 

P12 50-69 F PTSD 
Tourist followed by asylum 

application 
Refugee 12 Bosnia Yes 

P13 30-40 M Nil Student Elective 3 ½ Slovenia No 
P14 

 
 

50-69 M Nil 
Applied for asylum on the 

basis of family reunion 
Refugee 11 Bosnia Yes 

P15 30-49 F Nil Tourist visa Elective 13 
Serbia and 
Montenegro 

No 

P16 20-29 F Nil 

Au-pair visa followed by 
Indefinite Leave to Remain on 

the basis of a marriage to 
British Citizen 

Elective 8 Macedonia No 

P17 30-49 M Nil 

Illegal entrance with faked 
passport followed by asylum 
application on the basis of 

family reunion 

Forced 8 
Serbia and 
Montenegro 

No 

P18 20-29 M Nil 

Illegal entrance with faked 
passport at first entrance, 

student visa at second 
entrance 

Elective 5 
Serbia and 
Montenegro 

No 

P19 20-29 M Nil Work permit dependant Elective 14 
Serbia and 
Montenegro 

No 

Note: Health Problems and Direct Exposure to Conflict are self reported. 
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Chapter Seven ~ Quantitative Study Methods 

 

7.1 Overview of Chapter 

This Chapter provides a detailed account of the process and methodology involved 

in a cohort study; concentrating on recruitment strategies, assessment tools 

employed and a detailed account of univariate and multivariate analyses performed.  

 

7.2 Aims of Quantitative Study 

Primary aim of the retrospective cohort study:  

 To measure the impact of forced versus voluntary migration on the 

prevalence of common mental disorders in people from the former 

Yugoslavia resettled in the UK;  

Secondary Aims:  

 To measure the impact of forced versus voluntary migration on the 

prevalence of post-traumatic stress disorders and impaired social functioning, 

and to examine the association between demographic characteristics, pre-

migration and post-migration factors on psychological morbidity and poor 

social functioning; 

 To describe the use of, and satisfaction with, primary care and specialist 

health services. 

 

7.3 Null Hypotheses 

The primary null hypothesis for this thesis: There is no significant difference in the 

prevalence of common mental disorders in refugees compared to elective migrants.  

 

The secondary null hypotheses are: There is no significant difference in the 

prevalence of post-traumatic stress disorders and impaired social functioning in 

refugees compared to elective migrants; and that demographic characteristics, pre-

migration and post-migration factors are not significantly associated with the 

development of common mental disorders, post-traumatic stress disorder and 

impaired social functioning. 
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7.4 Study Recruitment 

A detailed description of the study setting and the study population from which a 

systematic total sample was drawn is provided in Chapter Five.  

 

7.4.1 – Recruitment of Study Practices 

General Practices governed by the Primary Care Trusts situated in the North West 

London and North Central London were approached. All practices in Hammersmith 

and Fulham, Hounslow, Ealing, Kensington and Chelsea, Westminster, Brent, 

Harrow, Camden and Haringey were invited to participate in research. Contracting 

departments of each Primary Care Trust named were approached to obtain up-to-

date contact details for surgeries, GP’s names and practice managers. 

 

An information pack was developed, including a letter to the Principal of the practice 

(Appendix III), which briefly explained the research, potential practice involvement 

and an invitation to participate in the study. All correspondence was copied to the 

practice managers in each practice to ensure timely and efficient communication. 

Every effort was made to ensure a good response rate, including follow-up 

telephone calls to the practice managers explaining and reiterating research aims 

and potential benefits to the practice and individuals involved, e-mail 

communications to the Principals of the practice and practice managers and 

communication via facsimile. The author attended numerous practice management 

meetings to present the study and explain the study procedures. Once a practice 

decided to take part in the study, the author liaised with either the practice manager 

or information analyst to arrange a suitable time for an initial visit. The first visit 

would include a short introduction to the study, a description of methodology and 

familiarisation with the information technology (IT) system in the practice. A follow-

up visit concentrated on the identification of potential participants.  

 

7.4.2 – Recruitment of Participants 

A community sampling framework for people from the former Yugoslavia does not 

exist. Ethnic coding in practices was not a reliable category for a selection process 

as it was incomplete and non-specific. For example, people from the former 

Yugoslavia would be coded as ‘White European - Others’. Ethnic coding was 

instituted as a compulsory requirement in the NHS in April 2006 and those 

registering with practices before that date would not necessarily have their ethnicity 
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recorded. A variety of alternative and complementary recruitment strategies was 

therefore employed.  

 

The main strategy involved a total sampling of all people from the former Yugoslavia 

registered with the practices. This method relied on extracting records from GP 

practices databases, through a targeted surname search based on a previously 

tested algorithm. A targeted surname search has been used in previous primary 

care research of asylum seekers and refugees (Bhui et al. 2006). This search firstly 

focused on extracting the names with the suffix '-ic' that covers almost two-thirds of 

the population of the former Yugoslavia, including a variety of regional and ethnic 

groups, and is quite specific to that part of Europe. The author also manually 

extracted all familiar surnames with different endings and which were more specific 

for people originated from Slovenia, Macedonia and Kosovo. These searches were 

complemented by extracting records where ‘Place of Birth’ was recorded either as 

Yugoslavia, Serbia, Montenegro, Bosnia and Herzegovina, Slovenia, Macedonia, 

Kosovo or Croatia. This search procedure usually lasted up to three hours on 

average for a practice of 10,000 registered patients; regardless of the software 

used. All practices use either Vision or Emis software packages.  

 

Inclusion Criteria  

Inclusion criteria for participants were adults over 18 years of age and who were: 

 Registered with a GP in North West and North Central London, but not 

before 1988 - a proxy measure for the arrival to the UK. Arrival dates were 

validated in the interviews. The cut-off point was determined by the earliest 

arrival of asylum seekers or refugees recruited to the study (January 1988); 

 Either born in any part of the former Yugoslavia and lived there for a 

significant period, or were of Yugoslavian origin and lived in the former 

Yugoslavia most of their lives before coming to the UK. 

 

Exclusion Criteria 

The following categories were excluded from research participation: 

 People not of Yugoslavian origin but holders of a former Yugoslavian passport;  

 People with significant diagnosed psychological co-morbidity, such as a 

learning disability or schizophrenia. 
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Recruitment Process 

The potentially eligible persons identified from the registers initially received a letter 

signed by their GP (Appendix IV), a Patient Information Sheet (Appendix V) and a 

Reply Slip (Appendix VI) to be returned if they were interested in taking part in the 

study. Follow-up invitation letters (Appendix VII) were sent two weeks after the initial 

letter to those who did not respond. Those who responded, expressing their 

willingness to take part in the research, were contacted to arrange a time for a 

telephone or face-to-face interview. A few participants requested survey 

questionnaires be posted to them for self-completion. Persons who did not wish to 

participate but forwarded contact details were contacted to ascertain their reasons 

for not participating.  

 

To increase the response rate, GPs were asked to help the recruiting process by 

promoting the project and discussing the possibility of taking part in the study with 

eligible patients. The author also promoted the study at community centres and 

other venues set up for people from the former Yugoslavia. The author attended six 

community centres and three social gatherings over the ten month recruitment 

period. 

 

To maximize the recruitment process the author employed complementary 

recruitment strategy using a snow-balling method. This strategy had been effectively 

employed in previous research on refugees and other migrants (Spring, 2003). The 

author asked all participants recruited through GP practices to approach their family 

and friends who were registered with GP practices in the study areas, and give 

them an information pack with the author’s contact details. Those who decided to 

participate to contact the author directly. These methods, based on, and reflecting 

relationships within the group, are most reliable when sampling nearly all people in 

the population and are useful in reaching groups who are often excluded (Frank and 

Snijders, 1994). This complementary method resulted in enhancing the response 

among potential participants who would have been selected in the initial recruitment 

but who did not necessarily respond to their initial invitations. This phase of 

recruitment strategy strengthened the response rate as the snowballing was a 

subset of the initially eligible sample.  

 

Validating Recruitment Strategy 

Two sampling strategies: manual name search and ‘Place of birth’ search were 

cross-checked in three practices to test the specificity and sensitivity of the strategy.  
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Specificity is a statistical measure of how well a binary classification test correctly 

identifies negative cases, or those cases that do not meet the condition under study. 

For example, given a medical test that determines if a person has a certain disease, 

the specificity of the test to the disease is the probability that the test indicates 

`negative' if the person does not have the disease. Specificity is the proportion of 

true negatives of all negative cases in the population, and is a parameter of the test.  

 

Sensitivity is a statistical measure of how well a binary classification test correctly 

identifies a condition. The results of the screening test are compared to some 

absolute ‘Gold standard’. For example, for a medical test to determine if a person 

has a certain disease, the sensitivity to the disease is the probability that if the 

person has the disease, the test will be positive. Sensitivity is the proportion of true 

positives of all diseased cases in the population. High sensitivity is required when 

early diagnosis and treatment is beneficial, and when the disease is infectious. 

 

Sensitivity was tested by extracting a subset of records from the practices where 

place of birth was recorded as the former Yugoslavia. These records were then 

screened manually to identify suggestive names. Specificity was tested by 

extracting a subset of records in the selected practices whose place of birth was not 

recorded as the former Yugoslavia and these records were screened manually to 

identify suggestive names.  

 

The author compared the difference in basic demographic characteristics of 

responders and non-responders to examine whether the recruited sample was 

representative of all people initially identified to take part in the research. The author 

applied for Ethics Committee approval proposing to extract a set of anonymous 

information, such as age, sex, main psychiatric diagnosis, place of birth and 

immigration status, for a subset of eligible participants initially identified from GPs’ 

registers. Due to ethical concerns with accessing clinical data of patients without 

their consent, even if anonymous, the author was only granted permission to extract 

anonymous information on age and sex. The author therefore randomly selected a 

number of practices from a sampling framework of all practices in North West and 

North Central London and extracted data on age and sex for all potentially eligible 

participants identified in those practices.  
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7.5 Piloting Questionnaire 

Preliminary qualitative study informed the content of the questionnaire specifically 

designed to gather personal and demographic information, assess exposure status, 

post-migration factors, service use and satisfaction with health care services. This 

questionnaire (Appendix VIII) was piloted by a sample of 20 people who were 

recruited from community networks but not included in the main study sample. Two 

questions – one on immigration status and another on health service use – were 

found unclear and were re-worded to minimize ambiguity. The final version of this 

questionnaire is enclosed in Appendix IX. 

 

7.6 Assessing Variables 

Single exposure in this study was defined as a participant’s immigration status, e.g. 

being a refugee or asylum seeker, with the assumption that once a person applied 

for asylum in the UK, he or she would have been exposed to a set of circumstances, 

suggested in previous research, with a significant impact on one’s psychological 

well-being (Steel et al. 2006). Immigration status was also used as a proxy measure 

for ways of migration, for example, application for asylum in the UK would imply 

forced migration in contrast to those who voluntarily came to the UK and therefore 

would have other options for staying in the UK.  

 

Primary outcome measure assessed was common mental disorders (CMD); that is 

combined anxiety and depression disorders (Goldberg and Huxley, 1992). The 

secondary outcome measures were post-traumatic stress disorder and impaired 

social functioning. 

 

The main risk factors for the development of CMD, PTSD and assessed impaired 

social functioning were demographic characteristics, pre-migration factors, such as 

experience of trauma and torture during the civil war, and a set of post-migration 

factors, such as education, family and social support, living conditions in the United 

Kingdom and exposure to racism.  

 

Structured interviews were designed to collate information on participants’ personal 

and demographic characteristics, information on living conditions in the UK, possible 

experience of torture and trauma, post-migration factors, assessment of the main 

outcome measures, ascertainment of exposure and satisfaction with health 
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services. Primary and secondary outcomes along with pre-migration factors were 

assessed using the standardized and validated questionnaires described below. 

Information on personal and demographic characteristics, living conditions in the UK 

and post-migration factors, exposure (immigration) status and health care services 

utilization and satisfaction with health services were assessed with a questionnaire 

designed specifically for this study but including certain standardized measures 

such as: exposure to racism, acculturation and health services utilization previously 

used in the EMPIRIC study (Nazroo and Sproston, 2002). 

 
7.6.1 – Exposure 

The chief exposure examined in the study was immigration status, used as a proxy 

measure for forced or voluntary migration. Findings of the preliminary qualitative 

study suggested diversity in the experience with immigration authorities may 

complicate the ascertainment of the immigration process; it was felt more 

appropriate and valid to use a legal definition rather than participants’ perception 

and self-assessment of their ways of migration.  

 

Those assigned to the exposed group were therefore all those who applied for 

asylum in the United Kingdom either before their arrival, immediately upon arrival or 

after a period of time in the UK. Those who arrived as medical evacuees or via 

humanitarian programmes or sought a family reunion visa, together with those 

already granted refugee status in the UK were also assigned to the exposed group 

i.e. forced migration. 

 

Participants were assigned to the comparison group on the basis of exclusion of all 

categories listed in the exposure group in addition to their statement that they 

migrated to the UK voluntarily i.e. they chose to come to the UK and never applied 

for asylum in the UK. 

 

Assessment of the exposure relied on an initial self-reported legal status that was 

verified during the structured interview. Validity of this answer was cross-checked 

with a number of screening questions designed to triangulate and verify the answer.  
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7.6.2 - Assessing Outcomes 

Primary outcome measures assessed were common mental disorders (CMD) 

including only anxiety and depression. Secondary outcome measures were post-

traumatic stress disorder and social functioning. 

 

 

7.6.3 – Common Mental Disorders and PTSD – Overview 

Anxiety and depression were assessed using the Hopkins Symptoms Checklist - 25 

(HSCL-25, Appendix X). The tool was developed in non-refugee research but 

translated and culturally adapted for Bosnian, Kosovar and Croatian communities 

affected by mass violence and displacement (Mollica et al. 1987). This 

questionnaire is based on self-reported morbidity.  

 

Symptoms of post traumatic stress were assessed with Part III of the Harvard 

Trauma Questionnaire (HTQ, Appendix XI) (Mollica et al. 1992). HTQ was 

developed specifically for refugee research and has also been translated and 

adapted for communities from the former Yugoslavia.  

 

The author selected these tools for the outcome assessment as they were culturally 

and linguistically adapted, and extensively used, tested and validated in the 

communities being researched (Mollica et al. 1999; Lopes Cardozo et al. 2000; 

Mollica et al. 2001). 

 

Mollica and colleagues (2004) report a number of advantages these screening 

instrument have over clinical interviews, as follows: 

 Simple, brief and less expensive than clinical interviews; 

 Can be readily adapted for different refugee populations; 

 Are self-reported and can be administered by a non-clinician. 

 

Both instruments were initially developed for clinical settings to assist clinicians in 

assessing the mental health of refugee patients in primary care settings and 

specialized mental health services (Mollica et al. 2004) but have since been used 

extensively in epidemiological research in Cambodia, Thailand, Bosnia and Kosovo. 

Studies examining their psychometric properties have shown they have excellent 

reliability and internal consistency (Hollifield et al. 2002).  
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The HSCL-25 has been extensively validated in the general US population (Winokur 

et al. 1984) and used in many refugee studies. Hollifield et al. reviewed the 

instruments used in refugee research to measure trauma and mental health status 

and concluded that the HSCL-25 instrument met all five of their evaluation criteria 

and showed an excellent test-retest reliability and good validity in predicting 

diagnosed depression (88 % sensitivity, 73 % specificity) (Hollifield et al. 2002). 

 

The HTQ was tested on a number of occasions for South East Asian patients and 

Asian refugees. This tool demonstrated excellent statistical properties, but test-

retest reliability for individual items ranged from poor to excellent indicating some 

items were more likely to be answered consistently than others when tested on two 

separate occasions (Hollifield, 2002). 

 

The HSCL-25 and HTQ have not been subjected to extensive epidemiological 

testing in populations not affected by war. In one recently published study, Silove 

and colleagues (2007) examined psychometric properties of these two instruments 

compared with the Structured Clinical Interview for DSM-IV (SCID) among ethnic 

Cambodians, a community that was spared a long period of mass violence. Silove 

and colleagues found the screening measures showed greater agreement with a 

Structured Clinical Interview in detecting non-cases (negative prediction) than actual 

cases (positive prediction). The same number of cases was identified with HTQ, 

when using a cut-off point of 2.5, and SCI, however when using a lower cut-off 

point, HTQ tended to overestimate the number of cases compared to the clinical 

assessment. Clinicians may thus be more accurate in identifying cases than non-

cases in a highly symptomatic population, with the converse applying in a low 

prevalence community population.  

 

Screening instruments are valuable in assessing the distribution and range of 

symptoms in the general population and for examining relationship between those 

symptoms and relevant risk and protective factors. For investigating the association 

between risk factors and outcomes, continuous scores were found to be more 

robust than categorical assignment (Mollica et al. 2004). 

 

Previous research suggests these screening instruments often had better validity 

and reliability than more complex and lengthy clinical interviews, including 

psychiatric diagnosis by a psychiatrist (Mollica et al. 2004). However, one criticism 

of these instruments is that they did not readily provide a psychiatric diagnosis. The 
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authors therefore used specific algorithms based on DSM-IV and developed a ‘cut-

off’ value for ‘checklist positive cases’. All participants who were above the ‘cut-off’ 

point, specifically estimated for a certain community, were said to have symptoms 

consistent with a clinical diagnosis.  

 

In present study, both assessment tools were used in a research setting and 

therefore diagnostic groups are likely to include false positives. It is therefore 

important to emphasise that reference to CMD or PTSD in the study are probable 

diagnoses rather than a definitive clinical diagnoses. 

 

Turner and colleagues (2003) compared the validity and consistency of self-

reported scales, such as the Post-traumatic Diagnostic Scale (PDS - Foa et al. 

1997) and clinical interviews using the Clinician Administered PTSD Scale (CAPS) 

for DSM-IV (Blake et al. 1997) and found self-reported measures tend to 

overestimate the prevalence of morbidity. However, the questionnaires in Turner’s 

study were self-administered in the Kosovar population who had recently arrived 

from war-affected areas, seeking asylum in the UK. Previous research suggested 

that asylum seekers who self-complete screening instruments often exaggerate the 

experience of trauma to thus have substantive evidence for gaining refugee status 

(Mollica et al. 2004).  

 

7.6.4 – Assessing Common Mental Disorders with HSCL-25 

The HSCL-25 consists of 25 questions, and is divided into 10 anxiety items and 15 

depression items that participants self-report to have experience of in the last week 

prior to the interview (Box VII). 
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Box VII: Hopkins Symptom Checklist 
25 Item-by-item Thematic Categorization 

 
10 Anxiety Items    15 Depression Items 
 
Scared for no reason   Low energy/slowed down 
Feeling fearful    Blaming yourself 
Faint/dizzy/weak    Crying easily 
Nervous/shaky inside   Loss of sex interest 
Heart pounding/racing   Poor appetite 
Trembling     Difficulty sleeping 
Feel tense and keyed up   Hopeless about future 
Headaches     Feeling blue 
Spells of terror/panic   Feeling lonely 
Feeling restless    Suicidal thoughts 

  Feel trapped or caught 
      Worrying too much 
      No interest in things 
      Everything an effort 



Anxiety Symptoms (Part I – 10 items)  

The 10 anxiety items are consistent with the DSM-IV diagnosis of generalized 

anxiety and full thematic categorization is given in Box VII. Participants were asked 

to score the presence of each symptom (item) on the following scale: 

1 = Not at all   2 = A little   3 = Quite a bit    4 = Extremely 

Anxiety score is generated by adding up the first 10 items and dividing by 10. 

 

Depression Symptoms (Part II – 15 items) 

The 15 depression items are consistent with the DSM-IV diagnosis of major 

depression and its full thematic categorization is provided in Box VII. Depression 

score is generated by adding items 11-25 and dividing by 15. A depression score of 

≥ 1.75 is generally considered ‘checklist positive’ for major depression. Based on 

the numerous validation studies in culturally diverse populations, the Harvard 

Program in Refugee Trauma (HPRT) recommends a cut-off point of ≥ 1.75 for a 

diagnosis of depression (Mollica et al. 2004).  

 

Total HSCL-25 Score 

The total score is generated by adding items 1-25 and dividing them by 25. The 

higher the total score, the greater the likelihood the respondent has significant 

emotional distress. A person with the total score of ≥ 1.75 is generally considered 

‘checklist positive’ for emotional distress; these cut-off points were specifically 

validated in Bosnian and Croatian population groups (Mollica et al. 2004). 

 

In the present study, the total score for HSCL-25 of ≥ 1.75 is used as a proxy 

measure for a probable diagnosis of Common Mental Disorders (CMD) i.e. 

combined anxiety and depression only. This variable was dichotomized so that 

those below a total mean score of 1.75 were considered as not having significant 

emotional distress and those with a mean score of 1.75 or above were considered 

as having significant emotional distress that corresponds to the diagnosis of 

common mental disorders (combined anxiety and depression). A dichotomised 

variable was used to estimate difference in prevalence of CMD between refugees 

and elective migrants and to estimate risk factors that may have an effect on the 

development of CMD.  

 

Cut-off point for HSCL-25 for Bosnian and Croatian population groups were initially 

derived from the refugee populations residing in refugee camps in war-affected 
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areas (Mollica et al. 2004) and therefore validity of these cut-off scores in the study 

population needed to be cross-examined.  

 

In order to further strengthen the estimates on the difference in anxiety and 

depression ‘cases’ between the two groups and further examine the validity of the 

assessment instruments used, the author performed additional analyses using 

HSCL-25 scores as a continuous variable and compared mean scores for HSCL-25 

between refugees and elective migrants.  

 

7.6.5 – Assessing Post-traumatic Stress Disorder 

The Harvard Trauma Questionnaire (Appendix XI) is composed of four parts, 

including trauma events, and personal description of trauma, as a text-free entry, 

Part III assesses the presence of head injury and Part IV focuses on post-traumatic 

symptoms. Methodology of the first three parts of the HTQ is covered in the pre-

migration factors section. 

 

Part IV of the Harvard Trauma Questionnaire includes 40 symptoms; with the first 

16 derived from the Diagnostic and Statistical Manual of Mental Disorders, (Third 

Edition revised) (DSM-III-R) and the later DSM, (Fourth Edition) (DSM-IV) criteria for 

PTSD using the stipulated three sub-domains: re-experiencing traumatic events, 

avoidance and numbing, and psychological arousal.  

 

The original 14 ‘refugee specific’ responses were expanded to 24 items that mainly 

concentrate on the ‘refugee specific’ self-perception of impaired psychosocial 

functioning as a response to stresses of persecution, displacement and violence. 

These 24 items are categorized in the six underlying domains of social functioning, 

listed in Box VIII. 

 

Box VIII: Self-perception of Functioning 
Expansion of Refugee/culture-specific Symptoms 

Category Item Example 

Skills and Talents Feeling you have less skill that you had before 

Physical Impairments Feeling exhausted 

Intellectual Functioning Difficulty paying attention 

Emotional Functioning Blaming yourself for things that have happened

Social Relationships Feeling you have no one to rely upon 

Spiritual/Existential Concerns Spending time thinking why events happened. 
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Respondents were asked to give one of the following responses for each item and 
the answers were scored accordingly: 
 

1 = Not at all   2 = A little   3 = Quite a bit   4 = Extremely 
 

Adding up scores for the items from 1 to 16 and dividing them by 16 generates the 

DSM-IV PTS score. Adding up for items 17 to 40 and dividing them by 24 results in 

the Self-Perception of Functioning Score. Adding up items from 1 to 40 and dividing 

them by 40 generates total PTSD score. A score of ≥ 2.5 is generally considered 

‘checklist positive’; a cut-off value initially derived for an Indochinese population. 

Further studies suggested that this cut-off point may be too high in other cultural 

groups resulting in many false negatives.  

 

The Harvard Program in Refugee Trauma (HPRT) subsequently recommended a 

cut-off of ≥ 2.0; consistent with studies conducted in primary care in Bosnia for the 

HTQ probable diagnosis of PTSD (sensitivity = 1.0; specificity = 0.84) (Mollica et al. 

2004) This cut-off point was applied in this study to classify participants. Analyses in 

this study were performed using this dichotomous variable where participants with 

the mean score of 2.0 or more were classified as PTSD symptom checklist positive. 

 

7.6.6 – Assessing Social Functioning 

Considering the limited use of the element of HTQ self-perception functioning 

questionnaire in non-refugee population, the author introduced an alternative 

measure for social functioning, which has been tested and widely used among 

general population. The Social Functioning Questionnaire (SFQ, Appendix IX, Q44-

Q51) (Tyrer, 1990) is an eight-item self-report scale (score range 0-24) developed 

from the Social Functioning Schedule (SFS) and used primarily among non-

psychotic patients. This questionnaire was developed following the need for a quick 

assessment of perceived social functioning. This instrument has a good test-retest 

and inter-rate reliability as well as construct validity; it demonstrates good 

psychometric properties (Blount et al. 2002) and has been used in ethnic minority 

population groups (Nazroo and Sproston, 2002; Tyrer et al. 2005). 

 

The questionnaire consists of eight questions each scored on a four point scale (0-

3), with higher scores indicating more dysfunction (maximum 24). The questions 

included in the SFQ explore difficulties surrounding the completion of tasks at work 

and home; financial problems; problems with close relationships and sex life; 
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relations with relatives; feelings of loneliness and isolation and the enjoyment of 

spare time. The SFQ mean score in the community sample of over 4,000 people 

was reported to be 4.6 and a score of 10 or more indicated poor social functioning 

(Tyrer et al. 2005).  

 

Data on SFQ scores was presented using the mean score calculation and using 

dichotomous variables. Mean scores were used to examine the impact of 

demographic factors on social functioning in the total sample and to compare the 

difference in SFQ distribution between refugees and elective migrants.  

 

Univariate and multivariate analyses of pre- and post-migration predictors and their 

impact on social functioning were performed using dichotomised variables with a 

cut-off point of 10 indicating poor social functioning.  

 

Some of the findings in this study are presented as dichotomized variables where 

those who had a score of less than 10 were classified as having no social 

dysfunction and those with a score of 10 or more were classified as having poor 

social functioning.  

 

7.6.7 – Pre-Migration Factors 

The purpose of Part I of the Harvard Trauma Questionnaire is to measure war 

related experience (pre-migration factors that may impact on mental health) and 

questions were divided into eight categories of trauma dimensions:  

 

Material deprivation  War-like conditions 

Bodily Injury   Forced confinement and coercion 

Forced to Harm Others Witnessing Violence to Others 

Disappearance, Death, or      Head Injury 

Injury of Loved Ones   

 

These categories represent generic dimensions of trauma that apply to many 

different populations. In this study, specific sub-categories are used that were 

initially developed for Bosnian and Croatian communities, based on their 

experiences and compiled from various sources including qualitative work with key 

community informants (Mollica et al. 1999). Qualitative findings were translated into 

specific questionnaires for Bosnian and Croatian population using the standard 

methods of cross-cultural research (Westermeyer, 1985; Flaherty et al. 1988). An 
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example of trauma dimension such as material deprivation is further sub-

categorised by different types of trauma such as: lack of shelter, lack of food or lack 

of water. 

 

Part I of the HTQ questionnaire measures extend of the number of different types of 

trauma and torture. This particular part of HTQ was not primarily designed to 

contribute to derive numerical scores although summation of different types of 

trauma and torture experienced may be useful for research purposes. The author 

used a following grouping classification to test for a dose-response relationship of 

the trauma experiences and psychological morbidity:  

1. Having experienced 0-2 trauma events 

2. Having experienced 3-5 trauma events 

3. Having experienced ≥ 6 trauma events 

 

Significant exposure to trauma is defined as having been exposed to 6 or more 

different types of trauma experiences. The experience of torture was classified as a 

dichotomous variable e.g. participants were either exposed or not exposed to 

torture.  

 

Part II of the HTQ allowed respondents to record in an open-ended manner the 

worst event they had experienced during the period of exposure to mass violence 

and persecution. The main purpose of this section was to provide the researcher 

with an insight into the respondent’s own subjective experiences and the relative 

weight assigned to a particular event.  

 

Part III of the HTQ inquired about direct injuries to the head as well as experiences 

that may lead to brain damage, such as suffocation, near drowning and starvation. 

Evidence suggests that head trauma is frequent among populations who have 

experienced mass violence (Goldfeld et al. 1988). Furthermore, brain injury is often 

associated with psychiatric morbidity (Kwentus et al. 1985) and impaired social 

functioning (Wrightson and Gronwall, 1981). Recording this information is important 

since some of the psychological symptoms reported by torture and trauma survivors 

may be secondary to organic central nervous system dysfunction rather than the 

psychological impact of trauma alone (Kolb, 1987).  
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7.6.8 – Recording Personal and Demographic Characteristics 

An additional questionnaire was developed (Appendix IX) to record a standard set 

of demographic characteristics, such as information on age, gender, place of birth 

and the last place of residence in the former Yugoslavia before migration, 

employment status, household tenure, level of education, marital status, length of 

stay in the UK and ethnicity. 

 

7.6.9 – Post-migration Factors 

Post-migration factors such as lack of family and social support, lengthy and 

stressful experience with immigration authorities and lack of knowledge of language 

have already been shown to contribute to post-traumatic stress disorder, depression 

and anxiety (Gorst-Unsworth and Goldenberg, 1998; Steel et al. 2006) and were 

therefore included in the survey questionnaires specifically designed for this study 

(Appendix IX). The author also included a set of factors that qualitative study findings 

suggest may have impact on the psychological well-being of migrants from the 

former Yugoslavia. These additional items focus on the quality of employment and 

whether it was matching one’s skills, job satisfaction, satisfaction with living 

conditions in the UK, age on arrival into the UK, inability to leave the country until 

immigration status was settled, waiting for the Home Office decision and preserving 

one’s culture rather than acculturation.  

 

Knowledge of the English language was assessed as a self-reported measure where 

participants were asked to score their knowledge from 1 to 5. Lower mean scores 

indicated lack of knowledge of the English language and the highest scores 

indicated proficiency in the English language.  

 

Family support is measured by frequency of contacts with family members in the UK, 

and outside the UK. The author derived a dichotomous measure grouping 

participants into those who have had frequent contacts with their families (monthly or 

more frequent) and those who were less frequently in contacts with their families, 

ranging from once in six months to no contact at all.  

 

Social networks were measured by assessing participant’s contacts with a range of 

social venues within the last six months prior to the interview, from which the author 

derived a dichotomous measure: on whether participants stated they were in contact 
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with such networks, regardless of the number of contacts, or they stated they have 

not had any contact at all. 

 

The author also included a series of questions linked to risk factors for psychological 

morbidity for ethnic minority groups; part of the Fourth National Survey of Ethnic 

Minorities. These questions include experiences of discrimination, whether or not 

participants regularly spoke to anyone in a language other than English, and factors 

relating to acculturation, for example, whether participants consider themselves to be 

British, whether participants believe that people of their ethnic background should try 

to preserve their culture/way of life and whether they should adopt British culture or 

way of life (Modood, 1997; Vidree, 1997). Acculturation questions were scored on a 

scale with 1 = completely agree to 4 = completely disagree.  

 

Questions on preservation of one’s own culture/way of life and participation in British 

culture were analysed according to Berry’s models of identity (1997). These two 

variables were re-coded to generate dichotomised variable into agree (1 and 2) and 

disagree (3 and 4) values. The findings were grouped into integration, assimilation, 

separation and marginalization. Relationships between levels of acculturation, ways 

of migration and development of CMD were examined.  

 

7.6.10 - Use and Satisfaction with Services 

Service use measures were taken from the Ethnic Minority Psychiatric Illness Rates 

in the Community study (Nazroo and Sproston, 2002) and captured contact with 

primary care and community mental health teams, referral routes for mental illness, 

hospital admissions due to mental illness, and contact with social services. These 

measures have been widely used in ethnic minority populations in the UK (Nazroo 

and Sproston, 2002). 

 

The cohort study survey incorporated two questions on satisfaction with primary 

care and specialist health services in the UK, which were used in previous mental 

health research (Shipley et al. 2000). Satisfaction with primary health care and 

specialist services was measured by looking at participants’ satisfaction with 

doctor’s professional competence, time devoted to their last consultation, 

environment when last consulted and overall satisfaction (Appendix IX, Q40 and 

Q41).  
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Answers for each area were summarized on a three-point scale ranging from very 

satisfied, moderately satisfied and not satisfied at all. 

 

7.7 Assessment Process 

On meeting participants, the author first obtained written informed consent for 

research participation (Appendix II), and stressed the confidentiality of information 

shared, reassuring participants that data would be anonymous.  

 

Structured interviews were conducted mostly in the participant’s home, at the 

Imperial College or over the telephone, depending on a participant’s preference. 

Although most assessment scales were self-reported measures, the author 

preferred to go through the questions with participants because no checklist can 

replace a role of health care worker, especially when working with those who are 

traumatized. In most cases, the author recorded all the answers and double-

checked validity with participants at the end of the interview. Some persons who 

were elderly or needed additional help appreciated being interviewed. It was also 

useful to discuss any worries or concerns immediately as they arose. In exceptional 

circumstances, mostly due to time constraints, some participants requested 

questionnaires be posted for their self-completion. All participants were offered a 

£20 gift voucher in gratitude for their time commitment.  

 

Leaflets on anxiety, depression or post-traumatic stress disorder, including details of 

services specialized to help asylum seekers and refugees with mental health 

problems, were distributed to those found to have psychological problems or those 

who specifically requested information. Those who were found to have 

psychological problems but had not yet sought expert help were encouraged to visit 

their GP as soon as practicable. If participants agreed, a letter summarizing their 

assessment of the outcomes was forwarded to their GPs. 

 

7.8 Power Calculation  

The power of a statistical test is the probability that the test will reject the null 

hypothesis when the alternative hypothesis is true (i.e. that it will not make a Type II 

error). As power increases, the chances of a Type II error decrease. The probability 
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of a Type II error is referred to as the false negative rate (β). Therefore power is 

equal to 1 − β. 

Power analysis can be used to calculate the minimum sample size required to 

accept the outcome of a statistical test with a particular level of confidence. It can 

also be used to calculate the minimum effect size that is likely to be detected in a 

study using a given sample size. A power calculation in this study was based on the 

primary null hypothesis that there would be no difference in the prevalence of 

common mental disorder in asylum seekers and refugees compared to elective 

migrants.  

Previous research suggests an estimate of combined prevalence of depression and 

anxiety in the general population of 10-15 % (Meltzer et al. 1995; Singleton et al. 

2001). The reported prevalence of anxiety and depression in asylum seekers and 

refugees from the former Yugoslavia (Bosnia, Kosovo) ranges from over 25 % to 40 

% (Weine et al. 1998; Mollica et al. 2001).  

 

The power calculation was conducted using the Statcalc program in Epi-Info version 

3.4.1 (Dean et al. 2007). Preliminary research and qualitative study suggested that 

recruitment ratio of exposed to non-exposed participants was most likely to be two 

asylum seekers or refugees to one elective migrant. 

 

To have an 80 % chance of detecting and declaring a significant difference (using a 

two-sided =0.05) associated with a relative risk of 3 or more, assuming a mid-

estimate of the prevalence of ‘caseness’ of 30 % (anxiety and depression defined in 

the ICD-10) in the exposed group, requires a total sample of 167 people, 111 

asylum seekers and refugees and 56 elective migrants (Table 5).  

 

Table 5: Sample Size 

Sample Size 
CI (%) 

Power 
(%) 

Unexposed  
vs. Exposed 

RR 
Unexposed Exposed 

95 80 1:1 3 71 71 

99 80 1:1 3 102 102 

95 80 1:2 3 56 111 

95 70 1:1 2.5 91 91 

95 80 1:1 2.5 112 112 

95 80 1:2 2.5 88 175 

95 80 1:1.5 2.5 48 72 

95 90 1:1.5 2.5 65 98 
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As previous research suggested very low and declining response rates in primary 

care research and that ‘opt-in’ methods decrease response rates even further 

(Junghans et al. 2005), the author assumed the lowest acceptable estimate of 10 % 

(McAvoy et al. 1996) and therefore planned to identify and invite up to 1,700 people.  

 

7.9 Data Management 

Data from questionnaires were firstly entered in a database created in Excel and all 

records were double-checked for information on immigration status, anxiety and 

depression. This database was then imported into Epi-Info version 3.4.1 (Dean et al. 

2007). Inconsistencies were identified using automated checks set up in the Epi-Info 

database. Errors and inconsistencies were resolved by reference to the original 

participant records. Validated database was subsequently imported into the 

Statistical Package for Social Science version 15 (Norusis, 2006) for the main 

analyses.  

 

7.10 Data Analyses 

Statistical analyses were conducted using the Statistical Package for Social Science 

for Windows, version 15 and the Statistical Analysis System version 13 Service 

Pack 4 (Norusis, 2004). 

 

Data were initially examined by univariate descriptive statistics and presented in 

some sections as frequency distributions of variables using proportions, means, 

medians and charts. The measure of central tendency was examined for most 

variables to decide on the appropriate statistical tests that should be performed.  

 

The relationship between categorical explanatory, for example, exposure status, 

pre-migration and post-migration factors, and outcome variables were initially 

examined using contingency tables. Differences in proportions were calculated with 

95 % Confidence Intervals (95% CI). Odds, ratios and relative risks were calculated 

for various risk factors and the statistical significance of differences was tested 

using Pearson chi-square (X2) tests. In some instances where the smallest of the 

four or more expected numbers in contingency tables was less than 5, Fisher’s 

exact test was used to estimate statistical significance of the differences.  
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Univariate analysis of the relationship between continuous explanatory variables, 

such as age, length of stay in the UK, and outcome variables for two means were 

expressed as the difference in means between the groups with standard deviations. 

The statistically significant difference between the two unpaired means was 

examined using a T test where the standard deviations for two groups were 

comparable, or a Mann-Whitney test for non-parametric data such as age. Similarly, 

a Mann-Whitney test was used to explore the mean difference between variables 

with Likert scale responses.  

 

The difference among group means for independent, continuous variables, such as 

the SFQ mean score was examined using a one-way ANOVA test with Post-Hoc 

Bonferroni correction to adjust for multiple group comparison (three or more 

groups).  

 

Common mental disorders, PTSD and SFQ data could be analysed in two ways. It 

could be assessed as the continuous variable expressing the severity of disease or 

dichotomous variable with a cut-off point for caseness.  

 

In this study, primary analyses concentrated on treating the outcomes as 

dichotomous variable. However, magnitude of the difference in severity of primary 

outcomes between HSCL-25 scores and total PTSD scores for refugees and 

elective migrants was assessed using the continuous variables. 

 

The multivariate relationship between primary and secondary outcomes, as 

dependant categorical variables, and multiple risk factors were examined using 

binary logistic regression. This model is used to establish a prediction equation in 

which the independent variables are each assigned a weight based on their 

relationship to the dependant variable. Binary logistic regression makes no 

assumption about the distribution of the independent variables. They do not have to 

be normally distributed, linearly related or of equal variance within each group. The 

relationship between the predictor and response variables is not a linear function in 

logistic regression; instead, the logistic regression function is used, which is the log-

it transformation of 0. The goal of logistic regression is to correctly predict the 

category of outcome for individual cases using the most parsimonious model. To 

accomplish this goal, a model is created that includes all predictor variables that are 

useful in predicting the response variable. Independent variables in the model were 

examined for multi-correlation, interaction and confounding. 
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Selecting a method for entering variables into the equation is an important decision, 

because results will differ depending on the method selected. Several different 

options are available during model creation. Variables can be entered into the 

model in the order specified by the researcher or logistic regression can test the fit 

of the model after each coefficient is added or deleted, called stepwise regression. 

Stepwise regression is used in the exploratory phase of research but it is not 

recommended for theory testing (Menard 1995). It has been suggested that 

stepwise solutions are particularly problematic when testing a hypothesis and the 

possibility of making a type 1 error increases with the number of predictors 

(Nunnally and Bernstein, 1994). The author therefore selected a hierarchical entry 

method for the logistic regression model and used a rule of thumb for selecting a 

number of predictors; that is approximately 5 to 10 events per variable are 

necessary to obtain reasonably stable estimates of the regression coefficients 

(Peduzzi et al. 1996; Vittinghoff and McCulloch, 2007). 

 

Independent variables were entered sequentially in the order determined by the 

strength of association in univariate analyses. The univariate analyses, although 

helpful in aiding a selection of predictors for multivariate analyses, often involve 

multiple subgroups, and are therefore prone to both Type I and Type II errors. 

Subgroup analyses often lack statistical power due to a small sample size and it is 

therefore important to exercise caution when interpreting findings from subgroup 

analyses (Assmann et al. 2000). 

 

Variables selection method for multivariate analyses was therefore further 

strengthened by theoretical knowledge suggesting the strength of the association 

between predictors and the outcome. Some variables in this study that were 

significantly associated with primary outcomes in univariate analyses, were 

excluded from the final multivariate model due to wide confidence interval and a 

possibility of chance findings (e.g., household tenure for multivariate model for 

PTSD). Each added variable was evaluated in relation to the dependent variable 

(primary and secondary outcomes) and the other independent variables remained in 

the model through the use of partial correlation coefficients. Those variables that did 

not have a significant relationship with the outcome were taken out of the model. A 

Wald test was used to test the statistical significance of each coefficient () in the 

model.  
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To test for the possible effects of primary outcome clustering within general practice 

recruited, or within a family, the author calculated the inter-class correlation 

coefficient (ICC). ICC is used to describe the relationship of cases within a cluster 

and is based on an ANOVA test. ICC is essentially calculating the variance between 

families and general practices divided by the overall variance so if members of a 

family do not vary i.e. perfect clustering is observed, then the only variance is 

between the families and ICC = 1. It has to be noted that ICC is very different from a 

Pearson correlation in that the value of a Pearson correlation of 0.3 may be small, 

but the same value for ICC may be significant. There is no standard cut-off point for 

ICC value but it is accepted that the closer to 0 the value is, the less the clustering 

effect observed.  

 

Although the ANOVA test is appropriate for continuous outcome variables with 

normal distribution, Elston devised a technique for estimating ICC for binary 

outcome data that was applied to this data set (Elston, 1977).  

 

7.11 Ethical Considerations 

Ethics Committees nowadays ask researchers to only approach those who opt in, 

but this approach usually results in a low response rate, wasted resources and 

research of limited validity (Hewison and Haines, 2006). Researchers rely on those 

who decide to participate on the basis of information initially supplied, but 

researchers are usually unable to clarify or explain in more detail the information 

initially provided, which, for both practical and ethical reasons, is kept fairly brief.  

 

The author had the advantage of preparing a Patient Information Sheet and 

covering letter including a reassurance that the research topic was important, that 

all the information will be confidential and not disclosed to the authorities and that a 

financial incentive would be provided for those who opted in.  

 

Ethical Approval 

Full ethical approval for the study was obtained from the Riverside Ethics 

Committee (LREC) (reference number: LREC/02/6/35) and North Central London 

Ethics Committee (LREC) (reference number: LREC196/03). All Primary Care 

Trusts in North West London were subsequently contacted to obtain individual local 

honorary research contracts, as advised by the main LREC. 
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Patient Confidentiality 

Any information given to the health care professionals during consultations and in a 

research setting should be treated confidentially and should not be disclosed to a 

third party under any circumstances. To ensure confidentiality was protected during 

the study, data was stored and maintained in accordance with guidance contained 

in the Data Protection Act (Data Protection Registrar, 1984). All electronic 

information was kept confidential, protected by password and anonymous. 

Electronic backups of the database were made regularly and stored separately off-

site. Any written information was stored anonymously and kept locked in a filing 

cabinet. Reports prepared on the basis of the main findings of this study provided a 

summary of the aggregated participants’ characteristics and could not be identified 

to the individual level. 

 

In making every effort to maintain the confidentiality and anonymity of the data 

supplied by the research participants, the author sought consent before passing on 

the clinical findings to the participants’ general practitioners. Participants were free 

to refuse for any data to be passed on to their general practitioners, if not life 

threatening (e.g. suicidal thoughts).  

 

Informed Consent 

In medical research, to respect participants’ autonomy every subject should be 

given the right to choose whether to participate in the research or to refuse 

participation (Mc Neill, 1993).  

 

Informed written or documented verbal consent, for telephone interviews, was 

sought from all participants after the author made sure that they read and 

understood all the information about the research, its potential benefits and risks 

that were fully explained in the Patient Information Sheet (Appendix V). The author 

emphasized that participants were free to withdraw from the study at any time and 

they were reassured that doing so would not affect their medical care.  

 

Other Ethical Issues 

Some concerns were raised that explicit exploration of particular trauma may re-

traumatise the participants. However previous clinical experience suggests that the 

HTQ checklist offers a tool that aids and facilitates open communication of 
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experiences of gross human right violations that otherwise may be more difficult to 

put across (Mollica et al. 2004). Research that examined the experience of research 

participation by Bosnian refugee families found this particular population rated 

research experience positive and found that research participation on traumatized 

and bereaved population had beneficial effects (Dyregrov et al. 2000). The view that 

interviews using HTQ may help rather than harm participants, was supported by the 

author’s experience during the course of the study. 
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Chapter Eight ~ Quantitative Study Findings 

 

8.1 Overview of Chapter 

In this Chapter, an overview of the retrospective cohort study findings is provided, 

starting with a description of the sampling strategy for general practices and 

sampling strategy for participants followed by a comparison of participants’ 

characteristics, their recruitment strategy and exposure status. The author then 

provides findings of the primary and secondary outcomes and their relationship with 

demographic characteristics and pre- and post-migration factors. Health service 

utilization and participants’ satisfaction with the services is then described.  

 

8.2 Sampling Strategy for General Practices 

In total, 473 practices in Brent, Camden, Ealing, Hammersmith and Fulham, 

Haringey, Hounslow, Harrow, Kensington and Chelsea and Westminster Primary 

Care Trusts (PCTs) were contacted and invited to participate in the study (Table 6). 

Of these, 31 practices expressed initial interest in being involved in the research. 

Subsequently, one practice withdrew from the research due to concerns about 

patient confidentiality, and a further three practices were excluded from the study 

because none of their registered patients were from the former Yugoslavia. 

Therefore, 27 practices participated in the study, covering a registered population of 

195,000 people. Overall the general practice response rate was 6.8 % and varied by 

each PCT from 2.0 to 27.2 % (Table 6). 

Table 6: General Practices’ Response Rate 

Primary 
Care Trust 

Practices 
contacted 

Practices 
recruited 

Response 
Rate (%) 

Proportion of 
ex-Yugoslavians on 

GP practice registers 

BRENT 50 2 4.0 0.23 

CAMDEN 50 1 2.0 0.53 

EALING 80 4 5.0 0.66 

HAMMERSMITH 
AND FULHAM 

33 9 27.2 0.59 

HARINGEY 60 1 1.6 0.40 

HARROW 38 2 5.2 0.07 

HOUNSLOW 66 3 4.5 0.47 

KENSINGTON 
AND CHELSEA 

45 2 4.4 0.64 

WESTMINSTER 51 3 5.8 0.56 
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8.3 Sampling Strategy for Participant Recruitment 

A sampling framework for people from the former Yugoslavia does not exist, and 

although previous studies have used a ‘manual’ name search this type of sampling 

strategy has not been validated. The author attempted to validate this method by 

examining the specificity and sensitivity of a name-based search with patient data 

on country of origin kept by 13 practices.  

 

8.3.1 - Specificity and Sensitivity of Recruitment Strategy 

The author examined 1,774 records of people whose place of birth was recorded as 

being from elsewhere but not from the former Yugoslavia. Of these, the author 

selected 56 names suggestive of Yugoslavian origin (Table 7). The author also 

examined 176 records of people who were selected because their place of birth was 

recorded as being in the former Yugoslavia. A manual search strategy excluded four 

people whose names were not suggestive of former Yugoslavian origin (Table 7). 

 
Table 7: Specificity and Sensitivity of Recruitment Strategy 

 

Place of Birth recorded as former Yugoslavia 
 

Yes No 

Yes 
172 
(TP) 

56 
(FP) 

 Names 
suggestive 
of 
Yugoslavian 
origin 

No 
4 

(FN) 
1,718 
(TN) 

 

176 with place of birth 
from former Yugoslavia 

Sensitivity = TP/(TP+FN) 
= 97.7% 

1,774 with place of birth 
not from former Yugoslavia
Specificity = TN/(FP+TN) 

= 96.8% 

TP = True positive; FP = False positive; TN = True negative; FN = False negative 
 
 

8.3.2 – Recruitment Flow 

The manual search of general practice registers identified 930 potential participants 

who were 18 years or over; an overall 0.5 % of the total registered population in 

North West and North Central London. All potential participants were initially 

contacted; 102 participants had moved away from North West and North Central 
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London and some envelopes were returned as inaccurate addresses. Fifteen 

people refused to take part in the research.  

 

Twenty people who responded to a letter asking them if they would be willing to 

participate in the project, were subsequently found not to be eligible either because 

they entered UK before the late 80s or they were not of Yugoslavian origin. There 

were 164 people who took part in the study; of those 46 were nominated by those 

recruited from GP practices. Those participants included in the snowball sample 

were eligible for initial recruitment as they were all registered with GPs within the 

study area. Snowballing was therefore performed within the original eligible sample. 

Overall participants’ response rate was 24.3 % (Diagram 3).  

 

Diagram 3: Participants’ Recruitment Flow Chart 

 

930 
People identified and 

contacted initially 

674 
Eligible 

256  
Not eligible 

102 moved away, 132 not living 
permanently in the UK, 7 were not 

from former Yugoslavia, 
15 entered UK before 80’s 

118  
Recruited  

from GP practices 

164  
Participants 

46  
Volunteers 

recruited by snowballing 

541 
Did not respond 

15 refused to participate 
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8.3.3 – Non-Respondents Characteristics 

Anonymous data on age and sex for 393 people whose names were suggestive of 

Yugoslavian origin were extracted from 13 practices (48.1 %) that took part in the 

study. The overall response rate in this subset of the whole sample was 16 %. Age 

and gender distribution were similar among respondents compared to non-

respondents (Table 8). 

 

Table 8: Comparison of Baseline Characteristics   

 
 

Non-respondents 
(n = 342) 

Respondents 
(n = 51) 

Statistical Significance 
OR (95% CI) p value 

Mean Age 42.02 (SD 14.4) 41.95 (SD 13.8) p = 0.87 

 

Males 170 (49.8%) 24 (47.0%) 

Females 172 (50.2%) 27 (52.9%) 
OR 0.89 (0.49 - 1.60) 0.70 

8.4 Exposure Status for Total Study Sample 

Of 164 participants in the study, 71 (43.2 %) were assigned to the non-exposure 

group on the basis of their legal immigration status that excluded application for 

asylum at any point. Nineteen elective migrants (26.7 %) entered the UK with tourist 

visas, 12 (16.9 %) with work permit visas, and a further 12 (16.9 %) with 

fiancée/spouse visas. Nine elective migrants arrived in the UK as students (12.6 %) 

and a further nine participants (12.6 %) entered the UK with au-pair visas. Six 

elective migrants (8.4 %) were in possession of passports from EU countries, two 

(2.8 %) obtained a stay permit and two (2.8 %) were re-united with their families 

who had already been granted refugee status. The remaining 93 (56 %) participants 

were assigned to the exposure group. Of those, 85 (91.3 %) declared their applying 

for asylum in the UK, five (5.3 %) were evacuated from the former Yugoslavia for 

medical reasons and three people came to the UK to re-unite with their families.  

 

Results of further screening questions that verified exposure status are presented in 

Table 9. Most participants who reported travel and employment restrictions and who 

were forced to leave their home country were refugees. A small proportion of 

elective migrants who reported employment restrictions were those who entered the 

UK either as students or au-pairs. Nine elective migrants, who reported significant 

exposure to trauma, entered the UK after 1998 and the remaining two entered the 

UK as students in the early 1990s. 
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Table 9: Responses to Screening to Verify Exposure Status 

Screening Questions 
Refugees 

(n=93) 
Elective Migrants 

(n=71) 

Travel restriction  ever imposed? 93 (100%) 0 (0%) 

Employment restriction  ever imposed?  69 (74.1%) 11 (15.4%) 

Forced to leave home country? 64 (69.0%) 10 (14.0%) 

Chose to leave home country? 23 (24.7%) 60 (84.5%) 

 
Exposed to significant trauma ( ≥ 6 events)? 40 (43.0%) 11 (15.4%) 

 

 

8.5 Demographic and Social Characteristics 

Forty six percent of the total study sample were males. Median age was 39 years. 

Age distribution in the sample was positively skewed towards the younger age 

group (skewness 0.89), specifically those between 35 and 45 years of age (Figure 

3).  

 

Figure 3: Age Distribution of Study Sample 
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Ninety seven (59.1 %) participants were employed, 43 (26.2 %) were unemployed 

and 24 (14.6 %) were retired. In the overall sample, 52 men were employed (70 %) 

compared to 45 women (50 %).  

 

Of those unemployed, 19 (44.1 %) were looking for a job, 11 (25.5 %) were on 

welfare support, seven participants (16.2 %) were unemployed due to health 

problems or disability, four (9.3 %) were caring for their children at home and two 

(4.6 %) were students.  

 

Household tenure for those whose accommodation status was known was equally 

distributed: 56 (34.1 %) lived in rented accommodation, 57 (34.7 %) owned their 

properties and 48 (29.2 %) lived in social housing. A significant proportion, 69 (42.0 %) 

of all participants were educated to University or a Higher Degree level, 60 (36.5 %) 

participants left education after secondary school and 35 (21.3 %) participants had eight 

or less than 8 years of education.  

 

Thirty one participants (18.9 %) were single, 104 (63.4 %) were married and/or co-

habiting with partners, and a further 29 participants (17.6 %) were divorced.  

 

Sixty three participants self-identified their ethnicity as Serbian (38.4 %), 30 (18.2 

%) reported being Bosnian and 26 (15.8 %) participants still considered themselves 

Yugoslavians. Fourteen participants (8.5 %) were Croatian, 12 (7.3 %) were 

Montenegrian, 9 (5.4 %) were Kosovars, four (2.4 %) were Macedonian and one 

participant (0.6 %) was Slovenian. Five participants (3.0 %) were from a mixed 

background.  

 

The mean score (SD) for the level of English knowledge prior to arrival in the UK 

was 2.72 (1.34); much lower than the level of English knowledge at the time of the 

interviews 4.40 (0.86) for the total study population. Knowledge of the language in 

those who were younger than 50 years of age was significantly higher than in those 

who were over 50 years of age (Mean score 3.04, SD 1.24 vs. Mean score 1.81, SD 

1.18; p < 0.001) and the difference in level of knowledge of English between the two 

groups remained significant at the time of the interview (Mean score 4.62, SD 0.67 

vs. Mean score 3.77, SD 1.02; p < 0.001). 
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8.5.1 – Characteristics by Recruitment Strategy 

Table 10 provides comparison of the demographic characteristics by recruitment 

strategy. Seventy two percent of the study sample was recruited through general 

practice registers and a further 28.0 % were recruited through a snowballing 

technique.  

Table 10: Characteristics by Recruitment Strategy 
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Employment 
 Employed  
 Not employed 
 Retired 

 
73 (61.8) 
30 (25.4) 
15 (12.7) 

 
24 (52.1) 
13 (28.2) 
9 (19.5) 

 
 1.00 
1.54 (0.68-3.51) 0.35 
1.83 (0.64-5.18) 0.62 

Household tenure 
 Owner/purchaser 
 Social housing 
 Rent 
 Other 

 
44 (37.2) 
32 (27.1) 
39 (33.0) 
3 (2.5)  

 
13 (28.2) 
16 (34.7) 
17 (36.9) 

 
1.00 
1.69 (0.66-4.38) 0.22 
1.48 (0.59-3.72) 0.12 

Education 
 Less than 8 years 
 8 – 12 years 
 University/higher 
degree 

 
29 (24.5) 
41 (34.7) 
48 (40.6) 

 
6 (13.0) 
19 (41.3) 
21 (45.6) 

 
 1.00 
2.24 (0.72-7.20) 0.12 
2.11 ( 0.70-6.66) 0.14 

Marital status 
 Married/Partner 
 Single 
Separated/divorced
/widow 

  
80 (67.7) 
16 (13.5) 
22 (18.6) 

  
24 (52.1) 
15 (32.6) 
7 (15.2) 

 
 1.00 
3.13 (1.25-7.87) 0.001 
1.06 (0.36-3.04) 0.90 

Immigration status 
 Elective migrants 
 Refugees 
 

 
56 (47.4) 
62 (52.5) 

 
15 (32.6) 
31 (67.4) 

 
1.00 
1.86 (0.9 - 3.8) 0.08 
 

 Mean or Median 
(SD) 

Mean or Median 
(SD) 

Statistical significance 
p value 

Median age 39.50 39.00 0.94 

Mean time spent  
in the UK (Years) 

 13.07 (6.3) 12.35 (4.4)  

 

 0.48 

Most demographic characteristics for those recruited via GP registers were similar 

to those who were recruited via snowballing, such as age and sex distribution, 

average length of stay in the UK, household tenure and education status.  
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However, those who were recruited via snowballing were more likely to be single 

and refugees than those who were recruited from GP registers. Although the 

difference in immigration status between the groups was not statistically significant, 

the difference in marital status was highly significant (Table 10). 

 

8.5.2 – Characteristics by Exposure Status 

Every effort was made to loosely match refugees and elective migrants by age and 

sex and mean age for refugees and elective migrants was very similar. However a 

higher percentage of elective migrants were females but the difference in gender 

distribution between the two cohort groups was not significant (Table 11). 

Social and 
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Table 11: Comparison of Characteristics by Immigration Status 

 

Sex 
 Male 
 Female  

 
48 (51.6) 
45 (48.4) 

 
27 (38.0) 
44 (62.0) 

 
1.00 
0.5 (0.3-1) 0.08 

Employment 
 Employed  
 Not employed 
 Retired 

 
48 (51.6) 
31 (33.3) 
14 (15.0) 

 
49 (69.0) 
12 (16.9) 
10 (14.1) 

 
1.00 
2.69 (1.1-6.1) 0.01 
1.43 (0.55-6.87) 0.24 

Household tenure 
 Owner/purchaser 
 Social housing 
 Rent/other 
 Other 

 
27 (29.0) 
38 (40.8) 
25 (26.8) 
3 (3.2) 

 
30 (42.2) 
10 (14.0) 
31 (43.6) 
- 

 
1.00 
4.22 (1.69-11.10) 0.01 
1.12 (0.50-2.50) 0.77 

Education 
 Less than 8 years 
 8 – 12 years 
 University/higher 
degree 

 
16 (17.2) 
35 (37.6) 
42 (45.2) 

 
19 (26.7) 
25 (35.2) 
27 (38.1) 

 
1.00 
0.60 (0.24-1.51) 0.23 
0.54 (0.22-1.33) 0.24 

Marital status 
 Married/Partner  
 Single 
Separated/divorce
d/widow 

 
62 (66.6) 
16 (17.2) 
15 (16.1) 

 
42 (59.1) 
15 (21.1) 
14 (19.7) 

 
1.00 
1.38 (0.57-3.34) 0.42 
1.38 (0.56-3.41) 0.44 

 Mean or 
median 

(SD) 

Mean or median 
(SD) 

Statistical 
significance 

p value 

Mean time spent 
in the UK (Years) 

12.44 (3.07) 13.4 ( 8.1) 0.28 

Median age 38.0 40.0 0.11 
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Refugees were more likely to be unemployed and were four times more likely to live 

in social housing than elective migrants (Table 11). Female elective migrants were 

more likely to be employed (65 %) than female refugees (45 %). 

 

A slightly higher percentage of refugees were educated to a higher level/degree but 

the difference was not significant compared to elective migrants. Over half of the 

participants in both groups were married and/or co-habited with partners. Both 

groups were in the UK for over 12 years and there was no difference in the length of 

stay between the groups. 

 

Figure 4 illustrates ethnic distribution in the study sample by immigration status. 

Refugees were more likely to be of Bosnian and Kosovar origin while elective 

migrants were more likely to be of Macedonian and Slovenian origin.  

 

Figure 4: Distribution of Ethnicity by Immigration Status 
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Pre-migration Factors 

Ninety five people in the study (57.9 %) reported experience of at least one sub-

category of trauma; of these 68 were refugees (71.5 %) and 27 were elective 

migrants (28.5 %).  
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The five most frequently reported trauma experiences were: being evacuated (36.2 

%), being confined to home (34.5 %), experiencing destruction of property (33.4 %), 

being exposed to sniper fire (32.2 %) and being in a combat situation (30.0 %).  

 

A relatively small proportion of the study sample (7.3 %) reported being tortured. 

The most commonly reported torture experiences were forced witnessing of torture 

(7.2 %), forced witnessing of killing (6.6 %) and being physically assaulted with 

head injuries (4.5 %). Rape was not reported in this study. 

 

Immigration status was significantly associated with the experience of trauma and 

torture before emigrating. Those who came to the UK as refugees were four times 

more likely to be exposed to a trauma than elective migrants (OR 4.1, 95% CI 2.2-

8.6; p < 0.001). The mean (SD) number of unduplicated trauma experiences 

reported by elective migrants was 2.37 (4.9) compared to the mean of 5.85 (5.9) 

trauma experiences for the refugee group. Furthermore, 40 (43.0 %) refugees had 

significant exposure (six or more different trauma experiences) to trauma compared 

to 11 (15.4 %) elective migrants.  

 

Post-migration Factors 

Refugees were sixteen times more likely to wait for longer than a year for the Home 

Office decision on the immigration status (OR 16.4; 95%CI 7.39-36.46, p < 0.001). 

 

In total, 130 (79.2 %) participants reported frequent (daily, weekly or monthly) 

contact with their families living in the UK and 141 (85.9 %) participants reported 

frequent contact with their families outside the UK.  

 

Refugees were more likely to have frequent contact with their families who were 

living in the UK (OR 3.63; 95%CI 1.59-8.31; p = 0.002). However, there was no 

statistically marked difference in the frequency of contact with families living outside 

the UK between refugees and elective migrants (OR 0.52; 95%CI 0.2-1.3; p = 0.18)  

 

 Seventy two participants (43.9 %) reported no contact with any of the social support 

networks within the last six months prior to the interviews and there was no 

significant difference in the level of social support received between refugees 

compared to elective migrants.  
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In total, 112 (68.2 %) participants reported being very satisfied or satisfied with living 

conditions in the UK (accommodation, environment and area of residence). There 

was no difference in the reported level of satisfaction with living conditions between 

refugees and elective migrants. 

 

Refugees were three times more likely to frequently use a language other than 

English in their daily communication than were elective migrants (OR 2.9; 95%CI 

1.04-8.2, p = 0.04).  

 

Most participants (68.9 %) agreed with the statement that they considered 

themselves to be of their original ethnic origin, and responses in both groups were 

similar. Both groups were also more likely to disagree (76.7 %) with the statement 

that they considered themselves British. 

 

However both groups similarly agreed (68.2 %) that it was important to adopt 

English culture but more were certain that they should preserve their own culture as 

much as possible (82.3 %). Elective migrants were more likely to participate in the 

English culture (70.4%) than refugees (66.6 %). Similarly, elective migrants were 

more likely to preserve their own culture (87.3 %) than refugees (78.4 %). The 

proportion of participation and maintenance among both groups is plotted on Figure 

5, according to Berry’s model of acculturation (Berry, 1980). 

 

Figure 5: Figurative Representation of Acculturation Level by Way of 

Migration 
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Elective migrants were more likely (Mean score 3.04 SD 1.34) than refugees (Mean 

score 2.47 SD 1.29) to have a sound knowledge of English prior to arrival in the UK 

(p = 0.009). Although the overall knowledge of English improved over the 

participant’s stay in the UK; the difference in the level of knowledge of English 

remained similar between the two groups at the time of the interviews (Mean score 

for elective migrants 4.68 SD 0.71 and mean score for refugees 4.18 SD 0.90, p < 

0.001)  

 

Twelve elective migrants (16.9 %) and 11 (11.8 %) refugees experienced racial 

abuse or attacks since arriving in the UK and there was no marked difference in the 

reported experience of discrimination by the groups (OR 0.66; 95%CI 0.27-1.59, p = 

0.3).  

 

8.6 Clustering Effects for Primary Outcome 

Data was examined for possible effects of primary outcome clustering (common 

mental disorders) within the families and general practices. Interclass correlation 

coefficient (ICC) for possible clustering effect within the families was - 0.041 (p = 

0.38) and ICC for possible clustering effect within general practices was 0.054 (p = 

0.43). Considering that ICC data analysis suggested no familial aggregation or 

aggregation within general practices, univariate and multivariate analyses seemed 

the most appropriate methods for examining the relationship between the outcomes, 

exposure and risk factors in this study. 

 

8.7 Primary Outcome: Common Mental Disorders (CMD)  

8.7.1 – Prevalence 

Fifty seven participants (34.7%; 95%CI 24.4-42.8) in the total study sample were 

found to have common mental disorders. Scores for common mental disorders in 

participants above the threshold for a case ranged from 1.75 to 3.28. The mean 

score for CMD was significantly lower in elective migrants (1.48; SD 0.44) compared 

to the mean score for refugees (1.72; SD 0.61) and p value of 0.004. 

 

There was a marked, statistically significant difference in the prevalence of CMD in 

refugee participants compared to elective migrants (45.1%; 95%CI 35.8-55.8 vs. 

21.1%; 95%CI 9.77-28.47). Refugees were three times more likely to have CMD 

than elective migrants (OR 3.0; 95%CI 1.5-6.1, p = 0.002) but there was no 
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difference in the severity of illness between the two groups. Mean score (SD) for 

common mental disorders in elective migrants was 2.2 (0.39) compared to the mean 

score of 2.3 (0.43) in the refugee group.  

 

8.7.2 - Co-morbidity with PTSD and Social Functioning 

Over one-third of participants with CMD were also found to suffer from PTSD (33.33 

%). Poor social functioning was found in 40.35 % of those with CMD.  

 

8.7.3 – Demographic and Social Characteristics 

Those who scored above the case threshold for CMD diagnosis were significantly 

older than those without mental health problems. Median age for those with CMD 

was 44.5 compared to 38.0 in those unaffected (p = 0.001). There was no difference 

in the prevalence of CMD between males and females in the total study sample 

(Table 12).  

 

Overall analysis of the impact of age on CMD by immigration status suggested that 

only refugees who were over 50 years of age remained at a significantly increased 

risk (Table 12). 

 

Stratified analysis of the impact of gender on CMD by immigration status suggested 

that females refugees were more likely to have CMD (Table 12). Further analysis on 

the impact of age and gender on CMD by immigration status, revealed that female 

refugees who were 35-50 years of age (p = 0.04) and males refugees over 50 years 

of age (p = 0.005) remained at a significantly increased risk for CMD.  

 

Participants who were not in employment were at significantly higher risk of CMD 

(Table 12). Furthermore, there was a significant association between job 

dissatisfaction and increased prevalence of CMD (OR 2.3; 95%CI 1.45-3.63; p = 

0.01). Having a job that adequately matches ones skills was a protective factor for 

CMD (OR 0.33; 95%CI 0.12-0.88, p = 0.01).  

 

Analysis by immigration status suggests that refugees who were unemployed 

remained at a significantly increased risk for CMD (OR 2.5; 95%CI 1.28-5.0, p = 

0.008) compared to elective migrants. In contrast, elective migrants who were 

dissatisfied with their current jobs remained at an increased risk for CMD (OR 7.8; 

 150



 151

95%CI 1.91-32.4, p = 0.004). Immigration status did not have any impact on having 

a job that adequately matches one’s skills.  

 

Type of accommodation was significantly associated with an increased risk of CMD. 

Those living on council estates were shown to have an increased prevalence of 

CMD compared to those who were living either in rented accommodation or who 

owned their property (Table 12).  

 

When immigration status was taken into account, only those who were refugees 

remained at an increased risk of CMD if residing on a council estate compared to 

elective migrants whose risk was no longer significant (Table 12).  

 

Increased prevalence of common mental disorders was observed in those with 

higher educational qualifications although level of education was not significantly 

associated with the illness in the total study sample (Table 12). 

 

Table 12 shows the relationship between marital status and CMD. The highest 

prevalence of CMD was found among those who were married or lived with their 

partners but the difference between the groups (e.g. married versus single or 

divorced) was not significant and findings remained the same when groups were 

compared by immigration status. 

  

Study results suggest that length of stay in the UK did not have any effect on the 

development of common mental disorders in this study sample.  

 

Study results show a difference in the prevalence of CMD between various ethnic 

groups although the difference was not significant, even when immigration status 

was taken into account. Higher prevalence (%) of CMD was observed among 

Bosnian (46.6 %), Kosovars (44.4 %) and Serbian (34.9 %) compared to Croatians 

(21.4%) or Macedonians and Slovenians, who were free of any psychological 

morbidity.



Table 12: Diagnosis of CMD and Immigration Status – Stratified Univariate Analyses 
 

        *p>0.05    **p>0.005

 
 

Descriptive analyses Statistical analyses 
 

Social and Demographic 
Characteristics 

Common Mental 
Disorders 

 
n = 57 

No Common Mental 
Disorders 

 
n = 107 

Stratified analyses by CMD and 
immigration status 

 

Total sample 
analyses by CMD 

only 
 
 

 Refugees 
 

N 
(n = 42) 

Elective 
Migrants 

N 
(n = 15) 

Refugees 
 

N 
(n = 51) 

Elective 
Migrants 

N 
(n = 56) 

Refugees 
 
 

OR (95% CI) 

Elective migrants 
 
 

OR (95% CI) 

 
 
 

OR (95% CI) 
Sex 
 Female 
 Male 

 
26 
16 

 
8 
7 

 
19 
32 

 
36  
20 

 
1.00 
0.36 (0.15-0.84)* 

 
1.00 
1.57 (0.49-4.98)  

 
1.00 
0.71 (0.37-1.37) 

Age groups 
 18 - 34 
 35 - 50 
 50+ 

 
8 

14 
19 

 
4 
9 
2 

 
14 
29 
8 

 
19 
24 
13 

 
1.00 
1.18 (0.35-3.96)  
4.16 (1.08-16.70)* 

 
1.00 
1.78 (0.41-8.29)  
0.73 (0.08-5.83)  

 
1.00 
1.19 (0.49-2.95)  
2.75 (1.03-7.46) * 

Employment 
 Employed  
 Not employed 
 Retired 

 
13 
20 
9 

 
13 
1 
1 

 
35 
11 
5 

 
36 
13 
7  

 
1.00 
5.79 (2.01-17.00)** 
2.26 (1.14-4.50)* 

 
1.00 
0.21 (0.01-1.87)  
0.40 (0.02-3.85)  

 
1.00 
2.77 (1.27-6.08) ** 
1.76 (0.55-5.61)  

Household tenure 
 Owner/purchaser 
 Social housing 
 Rent 
 Other 

 
6 

22 
12 
2 

 
6 
3 
6 
- 

 
21 
16 
13 
1 

 
24  
7  

25 

 
1.00 
4.81 (1.40-17.19)** 
3.23 (0.84-12.86) 
- 

 
1.00 
1.71 (0.25-11.18) 
0.96 (0.23-4.01)  
- 

 
1.00 
4.08 (1.61-10.50)** 
1.78 (0.70-4.5)  
- 

Education 
 Less than 8 years 
 8 – 12 years 
 University/higher degree 

 
10 
14 
18 

 
5 
3 
7 

 
6 

21 
24 

 
14  
22 
20 

 
1.00 
0.40 (0.10-1.57) 
0.45 (0.12-1.69)  

 
1.00 
0.38 (0.06-2.28)  
0.98 (0.21-4.54)  

 
1.00 
0.53 (0.20-1.38)  
0.76 (0.30-1.89) 

Marital status 
 Married/Living with partner 
 Single  
Separated/divorced/widow 

 
26 
10 
6 

 
8 
3 
4 

 
36 
6 
9 

 
34 
12 
10 

 
1.00 
2.31 (0.66-8.31)  
0.92 (0.25-3.32)  

 
1.00 
1.06 (0.19-5.57) 
0.76 (0.17-3.17) 

 
1.00 
1.49 (0.60-3.65) 
1.08 (0.42-2.79) 

 

152



Pre-migration Factors 

There was no significant association between the exposure to different sub-

categories of trauma and torture and common mental disorders when examining 

experience of any trauma or torture as a dichotomous variable. However, those who 

were significantly exposed to different types of trauma were at the higher risk of 

having CMD (OR 2.29; 95%CI 1.45-3.63, p = 0.001).  

 

In total, 11 elective migrants (15.4%) and 40 refugees (43.0%) were significantly 

exposed to different traumas ranging from 6 to 27 events. The mean (SD) of 

different sub-types of trauma experiences reported by those who did not have 

psychological problems was 3.27 (4.38) compared to the mean number of different 

sub-types of trauma of 6.35 (7.41) reported by those who had CMD. Only four 

participants with CMD reported being tortured and there was no significant 

association between exposure to torture and the illness.  

 

When immigration status was taken into account while examining impact of the 

trauma and torture on the development of common mental disorders, refugees 

remained at a four times higher risk than elective migrants (OR 4.1; 95%CI 1.06-

16.35, p = 0.04).  

 

Post-migration Factors 

Total of 52 participants in the study sample reported waiting for Home Office 

decision for longer than a year; of those 42 had CMD. Those participants who 

reported waiting for longer than one year for the Home Office decision on their 

immigration status were at a four times higher risk for CMD (OR 4.1; 95%CI 2.0-8.6, 

p < 0.001). Once immigration status was taken into account, only elective migrants 

who were waiting longer than a year for the decision remained at significant risk 

(OR 5.7; 95%CI 1.4-22.3, p = 0.01).  

 

Having frequent contact with families living in the UK or outside the UK did not have 

a significant impact on CMD in the total study sample. However, frequent family 

contacts in the UK were protective factors for CMD in the refugee group (OR 0.87; 

95%CI 0.03-0.81, p = 0.02).  

 

Social support was found to have an inverse impact on the CMD in this study. 

Those who reported contacts with social support networks were significantly more 

likely to have CMD (OR 2.1; 95%CI 1.0-4.2, p = 0.02). Once the immigration status 
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was accounted for, only refugees who were in contact with social support networks 

remained at risk (OR 2.3; 95%CI 1.0-5.48, p = 0.04).  

 

Satisfaction with living conditions did have a significant impact on common mental 

disorders (OR 1.52; 95%CI 1.0-2.1, p = 0.01). Once the immigration status was 

accounted for, this association remained borderline significant for the refugees 

group (p = 0.05). 

 

To test the findings from the qualitative study, the author used a multivariate regression 

model to examine whether participants’ age, CMD, level of knowledge of English prior 

to arrival in the UK and current knowledge of English were predictive factors for 

satisfaction with living conditions. Only CMD remained a significant predictive factor for 

dissatisfaction with living conditions (OR 2.64; 95%CI 1.22-5.71, p = 0.01). 

 

Frequent use of any language other than English was reported by 146 participants; 

of those 53 had CMD. There was no significant association between frequent use of 

any language other than English in participants’ daily communication and CMD.  

 

There was no difference in the levels of acculturation between those with and without 

CMD. Sixty eight percent of the participants in both groups were adopting the English 

culture and over 80 % both with and without CMD, were preserving their own culture.  

 

Level of knowledge of English prior to arrival to the UK was significantly lower in 

participants with CMD and those who did not have any psychological problems 

(Mean score 2.39, SD 1.36 vs. Mean score 2.90, SD 1.30, p = 0.02) although the 

difference was no longer significant when adjusted for age.  

 

The difference in the level of knowledge of English at the time of interview remained 

significantly different between those who have CMD and those who did not have 

any psychological problems (3.98 SD 1.29 vs. 4.62 SD 0.66, p < 0.001) and the 

difference remained significant only for those who were over 50 years of age (4.24 

SD 0.99 in those without CMD vs. 3.32 SD 0.83 in those with CMD, p = 0.002). 

 

Furthermore, level of knowledge of English prior to arrival to the UK and at the time 

of the interview remained significantly different in those with CMD compared to 

those without psychological problems in the refugee group only. The mean level of 

knowledge of English before arrival for refugees with CMD was 2.11 compared to 
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2.72 in refugees with no psychological morbidity. The mean level of knowledge of 

English at the time of the interview for refugees with CMD was 3.8 compared to 4.45 

for those refugees who did not have psychological morbidity (p < 0.01). 

 

Total of 23 participants reported experience of racial abuse or attacks since arriving 

in the UK; of those 10 had CMD therefore suggesting that those who experienced 

racial abuse  were not at any increased risk for CMD.  

 

8.7.4 – Primary Outcome: CMD and Multivariate Analyses 

Table 13 gives the results for the bivariate multinomial logistic regression model, 

with common mental disorders as the outcome variable, and baseline 

characteristics, including exposure to trauma, post-migration risk factors and 

immigration status as univariate predictors. All variables that were significantly 

associated with CMD in univariate analyses were entered in the multivariate model. 

Variables were entered into the model sequentially, in the order determined by the 

strength of association in the univariate analyses, primary study aim and theoretical 

knowledge on the strength of the association between the predictors and the 

outcome: immigration status, waiting for longer than a year for the Home Office 

decision on immigration status, age, gender, significant exposure to trauma, 

household tenure, employment status, satisfaction with job and satisfaction with 

living conditions.  

 

Before analysing the models, the assessment of immigration status as possible 

effect modifier was performed by analysing the interaction of immigration status with 

each demographic and social factor. It was felt important to examine the interaction 

in subgroup analyses to avoid Type I and Type II errors. Statistically significant 

interaction was found between gender and immigration suggesting that being a 

refugee and female significantly increased the chance of having CMD (Table 13). 

The author therefore built this interaction into the final model.  
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Table 13: Associations for CMD – Multivariate Logistic Regression 
 
 
  

Variable Univariate analyses 
OR (95% CI) 

Multivariate analyses 
OR (95% CI) 

 
P value 

    

Forced migration (refugee)  3.07 (1.52 – 6.11) 9.55 (1.64 – 55.41) 0.01 

Waiting for home office 
decision > 1 year 

4.1 (2.03 – 8.61) 3.27 (1.37 – 7.77) 0.007 

Age over 50 2.75 (1.03 – 7.46) 2.05 (0.90 – 4.43) 0.06 

Refugee and female 2.73 (1.17 – 6.35) 12.0 (1.14 – 123.92) 0.03 

Significant trauma exposure 2.29 (1.45 – 3.63) 1.38 (0.70 – 3.41) 0.39 

Residing in housing estate 4.08 (1.61 – 10.50) 1.43 (0.58 – 3.52) 0.43 

Unemployment 2.77 (1.27 – 6.08) 1.19 (0.36 – 3.94) 0.76 

Dissatisfaction with living 
conditions 

1.52 (1.00 – 2.10) 3.53 (1.11 – 11.21) 0.032 

 
Dissatisfaction with job  2.3 (1.45 – 3.63) 5.56 (1.72 – 17.92) 0.004 

The effect of immigration status on development of common mental disorders was 

next assessed, both alone and when demographic, social, pre-migration and post-

migration factors were added to the model as potential confounders. OR of being a 

refugee diminished from 3.07 to 1.54 when waiting for longer than a year for the 

Home Office decision was entered into the model suggesting that the latter variable 

was a significant confounder.  

 

Being a refugee and a female, dissatisfaction with job, with living conditions and 

waiting for longer than a year for the Home Office decision remained independent 

predictors for the development of common mental disorders (Table 13). 

 

8.8 Secondary Outcome: PTSD – Univariate Analyses 

8.8.1 – Prevalence 

Twenty participants (12%; 95%CI 7.1-17.2) had symptoms of post-traumatic stress 

disorder. There was a marked, statistically significant difference in the prevalence of 

PTSD in refugees compared to elective migrants (19.3%; 95%CI 10.9-25.6 vs. 

2.8%; 95%CI 1.1-6.96). Refugees were eight times more likely to suffer from PTSD 

than elective migrants (OR 8.2; 95%CI 1.8-36.9, p = 0.006).  
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In contrast, elective migrants have had more severe symptoms of post-traumatic 

stress than the refugees but a sample size was too small to conclude a statistically 

significant difference. The mean score (SD) for PTSD in elective migrants was 2.8 

(0.11) compared to the mean score of 2.2 (0.43) in the refugee group.  

 

8.8.2 – Co-morbidity with CMD and Social Functioning 

Co-morbidity with PTSD and common mental disorders was high in this study; 19 

participants (95.0 %) with PTSD were found to have CMD. Of those, 17 (89.4 %) 

were refugees and two (10.6 %) were elective migrants.  

 

Poor social functioning was reported in 45.0 % of those with PTSD. 

 

8.8.3 – Demographic and Social Characteristics 

Participants with PTSD were significantly older (Median age 51.0) than those who 

were unaffected (Median age 39.0; p = 0.001) and the difference remained 

significant for refugees only once immigration status was adjusted (Table 9.9). 

 

PTSD prevalence was fairly equally distributed between both genders: 55.0% for 

females and 45.0% for males.  

 
Participants who were not in employment were at significantly higher risk of 

developing PTSD (Table 14). Furthermore, there was a significant association 

between job dissatisfaction and the increased prevalence of PTSD (OR 2.3; 95%CI 

1.25-4.4; p = 0.008). Having a job that adequately matches one’s skills was a 

protective factor in the development of PTSD (OR 0.09; 95%CI 0.01-0.77, p = 0.02).  

 

Analysis by immigration status suggests refugees who were unemployed remained 

at a significantly increased risk for PTSD compared to elective migrants (Table 14). 

Refugees who were dissatisfied with their current jobs remained at the increased 

risk for the development of PTSD (p < 0.001). Odds ratio could not be calculated 

because all refugees with PTSD were unhappy with their jobs. 

 

Over 75 % of the participants who were suffering from PTSD were living on council 

estates. When immigration status was taken into account, only refugees remained 

at an increased risk of PTSD if resident on a council estate; compared to elective 

migrants whose risk was no longer significant (Table 14). 
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Education was a protective factor against the development of PTSD. Those who 

were educated to a higher degree level were less likely to suffer from PTSD (Table 

14). The association between higher education and PTSD remained significantly 

protective for the refugee group only (OR 0.23, 95%CI 0.07-0.68, p = 0.008). 

 

Table 14 shows the relationship between marital status and PTSD. Seventy five 

percent of those who were found to have PTSD were married or lived with their 

partners but the difference between the groups (e.g. married versus single or 

divorced) was not significant and the difference remained unremarkable when 

groups were compared on their immigration status. 

 

Those who were suffering from PTSD had spent, on average, two years less in the 

UK (Mean 11.35 years SD 3.26) than those without any psychological morbidity 

(Mean 13.08 years SD 6.10), at the time of the interview.



Table 14: PTSD and Immigration Status – Stratified Univariate Analyses 
 

 Descriptive analyses Statistical analyses 
 

Demographic 
and Social Factors 

PTSD 
n = 20 

No PTSD 
n = 107 

Stratified analyses by PTSD and 
Immigration Status 

Total sample 
analyses by PTSD  

 

 

Refugees 
N 
 

n = 18 

Elective 
Migrants 

N 
n = 2 

Refugees 
N 
 

n = 75 

Elective 
Migrants 

N 
n = 69 

Refugees 
 

OR (95% CI)  

Elective migrants 
 

OR (95% CI) 

  
 OR/RR (95% CI)  
 
 Sex 

 Female 
 Male 

 
10 
8 

 
1 
1  

 
35 
40 

 
43 
26 

 
1.00 
0.70 (0.22-2.20)  

 
1.00 
1.65 (0-63.80) 

 
1.00  
0.96 (0.37-2.47)  

Age groups 
 18 - 34 
 35 - 50 
 50+ 

 
3 
4 

10 

 
0 
2 
0 

 
19 
39 
17 

 
23 
31 
15 

 
1.00 
1.54 (0.24-9.39)  
3.73 (0.75-20.70) 

 
- 
- 
- 

 
1.00 
1.20 (0.25-6.44)  

 
 
 3.57 (1.05-12.57)* 
 Employment 

 Employed  
 Not employed 
 Retired 

 
5 
8 
5 

 
2 
0 
0 

 
43 
23 
9 

 
47 
12 
10 

 
1.00 
4.21 (1.16-16.06)* 
2.20 (0.26-16.98)  

 
1.00 
- 
- 

 
1.00 
3.86 (1.26-12.11)* 

 
 

1.63 (0.21-9.85)  
 Household tenure 

 Owner/purchaser 
 Social housing 
 Rent 
 Other 

 
1 

13 
3 
1 

 
0 
1 
1 
- 

 
26 
25 
22 
2 

 
30 
9 

30 

 
1.00 
13.52 (1.21-297.36)** 
3.55 (0.29-95.37)  

 
- 
- 
- 

 
1.00 
23.06 (2.93-490.82)** 
4.31 (0.43-104.62) 

 
 
 - 
 Education 

 Less than 8 years 
 8 – 12 years 
 University/higher degree 

 
7 
7 
4 

 
1 
1 
0 

 
9 

28 
38 

 
18 
24 
27 

 
1.00 
0.32 (0.07-1.39) 
0.14 (0.03-0.68)** 

 
1.00 
0.75 (0.02-29.85) 
- 

 
1.00 
0.52 (0.15-1.74) 
0.21 (0.05-0.85)* 

Marital status 
 Married/Living with partner 
 Single  
 Separated/divorced/widow 

 
13 
3 
2 

 
2 
0 
0 

 
49 
13 
13 

 
40 
15 
14 

 
1.00 
0.87 (0.17- 4.03)  
0.58 (0.08-3.28)  

 
1.00 
- 
- 

 
1.00 
0.64 (0.14-2.59)  
0.44 (0.06-2.21) 

                      *p>0.05  **p>0.005
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Ethnic distribution of the participants who were found to have PTSD was similar to 

the ethnic distribution pattern of those who were suffering from CMD: over one third 

of all PTSD was observed in Bosnians and Serbians respectively (35.0 % each), 

further 15.0 % in Croatians, 10.0 % in ethnic Albanian and remaining 5% among 

Montenegrians. The difference in the prevalence of PTSD by ethnic groups was not 

significant.  

 

Pre-migration Factors 

Seventeen participants (85.0%) with PTSD reported being exposed to six or more 

different sub-types of trauma (OR 18.3; 95%CI 5.0-66.3, p < 0.001). The five most 

frequently reported trauma experiences were being confined to home (100 %), 

being exposed to a sniper fire (100 %), being in a combat situation (88.2 %), having 

a family member who was murdered (59.3 %) and being exposed to brainwashing 

(53.4 %).  

 

Exposure to a torture alone significantly increased risk for PTSD (OR 9.7; 95%CI 

2.7-34.4, p < 0.001).  

 

Post-migration Factors 

Those participants who had been waiting for longer than a year for the Home Office 

decision on their immigration status were four times at higher risk for PTSD (OR 4.0; 

95%CI 1.29-12.75, p = 0.01) but the association did not remain significant after 

adjusting for the immigration status. 

   

Frequent family contacts in Britain or outside Britain did not have an effect on the 

development of PTSD in the total study sample or when examined by immigration 

status. Social support did not have any impact on the risk of developing PTSD.  

 

Satisfaction with living conditions did have a significant impact on the development 

of PTSD (OR 3.9, 95%CI 1.48-6.24, p = 0.006). Once the immigration status was 

accounted for, this association remained significant for the refugees group only (OR 

5.36, 95%CI 1.80-5.96, p = 0.003). 
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The impact of frequent use of any language other than English in participants’ daily 

communication on risk for PTSD could not be estimated as all of the participants 

with PTSD reported frequent use of other languages. 

 

The acculturation process, either preserving their own culture or adopting an 

English culture, did not have any remarkable impact on PTSD in the overall study 

sample or in refugees compared to elective migrants.  

 

Mean score (SD) for the level of knowledge of English prior to the arrival to the UK 

was significantly different in participants with PTSD compared to those who did not 

have any psychological problems (Mean score 1.50 SD 1.05 vs. Mean score 2.89 

SD 1.29; p < 0.001). The difference in the level of knowledge of English at the time 

of interview remained significantly different between participants with PTSD and 

those who did not have any psychological problems (Mean score 3.35 SD 1.08) vs. 

mean score 4.54 SD 0.71; p < 0.001) 

 

Only four people who were suffering from PTSD reported experience of racial abuse 

or attack since arriving in the UK. Self-reported discrimination was not a significant 

risk for PTSD in this study sample.  

 

8.8.4 – Secondary Outcome: PTSD – Multivariate Analyses 

Table 15 provides the results of bivariate multinomial logistic regression model with 

post-traumatic stress disorder as the outcome variable. Predictors that were 

significantly associated with PTSD in univariate analyses were initially selected for 

the multivariate model: ages over 50 years, employment, household tenure, 

education, significant exposure to trauma, waiting for Home Office decision for 

longer than a year and immigration status. Univariate predictors were entered 

sequentially in the model based on the evidence of strength of the association in 

univariate analyses and theoretical knowledge from the literature. Household tenure 

and employment were initially entered in the model however analyses of subgroups 

did not produce any meaningful results due to a very small sample size (as 

suggested by wide confidence intervals in univariate analyses) and therefore author 

decided to exclude these two variables from the final multivariate model to avoid 

Type I and Type II errors. This exclusion was further justified by the 

recommendation to restrict a number of variables to 1:5 ratio, as described in the 

methodology section (Peduzzi et al. 1996; Vittinghoff and McCulloch, 2007). 
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This multivariate model suggests at ages over 50 years, significant exposure to 

trauma and waiting for longer than a year for a Home Office decision remained 

independent predictors for development of PTSD. Being educated to a higher 

degree was a protective predictive factor for the development of PTSD. 

 

 

Table 15: Various Factors and PTSD – Multivariate Logistic Regression 

Variable 
Univariate analyses 

OR (95% CI) 
Multivariate analyses 

OR (95% CI) 
P 

value 

Age over 50 years 3.57 (1.05 – 12.57) 1.1 (1.04 – 1.31) 0.006 

Significant exposure 
to trauma 

18.3 (5.01 – 66.24) 77.84 (8.03 – 754.55) 0.001 

Refugee 8.2 (1.84 – 36.9) 1.0 (0.1 – 6.4) 0.36 

Higher education 0.21 (0.05 – 0.85) 0.29 (0.10 – 0.79) 0.003 

 

Waiting for home 
office decision > 1 
year 

4.0 (1.29 – 12.75) 12.82 (1.94 – 84.55) 0.008 

 

8.8.5 – Secondary Outcome: Social Functioning – Univariate Analyses 

The Social Functioning Questionnaires (SFQ) mean score (SD) in the study sample 

was 6.2 (3.77), median was 6.00 and the scores ranged from 1 to 19. Figure 6 

illustrates expected skewed distribution of SFQ mean scores in this study population 

because only a small proportion of participants have had high scores (Higher scores 

indicate worse social functioning). SFQ mean score of 6.59 (3.84) was slightly 

higher in the refugee group compared to elective migrants 5.71 (3.64) but the 

difference was not statistically significant.  
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                  Figure 6: Distribution of SFQ Scores in Study Population 

 

 

 

Eleven elective migrants (15.4 %) and 17 refugees (18.2 %) had SFQ mean scores 

≥ 10 but immigration status did not have a significant impact on impaired social 

functioning. 

 

Table 16 shows the proportion of participants reporting any problems on the 

indicators comprising the social functioning score, by gender. There was a similarity 

in responses by gender however women were more likely to report feelings of 

loneliness and isolation and problems with sex life while men were more likely to 

report difficulties in completing tasks at home and work. Participants were most 
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likely to report finding everyday tasks at work and home stressful, having financial 

problems and often feeling lonely and isolated.  

 

Table 16: Proportions Reporting Problems 

 
Females 

n (%) 
Males 
n (%) 

Not completing tasks at home and work satisfactorily 11 (12.3) 14 (18.6)

Finding tasks at home and work stressful 80 (89.8) 69 (92.0)

Financial problems 64 (71.9) 54 (72.0)

Problems with close relationships 35 (39.3) 25 (33.3)

Problems with sex life 29 (32.5) 19 (25.3)

Not having positive relationship with relatives      7  (7.8) 7   (9.3)

Feelings of loneliness and isolation 53 (59.5) 37 (49.3)

Not enjoying their spare time 5   (5.6) 4   (5.3)

 

Co-morbidity with CMD and PTSD 

In total, 28 people (17.0 %) had poor social functioning (SFQ mean score ≥ 10). Of 

those, 23 (82.1 %) suffered from CMD and 9 (32.1 %) from PTSD.  

 

SFQ mean score in people with common mental disorders was 8.85 (4.02) 

compared to mean score of 4.80 (2.75) for those who did not have psychological 

morbidity (p = 0.002). Participants with PTSD had SFQ mean score of 9.35 (4.96) 

compared to SFQ mean score of 5.77 (3.37) in those where PTSD was not detected 

but CMD was not excluded (p = 0.006). 

 

Demographic and Social Characteristics 

Table 17 presents findings on SFQ mean scores for social functioning by 

immigration status and participants’ baseline characteristics. There was no 

difference in the SFQ mean scores between males and females. Social functioning 

was deteriorating by increasing age in both groups but the difference between the 

age groups was not significant. 

 

There was no marked difference in the SFQ mean scores between those who were 

employed, not employed or retired in the total population. Refugees who were 

unemployed had a higher SFQ mean score than those who were in employment or 

retired but the difference was not significant. Elective migrants who were retired had 

higher SFQ mean scores than those elective migrants who were not employed. 

Furthermore, there was a borderline statistically significant association between job 

dissatisfaction and SFQ score ≥ 10 (OR 2.91; 95%CI 0.92-9.22; p = 0.06).  
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Analysis by immigration status suggested that elective migrants who were 

dissatisfied with their current jobs remained at increased risk of having poor social 

functioning (OR 4.02; 95%CI 0.82-19.58, p = 0.08). Having a job that adequately 

matches one’s skills was a protective factor for development of impaired social 

functioning (OR 0.21; 95%CI 0.06-0.74, p = 0.01) and this factor only remained 

significantly protective for the refugee group once immigration status was controlled 

for (p = 0.004). 

 

Those who were living in social housing had significantly higher SFQ mean scores 

than those who owned a property (p = 0.02) and the difference only remained 

significant for refugee participants who were living in social housing compared to 

those who owned private accommodation (p = 0.007).  

 

Level of education did not have a significant impact on the SFQ mean scores in the 

total study population or when refugees were compared with elective migrants.  

 

Marital status did not have a significant impact on the SFQ mean scores in the total 

study population; however the scores were significantly higher in single refugees 

compared to married refugees (p = 0.02). The difference in SFQ mean scores by 

marital status in elective migrants was not remarkable (Table 17). 

 

The comparison between social functioning in respect to ethnicity and gender is 

illustrated in Figure 7. In general, women reported poorer social functioning 

outcomes compared to men apart from those who were of Serbian and Macedonian 

origin. Kosovars and Montenegrian reported the poorest social functioning scores 

amongst all participants.  
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Table 17: Mean Scores on Summary Indicators of Social Functioning 

 

Baseline 
Characteristics 

Social Functioning 
Mean score 
Mean (SD) 

Statistical significance 
T – test (t), ANOVA (F) 

and p value 

 Refugees 
Elective 
Migrants 

Refugees 
Elective 
migrants 

Sex 
 Female 
 Male 

 
6.91(4.20) 

6.29 (3.49) 

 
5.68 (3.76) 
5.77 (3.52) 

 
t = 0.77 

p = 0.44 

 
t = 0.107 
p = 0.91 

Age groups 
 18 - 34 
 35 - 50 
 50+ 

 
6.04 (4.64) 
6.39 (3.49) 
7.11 (3.61) 

 
4.56 (3.27) 
6.09 (3.94) 
6.66 (3.26) 

F=0.51 
p = 0.60 

F = 1.87 
p = 0.16 

Employment 
 Employed 
 Not employed 
 Retired 

 
6.00 (2.95) 
7.67 (4.92) 

.21 (3.20) 

 
5.85 (3.63) 
4.08 (3.63) 
7.00 (3.01) 

F = 1.82 
p = 0.18 

F = 0.31 
p = 0.73 

Household tenure 
Owner/purchaser 
Social housing 
Rent/other 

 
4.77(2.93) 
7.71(3.95) 
7.04 (4.00) 

 
5.66 (3.32) 
6.50 (4.11) 
5.51 (3.88) 

F = 5.1 
p = .008 

F = 0.27
p = 0.76

Education 
Less than 8 years 
8 - 12 years 
University/ 
higher degree 

6.62 (5.36) 
7.17 (3.46) 
6.09 (3.49) 

4.84 (3.16) 
5.80 (3.95) 
6.25 (3.68) 

 
F = 0.74 
p = 0.47 

F = 0.84
p = 0.43

Marital status 
 Married/partner 
 Single 
 Separated/ 
divorced/widow 

6.09 (3.41) 
8.87 (5.18) 
6.20 (3.32) 

5.47 (3.27) 
5.13 (3.62) 
7.07 (4.61) 

 
F = 3.59 
p = 0.03 

 
F = 1.25 
p = 0.29 

 

 

Figure 7: SFQ Mean Scores, by Ethnicity and Gender 
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Further results are presented with social functioning as a dichotomous variable 

where SFQ  10 is defined as poor social functioning. 

 

Pre-migration Factors 

There was no significant association between exposure to different sub-types of 

trauma and torture and poor social functioning either when examining experience of 

any sub-types of trauma or torture as dichotomous variable or when examining a 

significant exposure to trauma and torture. Only seven participants (25 %) with poor 

social functioning reported significant exposure to trauma and torture. The 

association between poor social functioning and exposure to trauma and torture 

remained non-significant when immigration status was taken into account.  

 

Post-migration Factors 

Those participants waiting for longer than one year for the Home Office decision on 

their immigration status were three times more likely to have poor social functioning 

(OR 2.94; 95%CI 1.16-7.43, p = 0.02). Once immigration status was taken into 

account, only refugees who had been waiting for the decision longer than a year 

remained at significant risk (p = 0.01). The odds ratio could not be calculated 

because all seventeen refugees with a SFQ score ≥ 10 were waiting for the Home 

Office decision for longer than a year. 

 

Having frequent contact with families living in the UK or outside the UK did not have 

a significant impact on poor social functioning in the total sample or when 

immigration status was taken into account. Social support also did not have a 

significant impact on poor social functioning.  

 

Satisfaction with living conditions did have an impact on impaired social functioning (OR 

2.15; 95%CI 0.93-4.94, p = 0.07) but the impact was not significant. Once immigration 

status was accounted for, the association remained non-significant for both groups. 

 

Frequent use of any language other than English in participants’ daily 

communication did not have any effect on participants’ social functioning. The 

acculturation process, either preserving one’s own culture or adopting an English 

culture, did not have much impact on impaired social functioning in the overall study 

sample or in refugees versus elective migrants groups.  
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Level of knowledge of English prior to arrival in the UK and at interview times was 

not significantly different in those with SFQ scores ≥ 10 or with SFQ scores ≤ 10.  

 

Those participants who had experienced racial abuse or attacks since arriving in the 

UK were not at an increased risk for impaired social functioning.  

 

8.8.6 - Secondary Outcome: Social Functioning – Multivariate Analyses 

Table 18 presents the results of a bivariate multinomial logistic regression model 

with SFQ mean score ≥ 10 as the outcome variable and residing on council estate,  

 

 

having a job that matches ones skills and dissatisfaction with living conditions as 

predictors. This analysis indicates that dissatisfaction with living conditions 

remained independent predictors for poor social functioning. Having a job that 

matches one’s skills was a protective factor against impaired social functioning.  

 

8.9 Recent General Practitioner Consultations 

One hundred and twenty eight (78 %) participants reported consulting a doctor 

within the previous six months. Females were twice as likely as men to have seen 

or spoken to a doctor, but the difference was not statistically significant (83.1 % vs. 

72.0 %; OR 1.91; 95%CI 0.90-4.06, p = 0.08).  

 

Table 18: Factors and Social Functioning – Multivariate Logistic Regression 

Variable 
Univariate 
Analyses 

OR (95% CI) 

Multivariate Analyses 
OR (95% CI) 

P value 

RESIDING IN COUNCIL 
ESTATE 

2.91 (1.17 – 7.29) 1.67 (0.35 – 7.72) 0.82 

HAVING ADEQUATE JOB 
THAT MATCHES SKILLS 

0.21 (0.06 – 0.74) 0.24 (0.06 – 0.84) 0.02 

DISSATISFACTION WITH 
LIVING CONDITIONS 

2.15 (0.93 – 4.94) 4.61 (1.38 – 15.3) 0.01 

Those who reported consulting their doctor within the last six months were older 

(Median age 40 vs. 37, p = 0.06) but the difference in median age between two 

groups was only of borderline statistical significance.  
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Being a refugee was associated with increased consultation rates over the 

preceding six months but the difference was not statistically significant (80.2 % vs. 

76.3 %). 

Participants with common mental disorders were more likely to have seen their 

doctor within the preceding six months than participants who were free of 

psychological illness, but the difference was not statistically significant (84.2 % vs. 

74.7 %). Similarly, participants with PTSD and poor social functioning reported more 

recent visits to a doctor but the difference was not marked.  

 

Participants were asked to choose from a list of reasons for their most recent 

consultation: a physical problem, a stress-related or emotional problem or another 

reason. Almost all those who chose ‘other’ gave practical reasons such as the 

renewal of a prescription or GP registration.  

 

Physical problems greatly outnumbered stress-related or emotional problems in all 

groups (Table 19). Females and elective migrants were the most likely to have 

visited the doctor because of a physical problem (Table 19), and males and 

refugees were the least likely. Participants with PTSD and poor social functioning 

had the highest rates of last consultation for a stress-related or emotional problem. 

 

 

Table 19: Reasons for Last Visit to Doctor 

 Physical 
problem 

n (%) 

Psychological 
problem 

n (%) 

Other 
reasons 

n (%) 
Sex 
 Female 
 Males 

 
67 (75.3) 
49 (65.3) 

 
7 (7.9) 

8 (10.7) 

 
15 (16.9) 
15 (20.0) 

Median age 40.0 47.0 37.0 

CMD 
 Yes 
 No 

 
38 (66.7) 
78 (72.9) 

 
13 (22.8) 

2 (1.9) 

 
6 (10.5) 

24 (22.4) 

PTSD 
 Yes 
 No 

 
12 (60.0) 

104 (73.7) 

 
7 (35.0) 
8 (5.6) 

 
1 (5) 

29 (20.5) 

SFQ  
 Mean score ≥ 10 
 Mean score ≤ 10 

 
19 (67.8) 
97 (72.9) 

 
7 (25.0) 
8 (6.1) 

 
2 (7.1) 

28 (21.0) 

Immigration status 
 Elective migrant 
 Refugees 

 
55 (77.4) 
61 (67.7) 

 
3 (4.2) 

12 (13.3) 

 
13 (18.3) 
17 (18.8) 
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Use of Services for Psychological Problems 

Participants were asked whether they had sought any help for psychological 

problems over the last year and to specify whom they contacted. In the study 

population, 43 (27.2 %) participants sought professional help either from their GP or 

specialist services, 7 participants (4.3 %) sought help from their families and friends 

and 108 participants (65.9 %) have not asked for any help over the last year.  

 

Those who contacted health services to seek help for their psychological problems 

were significantly older (median age 47.0) than those who did not seek any help 

(median age 41, p = 0.01). Only two participants (1.2 %) were hospitalized for 

psychological problems over the last year, and both were found to have CMD.  

 

A very high proportion of participants with CMD, PTSD or SFQ mean score ≥ 10 did 

not seek help for their psychological problems over the last year (Table 20). 

Refugees were more likely to ask someone other than elective migrants for help.  

 

Table 20: Help Sought for Psychological Problems over Last Year 

 Contacted 
health services 

n (%) 

Contacted family 
and friends 

n (%) 

No contact 
 

n (%) 
Sex 

Female 
Males 

 
27 (31.0) 
16 (22.5) 

 
4 (4.5) 
3 (4.2) 

 
56 (64.3) 
52(73.2) 

Median age 46.0 42.0 37.0 
CMD 
Yes 
No 

 
29 (52.7) 
14 (13.5) 

 
1 (1.8) 
6 (5.8) 

 
25 (45.4) 
83 (80.5) 

PTSD 
Yes 
No 

 
11 (57.8) 
32 (23.0) 

 
1 (5.2) 
6 (4.3) 

 
7 (36.8) 

101 (72.6) 
SFQ 

Mean score ≥ 10 
Mean score ≤ 10 

 
14 (50.0) 
29 (22.3) 

 
1 (3.5) 
6 (4.6) 

 
13 (46.4) 
95 (73.0) 

Immigration status 
Elective migrant 

Refugees 

 
13 (18.5) 
30 (34.0) 

 
2 (2.8) 
5 (5.6) 

 
55 (71.4) 
53 (60.2) 

 

 
Satisfaction with Use of Services 

One hundred and sixty participants completed a satisfaction survey for primary care 

health services (97.5 %). Those participants who did not complete a satisfaction 

survey were registered with GPs but never had a consultation.  
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Over 25 % (43) of the study population were not satisfied with some aspects of 

primary care services, and participants were most likely to be unhappy with the 

amount of time general practitioners devoted to their problems at their last 

consultation followed by GPs’ professional competence (Table 21). 

 

One hundred and seventeen participants (71.3 %) completed a satisfaction survey 

for specialist care services. One third of the study population did not have any 

contact with specialist services during their stay in the UK.  

 

Participants’ satisfaction with professional competence of specialists who they last 

consulted was very high. Participants were most likely to be unhappy with the length 

of their last specialist consultation (Table 21).  

 

 

Table 21: Satisfaction with Services 

 
Satisfaction 
parameters 

Very 
satisfied 

n (%) 

Moderately 
satisfied 

n (%) 

Not satisfied 
n (%) 

Professional 
competence 

50 (31.4) 70 (44.0) 39 (24.5) 

Time spent on 
consultation 

54 (34.1) 57 (36.1) 47 (29.7) 

Environment for 
consultation 

58 (36.7) 77 (48.7) 23 (14.5) 

General 
Practice 

Overall satisfaction 46 (28.7) 71 (44.3) 43 (26.8) 

Professional 
competence 

37 (31.6) 58 (49.5) 22 (18.8) 

Time spent 34 (29.0) 48 (41.0) 35 (29.9) 

Environment for 
consultation 

41 (35.0) 60 (51.2) 16 (13.6) 

Specialist 
 Services 
 

Overall satisfaction 33 (28.2) 58 (49.5) 26 (22.2) 

 

Univariate analyses examined the impact of demographic, social, pre-migration and 

post-migration factors, primary and secondary outcomes on the participants’ overall 

satisfaction with primary health care and specialist services and found none of the 

risk factors, psychological morbidity or impaired social functioning have had any 

impact on participants’ satisfaction with primary health care or specialist services.  
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Chapter Nine ~ Discussion 

 

9.1 Overview of Chapter 

This chapter collates and discusses the main findings from the analyses set out in 

the previous chapters. Results from qualitative and quantitative studies are 

integrated, under various subheadings in relation to the research questions and 

previous research, and include a discussion on the study’s strengths and limitations. 

The discussion is presented under the headings of Principal Findings, Strengths 

and Limitations, Prevalence of Psychological Morbidity and Social Functioning 

Impairment, Predictors of Primary and Secondary Outcomes, Patterns of Service 

Use followed by the Implications of the Findings and Conclusion.  

 

9.2 Principal Findings 

The main aim of this thesis is to examine the long-term impact of ‘forced’ versus 

‘voluntary’ migration on psychological morbidity and identify risk factors that impact 

on mental health outcomes. This is one of the first European studies that uses a 

‘mixed-method approach’ and provides Level 3 evidence on the difference in 

prevalence of CMD, PTSD and social functioning in forced versus elective migrants 

from the former Yugoslavia (Porter and Haslam, 2001; Lindert et al. 2009). This 

study uses pre-cohort focus groups and interviews to understand and gain an 

insight into socio-cultural aspects of mental health perception and to ‘mull over the 

cultural fit between extant measures and lay notions’. (Whitley, 2008).  

 

An important study finding suggests that the prevalence of common mental 

disorders is twofold higher in refugees than in elective migrants. A recent meta-

analysis and systematic review, by Lindert and colleagues (2009) estimated a 

similar pooled prevalence for anxiety and depression for these two groups of 

migrants, synthesising the findings from 35 studies conducted across the world.  

 

Another important finding that adds to the existing evidence indicates that post-

migration factors are significant predictors for the development of common mental 

disorders compared to exposure to trauma and torture. The study also estimates the 

difference in prevalence of long-term mental health morbidity in different migrant 

groups resettled in Britain.  
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9.2.1 – Qualitative Study 

The qualitative study findings suggest those who were forced to leave their country 

may face challenges which are both similar yet different to those who migrated 

voluntarily. The idioms used to describe psychological problems were common 

among both groups and applicable to the western psychiatric model of mental 

distress. However participants were more likely to concentrate on impaired social 

functioning when discussing psychological problems, leaving out the emotional 

dimension of distress or mentioning it in any brief account. This finding is in keeping 

with a previous report by Silove (1999) that persons who have been uprooted and 

displaced, are preoccupied with current and future roles. Social relationships and 

economic functioning are foremost in their minds, and may even be more pressing 

than concerns about the psychological impact of past traumas.  

 

Participants indicate that having employment that matches one’s skills, age on 

arrival in the place of ‘exile’, inability to leave that country until their status is settled 

and preserving one’s culture rather than acculturation are important factors that may 

influence their mental health state. These factors have not been comprehensively 

explored in previous research studies. However, other factors mentioned, such as 

unemployment, lack of family and social support, lengthy and stressful experience 

with immigration authorities and lack of knowledge of language have already been 

shown to contribute to post-traumatic stress disorder, depression and anxiety (Gorst-

Unsworth and Goldenberg, 1998b; Steel et al. 2005). 

 

Diversity in experience with immigration authorities suggests that ascertainment of 

immigration process and current immigration status is a complicated task. However, 

all the participants were forthcoming and provided detailed descriptions of their 

experiences. In this study, with over half of the refugee participants reporting direct 

experience with conflict in contrast to none of the ‘elective’ migrants. 

 

Previous research suggests the possibility of ‘contamination’ in control groups with 

some participants who were not refugees and asylum seekers having direct 

experience of conflict or coming from war affected areas (Porter and Haslam, 2005). 

Preliminary findings from the qualitative component of this study suggest 

contamination may be less of an issue in this population group. 
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Although the original plan was to try and distinguish two categories for primary 

exposure for the subsequent cohort study (‘forced’ and ‘voluntary’ migration) this 

distinction was not something study participants readily recognised. It was therefore 

decided to use an operational definition to ascertain primary exposure including 

whether participants had ever applied for asylum in the UK, and additional 

information on the immigration process was obtained, such as type of visa applied 

for, information on direct experience of conflict and space for additional free text 

where respondents were asked to describe reasons for leaving their home country.  

 

Exploratory study discussion prompted a large proportion of participants to express 

dissatisfaction with primary care and specialist mental health services, for example, 

counselling services for PTSD. These findings enabled the author to generate a 

hypothesis on satisfaction with services; tested in a subsequent cohort study.  

 

Information collected in the qualitative study resulted in changes being made to the 

assessment tools that greatly improved the quality of data collected. Previous 

research suggested usefulness of qualitative work in shaping research instruments 

to enhance the accuracy and quality of participants’ responses (Fullilove, et al. 

1992). Assessment tools were developed to measure secondary outcomes, such as 

social functioning and satisfaction with primary and secondary health care services, 

to test hypotheses generated from the qualitative data. This sequential approach 

helped to prevent ‘category fallacy’ (Kleinman, 1987) and to fully engage with the 

community.  

 

 

9.2.2 – Historical Cohort Study 

More than 43 % of the participants recruited were in the non-exposure group, based 

on their reported legal immigration status. Gender was evenly distributed across the 

total cohort however women were slightly over represented among elective 

migrants. The difference in gender distribution between two cohort groups was not 

statistically significant. The total sample was also positively skewed toward younger 

age groups but there was no significant difference in the age distribution between 

refugees and elective migrants.  

 

The postulated null hypothesis for this thesis was rejected as the cohort study 

provided evidence on the significant differences in the prevalence of common 
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mental disorders between refugees and elective migrants. Refugees were three 

times more likely to have CMD than elective migrants in this study (OR 3.0; 95% CI, 

1.5-6.1). A similar finding was reported in Tamil asylum seekers compared to Tamil 

immigrants using the same assessment tools (Silove et al.1998). An odds ratio of 

3.8 (95% CI, 1.85-7.91) for development of CMD was reported for Tamil asylum 

seekers when compared to Tamil immigrants, however no other ratios (asylum 

seekers vs. refugees or refugees vs. immigrants) were statistically significant.  

 

Refugees were eight times more likely to suffer from PTSD than elective migrants 

however when a number of other predictors were entered into a multivariate model, 

exposure status did not remain as a significant independent predictor. Significant 

exposure to trauma, older age and delayed Home Office decisions remained 

significant predictive factors. This study agreed with Bhui and colleagues (2003) that 

education was a protective factor against the development of PTSD.  

 

Total mean scores for social functioning measured in the study population was 

higher than the mean SFQ scores reported in previous research in white indigenous 

populations and other ethnic minority groups observed, except for the Bangladeshi 

population (Nazroo and Sproston, 2002; Tyrer et al. 2005). Exposure status did not 

have a marked impact on the level of social functioning.  

 

Numerous studies report that refugees and elective migrants have high un-met 

mental health needs (Kinzie, 2006). Weine found a large proportion of Bosnian 

refugees with PTSD never sought professional help (2000). These results indicate 

that over half the participants who had moderate to severe psychological problems 

had not sought any medical care while residing in Britain. For those participants who 

accessed primary health care and specialist services in the UK, overall satisfaction 

with services was high.  

 

9.3 Strengths of Study 

One of the main strengths of the study lies in the mixed-method approach that 

utilised both qualitative and quantitative methods to explore psychological 

dimensions of migration. The combined methodology enabled a comprehensive 

understanding of psychological morbidity and factors that may have impact on the 

development of common mental disorders and post-traumatic stress disorders from 

participant’s perspective that were subsequently incorporated and tested in a more 
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quantitative manner. Previous studies suggest the usefulness of a mixed-method 

approach in enhancing holistic understanding of mental health in cross-cultural 

settings (Ahearn, 2000; Hitchcock et al. 2005) and this study confirmed its usefulness.  

 

The validation of recruitment methods used to identify specific names of people who 

were from former Yugoslavia yielded high sensitivity and specificity rates. These 

findings suggest that only 2 to 2.5 % of this population may have been missed from 

the GP records. However, it should be noted that the sample on which specificity 

and sensitivity was tested was a subset of the study sample rather than a reflection 

of the population from which study sample was initially drawn, the measured 

sensitivity and specificity may have been overestimated.  

This approach has the advantage of recruiting a wider and more representative 

sample than does convenience and purposive sampling, often used in research 

focusing on migrant populations (Ryan et al. 2006). It allows the establishing of a 

systematic sampling framework from a community-based register which is likely to 

reach the majority of that population. Anecdotal evidence and other published 

research suggests that GP registration among refugees and other long-term 

migrants is likely to be high and that general practice registers are a useful resource 

for recruiting these populations successfully (Hollifield et al. 2002; Stewart and 

Richards, 2002). In contrast, convenience and purposive sampling may not 

necessarily reach out to communities as widely and are more likely to draw samples 

from either defined social networks or specific study settings.  

 

Most of the existing research into mental health of refugees and migrants is of a 

cross-sectional design and has lacked an adequate comparative component 

(Lindert et al. 2008a). The cohort design employed in this study involved a robust 

comparative process between the two groups that enabled the examination of the 

magnitude of the association between different outcomes and the main exposure, 

taking into account multiple risk factors. Both cohort groups were from the same 

country of origin and resettled in a very close proximity. The groups were therefore 

likely to be similar in many regards while differing in terms of the main exposure. 

Both comparison groups were of a similar size making the study sufficiently 

powered to estimate the difference in prevalence between the groups.  

 

Both studies were conducted by the same principal researcher assuring the 

consistency and continuity of data collection, analyses and interpretation enabling 

the researcher to integrate the study findings. All of the qualitative data and most of 
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the quantitative data were gathered during face to face interviews conducted in the 

participants’ native language and without a need for interpreters. Many studies 

suggest that participants find it easier to express their emotional distress in their 

mother tongue rather than using a second language (Ahearn, 2000).  

 

9.4 Limitations of the Project 

There are a number of limitations in the methodology and conduct of this study that 

should be taken into account when interpreting the main findings. One of the major 

limitations that warrants discussion is a very low GP practice response rate and 

participants’ response rate in the quantitative study. In general, survey response 

rates have been declining over the last few decades (Kaner et al. 2000) and 

researchers need to be as innovative as possible to encourage participation by 

professionals and the public.  

 

Every effort was made to encourage GP practices to participate including postal and 

telephone contact, organising lunch-time workshops to promote research, providing 

all administrative support to generate participant lists from the practices and 

preparing and mailing out participants invitation packs on their behalf. General 

practices probably did not perceive involvement in this research as their priority and 

were often concerned with issues of confidentiality and patients’ integrity. Previous 

studies suggest that GP’s research response rates are falling as their services are 

being put under increased pressure and that a likelihood of a good response is 

related to incentives and perceived benefits of the research outcome to the localised 

practice (Kaner et al. 2000; Thompson et al. 2004). In the present study, GPs were 

offered an incentive for every participant recruited, however the uptake remained 

very low. Those practices with larger patient lists and a high proportion of patients 

from the former Yugoslavia were more likely to respond and take part in the study.  

 

Participant recruitment was a long and challenging process. The Ethics Committee 

approached for this study insisted that participants opt-in to this research; that is for 

the principal researcher to only contact those who responded positively to an 

invitation letter from their general practitioners. Many researchers argue that ethical 

benefits of this approach are not proved and can lead to a low response rate 

(Hewison and Haines, 2006). This methodology has proved especially problematic 

when applied among those who are already known as ‘hard to reach’ groups such 

as refugees and other migrants (Spring et al. 2003). To optimise recruitment, a 
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series of workshops at community venues were organised over the recruitment 

period to promote the benefits of research participation. Financial incentives were 

offered to participants in gratitude for their time and commitment. Invitation letters 

and Patient Information Sheets were written in both native language and English 

with the aim of enhancing the response rate.  

 

People are more likely to take part in research if directly approached by a 

researcher but far fewer would take the initiative to approach a researcher based 

only on an invitation letter. It could be argued that opt-in methodology reflects the 

number of those who are actually willing to participate where a researcher does not 

have the opportunity for persuasion. The low response rate in this study partly 

reflects on opt-in methodology and is partly similar due to previously reported 

difficulties with engaging refugees and migrants in research (Silove et al. 1997; 

Spring et al. 2003). Some of those who are still awaiting a Home Office decision on 

staying in the UK, may have a fear of authority and are less likely to come forward. 

For others, research participation is not seen as a priority compared to more 

existential problems they may be facing.  

 

The low response rate may introduce bias where responders are systematically 

different to non-responders by a number of characteristics and may result in loss of 

power due to recruiting a smaller sample size than originally anticipated.  

 

Analyses of responders and non-responders suggest there was no difference in age 

and gender distribution between the two groups. The Ethics Committee did not 

allow the author to access data on outcomes and exposure without patient consent, 

and a further comparison of characteristics for responders and non-responders was 

not possible. This study could not therefore estimate whether those who did not 

respond were more likely to have more severe mental health problems. 

 

Data analyses revealed that most responders came from Serbia, and Bosnia and 

Herzegovina. Home Office (2007) data indicates most migrants to the UK from the 

former Yugoslavia were actually from these two Republics, followed by migrants 

from Kosovo. In this study, participants from Kosovo made up only 5 % of the 

overall sample. There are several possible reasons for a low response among 

Kosovans in this study. The initial name searches may have missed some Kosovan 

names as they are not as specific as other former Yugoslavian names. Secondly, 

many people from Kosovo may not identify themselves as ‘being from the former 
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Yugoslavia due to difficulties with the previous regime. Invitation letters and patient 

information sheets were written in English and Serbo-Croatian and that may have 

brought a lack of familiarity with letter and patient information sheet content as the 

current official language in Kosovo is Albanian. The low response rate from this 

group of migrants may have resulted in the under-reported exposure to significant 

trauma and torture and the overall prevalence of psychological morbidity. Previous 

research consistently suggests a high prevalence of PTSD in Kosovan refugees 

resettled around the world (Lopes Cardozo 2000; Turner et al. 2003). 

 

A low response rate was anticipated during the planning stage of the project, for 

reasons described above. Therefore the recruitment strategy allowed for a very 

large number of people to initially be contacted. This strategy enabled the 

recruitment of an adequate sample size and the low response rate did not therefore 

affect the power of the study to explore differences in primary outcomes between 

forced and elective migrants.  

 

This study used a total sampling strategy; inviting all people identified to be of 

former Yugoslavian origin and registered with recruited practices to take part. 

Demographic characteristics of the participants were largely similar to the 

characteristics of the former Yugoslavian migrant population resettled in Britain 

(Kyambi, 2005). Kyambi (2005) suggests that approximately 50 % of migrants from 

the former Yugoslavia arriving to the UK since the nineties were males, with 90.7 % 

of recent migrants under the age of 45. New migrants had a low employment rate of 

35.3 % and only 20 % of the sample had higher or intermediate education levels.  

 

Participants in this study were of the similar age and gender distribution as the 

general population of former Yugoslavian migrants settled in the UK; however they 

had higher levels of employment rates and education levels suggesting that those 

who were ‘better off’ were more likely to respond. However, it was not possible to 

ascertain if clinical characteristics of responders and non-responders were similar 

so it is likely that estimates of mental health outcomes among responders may 

either overestimate or underestimate their true prevalence in the study population. 

Existing evidence could support either hypothesis. For example, those who are in 

employment and have higher education levels are often less likely to exhibit mental 

health problems (Beiser and Hou, 2001). But, those who are highly skilled and 

educated may be more at risk of mental illness possibly due to a significant loss of 

status and respect (Porter and Haslam, 2005).  

 179



 

The relatively small sample size in the qualitative study did not allow for fully 

exploring all the potential differences in responses between refugees and migrants, 

especially in relation to length of stay in the UK. Those who volunteered to 

participate in the qualitative study were more likely to be articulate and, as such, not 

representative of those who may not readily discuss sensitive issues. Nonetheless, 

there is often a trade-off in qualitative studies on the richness of in-depth findings 

that limits generalisability (Barbour, 1999; Bryman, 2007).  

 

Men were under-represented in the qualitative study and in the elective migrants’ 

cohort however difference in gender distribution between the two cohorts was not 

significant. The unequal gender response rate in this study may have an effect on 

generalisability of the findings for the whole population, however it may be 

representative of well established help seeking behaviour for women with common 

mental disorders reported elsewhere (Lloyd, 2006). In-depth discussions in this 

study suggest that men, within their cultural norms, may perceive their open 

admittance of psychological problems as being ‘weak and vulnerable’. This attitude 

may have reduced research participation by men suffering mental health problems.  

 

Further bias may have been introduced by a snowballing strategy as recruiters from 

general practices were possibly more likely to nominate participants that share their 

experience and are from the similar social network. However, less than 30 % of the 

total sample was recruited through snowballing. Further comparison between these 

two groups suggests some differences in their demographic characteristics and 

ways of migration. Those recruited via snowballing were more likely to be refugees 

and single. Exact reasons for this response is unclear but it may be a reflection of a 

higher response rate in those who perceive research into mental health therapeutic 

and beneficial (Dyregrov et al. 2000).  

 

One of the main errors of cohort study is a misclassification of the participants due 

to bias ascertainment and assignment to exposure groups (Porter and Haslam, 

2005). The qualitative study initially suggested that this may not necessarily be an 

issue in this particular study. However, two elective migrants who reported 

significant exposure to war and trauma were assigned to the non-exposure group 

on the basis of their legal immigration status. This mis-classification may have 

resulted in the under-estimated effect size of the exposure status as an independent 

predictor for development of post-traumatic stress disorders.  
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The study design was retrospective and therefore limited the establishment of a 

causal relationship between exposure and the outcomes. It was attempted to 

moderate these limitations by making every attempt to assess exposure before the 

outcome. Nevertheless, both exposure and the outcomes occurred before the 

assessment and the assessments were not independent as they were conducted by 

the same person. One could argue that this methodology is more likely to reflect 

cross-sectional design rather than retrospective cohort design. However, all 

participants were carefully selected and classified to two distinct groups at the 

recruitment stage during their preliminary telephone interview that assessed their 

migration status.  

 

Causal relationship in this study is however debatable but could partly be 

demonstrated by temporal relationship, strength of the association, dose-response, 

consistency and plausibility (Bradford-Hill, 1965).  

 

An important limitation of this study was that psychiatric symptoms were only 

assessed by self-reported questionnaire rather than through clinical diagnostic 

scales. For this reason, no attempt was made to determine psychiatric caseness. 

The authors of the HTQ and HSCL questionnaires developed an algorithm for cut-

off points for caseness for significant emotional distress, major depression and 

PTSD (Mollica et al. 2004). Given these constraints, the comparison of mean scores 

in symptoms appeared to be the most conservative method for assessing between-

group differences. To further examine the validity of the assessment instruments in 

this study population, the author also used mean cut-off point for symptoms scores 

compatible with DSM-IV diagnoses for major depression and PTSD already 

established in the Bosnian and Croatian population (Mollica et al. 2004). Analyses 

of dichotomised variables where participants were classified in two diagnostic 

groups (e.g., probable PTSD or no PTSD) were cross-checked with analyses of 

continuous variables (distributions) and no significant difference was detected 

between the findings. This additional cross-checking methodology further confirmed 

validity of HSCL-25 and HTQ in the study population. 

 

Another factor that may have influenced study findings is that the principal 

researcher’s cultural background and knowledge of native participants’ language 

facilitated easier data collection but, at the same time, this may have introduced 
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biased responses as participants may had been more inclined to offer culturally 

acceptable answers that may lead to disguising emotional distress.  

 

While these limitations may have limited overall generalisability of the findings to 

other populations, the main study results are in agreement with previous published 

research. The present study therefore makes an important contribution and 

strengthens the growing body of evidence in cross-cultural mental health research.  

 

9.5 Morbidity and Social Functioning Impairment 

The perception of psychological morbidity and understanding of the terminology 

used among participants in qualitative work was similar to the western concept of 

psychological distress so it was felt appropriate to use Hopkins Symptom Checklist 

as an assessment tool in the quantitative study. Since many participants often used 

some aspects of social functioning to express concerns related to their 

psychological well-being, it was felt important to include a measure of social function 

in examination of the impact that migration and other factors have on participants’ 

health and welfare in the quantitative study.  

 

9.5.1 – Common Mental Disorders 

The most prevalent psychological morbidity detected in this study was common 

mental disorders with a significant, two-fold higher prevalence among refugees 

compared to elective migrants. A similar magnitude of the difference in the 

prevalence between the two groups was recently reported by Lindert and 

colleagues (2009). These authors meta-analysed findings from 35 studies on 

common mental disorders in refugees and labour migrants across the world, and 

suggested that pooled estimated prevalence for combined anxiety and depression 

was 20 % in labour migrants and 44 % in refugees (Lindert et al. 2009). This study 

was however unable to assess time points of measurement for migration and 

therefore unable to conclude if estimates are generalisable to either short-term or 

long-term migrants.  

 

The relatively high prevalence (45.1 %) of CMD in refugees detected in the present 

study is in agreement with previous research that used either the same instrument’s 

scales or other self-reported measurement tools (Mollica et al. 2001; Hermansson et 

al. 2002; Turner et al. 2003). However, clinical interview scales’ assessments tend 
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to yield lower estimates when used among the refugee population for estimating 

CMD prevalence (Bhui et al. 2006) or major depression (Van Velsen et al. 1996). 

Some researchers have argued that self-reported measures may overestimate the 

true prevalence when compared with clinical interview scales (Turner et al. 2003).  

 

It is worth noting that the majority of the present study sample was actually 

interviewed by a researcher who administered assessment tools trying to reduce 

bias that may have been introduced by a response in self-reporting symptoms of 

anxiety and depression. The cut-off point applied in this study was derived from an 

algorithm tested in the Bosnian and Croatian populations where symptoms were 

found to be consistent with the DSM-IV clinical diagnosis of major depression and 

anxiety (Mollica et al. 2004).  

 

One could argue that a more likely explanation for the higher prevalence lies in the 

fact that this study examined the long-term prevalence of common mental disorders, 

which may have deteriorated during the resettlement period, due to prolonged 

exposure to life stressors in exile. The mean length of stay in the UK for participants 

of this study was 12 to 13 years. Most studies published to date followed migrants 

for up to a maximum of five (Lerner et al. 2005) to eight years (Hermansson et al. 

2002) and some authors omit to measure or report the effect of period of migration 

on the development of psychological morbidity (Lindert et al. 2009). Longitudinal 

studies that did follow up refugees from different parts of the world, including those 

from the former Yugoslavia, suggest that symptoms of anxiety and depression tend 

to persist during the period of resettlement (Molica et al. 2001; Sundbom and 

Kiviling-Boden, 2002; Lie, 2002). Furthermore, some evidence suggest that 

prolonged exposure to life stressors common for refugees in exile, such as 

unemployment and lack of social support, may contribute to the further development 

of psychological morbidity (Silove and Ekblad, 2002).  

 

This relationship between life stressors in exile and psychological morbidity is not a 

simple cause and effect relationship and could be explained as a vicious circle. 

Living conditions may have an impact on mental health; however psychological 

morbidity may create more difficulties and obstacles in adjustment to life in recipient 

countries.  

 

Study limitations may have an impact on the generalisability of findings related to 

CMD prevalence detected in elective migrants. For example, elective migrants were 
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overrepresented by females, had 70 % employment rates and higher educational 

levels. The selection bias may yield an estimated prevalence of CMD that may not 

necessarily be generalisable to a wider population of elective migrants who may 

have substantially different demographic characteristics.  

 

Nonetheless, the prevalence of common mental disorders in elective migrants 

detected in this study (21 %) was broadly consistent with previous findings. In the 

EMPIRIC study, CMD prevalence varied from 19 % in Irish men and women to 19.8 

% in Black-Carribean women (Nazroo and Sproston, 2002). Lindert et al. (2009) 

ague an estimated pooled anxiety and depression prevalence of 20 % in ‘labour 

migrants’. 

 

It could be argued that those who choose to migrate from countries with 

unfavourable economic opportunities to countries that offer sound economic 

prospects are more likely to have high competencies that would enhance success in 

the workforce market (Lindert et al. 2009). This self-selection may be a plausible 

explanation for lower prevalence of CMD among elective migrants. Refugees are 

forced to migrate and therefore more likely to be a random sample that is not often 

mentally prepared for multi-faced challenges in the host country (Lindert et al. 2009) 

making the resettlement process a more stressful event.  

 

Although elective migrants report a higher prevalence of combined anxiety and 

depression than the general population in the UK (21 % vs. 15 %) (Melzer et al. 

2005), the overall CMD prevalence observed among people from the former 

Yugoslavia in this study was remarkably lower when compared to the prevalence 

reported for other ethnic minority populations recruited from primary care settings 

(Commander et al. 1997; Bhui et al. 2001). The observed difference in the 

prevalence further emphasises the self-selection process.  

 

The demographic characteristics of elective migrants in this study, such as the high 

proportion of those who are of working age, employed and educated to a higher 

degree suggest probable reflection of a ‘healthy migrant effect’ (Gushulak, 2007). 

Elective migrants are a self-selected group who often migrate for better economic 

opportunities and for employment and are therefore likely to have a favourable 

health status compared to the native born. This self-selective group may also have 

better mental health status.  
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It is important to understand that many migrants do not have any psychological 

problems and are economically active, and making a positive contribution in their 

host country. However, it is also important to recognise that long-term common 

mental disorders may be underestimated in previous research on refugee 

populations and that it is essential to provide accessible services in primary care 

settings that are culturally specific and acceptable.  

 

9.5.2 – Post-Traumatic Stress Disorder 

 

The point estimate of long-term post-traumatic stress disorders in the refugee 

sample in the study was significantly lower than previously reported among former 

Yugoslavian populations (Mollica et al. 2001; Turner et al. 2003), and other refugees 

(Lie, 2002).  

 

Previously reported higher yields could have been due to sampling bias or a 

relatively short time line between exposure to trauma and assessment of morbidity. 

The study primarily recruited participants from primary care and assessed long-term 

morbidity in relation to exposure to trauma and torture thus supporting the 

hypothesis that post-traumatic stress disorder is likely to decline with time. 

Furthermore, participants in this study reported fewer traumas and torture, than 

previously observed, therefore warranting better outcomes after years of 

resettlement.  

 

More recent research into long-term mental disorders among Somali refugees in the 

UK (Bhui et al. 2006), Vietnamese refugees resettled in Australia (Steel et al. 2005) 

and meta-analyses of refugees resettled in the Western world (Fazel et al. 2005) 

yielded lower estimates of PTSD, ranging from 3.5 % to 14 %, compared to 12 % 

detected in the present study. These findings are adding evidence to the beneficial 

effect of the time factor on the healing process. 

 

The prevalence of PTSD in elective migrants was comparable to those estimates 

found among the general population in the USA (Helzer et al. 1987) and Australia 

(Steel et al. 2005), suggesting that those who migrate from the former Yugoslavia in 

search of better life opportunities have similar rates of psychological morbidity to the 

host populations in the Western world.  
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Ninety five percent of participants with PTSD also suffer from CMD; findings which 

are well established in numerous previous studies (de Jong et al. 2003; Bhui et al. 

2006).  

 

 

9.5.3 – Social Functioning Impairment 

Social functioning, the way we interact in personal, social and environmental 

settings, is becoming increasingly recognised as an important part of mental well-

being. For those who find themselves in a new society it may be even more difficult 

to adjust to new norms, establish their social status and form social networks. Social 

adjustment may be even more difficult for refugees for whom the resettlement 

process is directly related to every-day existence and, often, basic survival.  

 

The aspect of the testing the importance of social functioning in the context of 

migration is unique to this study. Data from the qualitative study suggests that 

participants view ‘ill fit to environment’ and ‘obstacles in daily activities’ as a proxy 

term for emotional distress, anxiety or depression.  

 

The author then introduced additional instrument to further test this emerging 

hypothesis in the quantitative study and results suggest that those who sought 

professional help for stress-related and emotional problems were more likely to be 

participants with impaired social functioning rather than those with CMD.  

 

The quantitative study reveals that the overall mean score for social functioning for 

all participants was higher than that for the general population in England (Tyrer et 

al. 2005). There was no marked difference between the two cohort groups. The 

overall SFQ mean score was comparable to those reported in Bangladeshi men in 

the EMPIRIC study (Nazroo and Sproston, 2002). 

 

Seventeen percent of the total sample had poor social functioning (SFQ scores ≥ 

10), a higher proportion than previously found in a community sample (Tyrer et al. 

2005). Those with PTSD had poorest social functioning.  

 

Previous research of participants recruited from general practice, with a diagnosis of 

anxiety and/or depressive disorders, yielded a mean SFQ score of 7.7 with 36 % of 

the sample reporting poor social functioning (Tyrer et al. 2005). Forty percent of the 

 186



participants with symptoms of CMD in the present study report very high levels of 

social dysfunction possibly suggesting that some ethnic groups are finding the 

resettlement process more difficult in relation to every day functioning.  

 

The majority of responders find tasks at work and home stressful and over 70 % 

report financial difficulties. This finding concurs with the EMPIRIC study (Nazroo 

and Sproston, 2002). In contrast to findings from the EMPIRIC study, a very small 

proportion of participants reported difficulties in relationships with families and 

relatives. People from the former Yugoslavia have very strong family ties and even 

those separated from their families report frequent telephone contact. However over 

a half of the sample still felt lonely and isolated, probably reflecting impaired social 

interactions outside the family. Furthermore, marital status appeared to have a 

significant impact on the impaired social functioning in single refugees possibly 

suggesting difficulties with forming new relationships. 

 

Isolation may impact on social functioning, leaving people more insecure. People 

may isolate themselves to avoid exposure to distressing social interaction and 

unfamiliar social cues. Evidence suggests that refugees and migrants may also find 

themselves in jobs where a requirement of English is minimal, such as 

housekeeping, and therefore restricting communication with other employees (Miller 

2002), leading to imposed isolation.  

 

Validity of PTSD diagnosis in refugee population has been a subject to growing 

critiques over the past two decades. Young (1995) suggested that PTSD has been 

used widely in traumatised populations regardless of their cultural group, place of 

origin or even without a reference to political, social or historical context of trauma 

and conflict. As such, it may have limited reference to the refugees’ perception and 

interpretation of distress. The designation of refugee’s problems to the PTSD 

category may form a basis for quantitative analysis despite a range of recent studies 

challenging the view that a high proportion of refugees suffer from PTSD (Watters, 

2001). Furthermore, Summerfield’s (2001) research suggests refugees are more 

likely to seek help for problems related to social and economic factors rather than 

psychological help.  

 

The study findings further stresses the importance of focusing on social function 

outcomes as a better measure of mental disorders rather than western diagnosis 

psychological morbidity, particularly PTSD.  
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9.6 Predictors of Outcomes 

There is well-established evidence to suggest that mental ill health is more common 

among migrants and refugees compared to the host population and that it is 

associated with exposure to trauma and torture before migration, but also with 

difficulties associated with a resettlement process. Some studies suggest that, for 

asylum seekers and refugees, living difficulties in exile are stronger predictors of 

psychological morbidity relative to exposure to trauma and violence (Silove et al. 

1997; Gorst-Unsworth and Goldenberg, 1998). The overall findings in this study 

suggest that ‘forced migration’ and post-migration factors are stronger predictors for 

the development of common mental disorders than war experience. Significant 

exposure to trauma and torture remain the strongest predictor in the development of 

post-traumatic stress disorders followed by a long juridical immigration process. 

 

9.6.1 – Demographic and Social Factors 

 

Age and Gender 

Older age is associated with the development of CMD and PTSD, however it 

remained a significant predictor only in the development of PTSD. These findings 

are supportive of previous research by Karunakara and colleagues (2004) and in a 

study of refugees from the former Yugoslavia resettled in Sweden (Sundbom and 

Kivling-Boden, 2002). The importance of age on arrival into exile was discussed in 

the qualitative study and many participants emphasised that younger people were 

more likely to more easily adopt to change while older generations experience 

difficulties when settling in an unfamiliar environment.  

 

Univariate analyses suggest there is no difference in the prevalence of common 

mental disorders between males and females in the total study sample, however 

multivariate analyses confirmed female refugees remained at a significantly 

increased risk of CMD. There was no difference in gender distribution for the 

development of PTSD.  

 

These findings support those of previous research by Karunakara and colleagues 

(2004) and Porter and Haslam (2005), and with a study of refugees from Bosnia and 

Herzegovina resettled in Sweden (Blight et al. 2006). Furthermore, Laban and 
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colleagues (2004) suggest that female asylum seekers from Iraq, resettled in the 

Netherlands were more at risk of CMD development, although gender difference 

was not detected for PTSD. 

 

While there has been a long-standing debate on biological and social theories why 

women have increased prevalence of common mental disorders than men, in the 

context of this study it may be that women, in general, find aspects of migration 

more distressing (Carlsen and Nilsen, 1995) while trying to balance between family 

life and existential survival, and this may be of even more relevance to refugee 

women who often migrate either in isolation or with their dependants while leaving 

their partners behind in the war situation. During the civil war in Bosnia and 

Herzegovina about half of the region’s inhabitants, most of them women, were 

driven from their homes (UNHCR, 1995) mainly due to the fact that men could not 

leave the country as they were recruited into the army.  

 

In contrast with consistent previous findings that suggest women, in general, were 

more likely to report common mental disorders (Nazroo and Sproston, 2002; Blight 

et al. 2006), elective female migrants in this study had a lower prevalence of CMD 

(18 %) compared to elective male migrants (25.9 %) but the difference was not 

marked. 

 

Employment 

The qualitative study evidenced a number of possible factors participants felt may 

have an impact on their psychological well-being, specifically having a job that 

matches one’s skills and job satisfaction. The relative impact of these aspects of 

employment on development of CMD and PTSD were subsequently tested in a 

cohort study.  

 

Univariate analyses suggest both unemployment and job dissatisfaction are 

associated with a higher prevalence of CMD and PTSD; however only job 

dissatisfaction remained as independent predictor for CMD in the multivariate 

analyses. These findings imply that being in employment may not itself result in 

better mental health outcomes but rather appropriateness of job and whether it 

matches one’s skills. Participants in the qualitative study emphasised how job skill 

mismatch often results in frustration and leaves people ‘unfulfilled’.  

 

 189



A small number of participants with reported PTSD in the study did not support 

sufficient power to detect a significant relationship between employment and PTSD 

in multivariate analyses. 

 

It could be also argued that participants with mental health problems in this study, 

already disadvantaged by their migration status, may struggle in labour market and 

often find themselves either unemployed or underemployed (e.g., person being 

overqualified for their job or working part-time due to ill health). An extensive  

research that has been conducted in the United States suggested that people with 

mental illness have very low labour force participation (Cook, 2006). 

 

Unemployment is one of the most frequent resettlement stressors for refugees and 

migrants (Beiser and Hou, 2001) and one of the most important factors for 

successful integration. It is therefore important that interventions focus on increasing 

appropriate employment opportunities that utilise migrants’ skills and abilities, 

especially those who are highly skilled. Although it may be challenging to create 

new employment opportunities in the current economic climate, one Government 

scheme that concentrated on supporting refugee doctors and dentist to obtain work 

in the NHS, has been proven to be a great success for all (Mayor, 2000). There may 

be some prospects for developments of similar schemes for other professions such 

as law and IT, that may be further supported by the recently introduced highly 

skilled worker category visa (Home Office, 2009).  

 

In relation to reverse causality, there should be opportunities to integrate clinical and 

vocational services to provide access to supported employment where people with 

mental health illness would be empowered to participate in the vocational 

rehabilitation treatment (Cook, 2006). 

 

Education 

The impact of education on development of CMD and PTSD is investigated in this 

study and confirms previous reports on migrants from the former Yugoslavia (Porter 

and Haslam, 2001) that those who were educated to a higher degree had a higher 

prevalence of common mental disorders. Further triangulation of these results with 

qualitative work suggests that those who migrated with intellectual and economic 

resources suffer from a greater subsequent loss of status than its protective effect.  
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Different findings were apparent in relation to PTSD. Higher level of education was 

an independent protective factor for PTSD; a finding that is in agreement with 

previously published evidence (Martin, 1994). Several explanations may account for 

this relationships, including the possibility that those with pre-existing PTSD 

symptoms were unlikely to pursue educational opportunities or that low educational 

attainment created further barriers for integration that indirectly exacerbate PTDS 

symptoms.   

 

Ethnicity 

Some ethnic groups report higher prevalence of psychological morbidity, such as 

those from Bosnia, Kosovo and Serbia, however there was no significant difference 

in the prevalence between ethnic groups. Small sample size among some ethnic 

groups such as Macedonian, Slovenian and Kosovan may have reduced power to 

detect any significant difference in the prevalence among various ethnic groups.  

 

 

9.6.2 – Ways of Migration 

The primary null hypothesis in this thesis is rejected since multivariate analyses 

suggest forced migration remains a significant predictor for the development of 

common mental disorders. Only a few studies to date have found differences in the 

prevalence of common mental disorders between the two groups (Pernice and 

Brook, 1994; Silove, 1998) but none of the studies to date have quantified the 

impact of migration on the development of common mental disorders while 

controlling for other possible factors, such as exposure to trauma and violence and 

other post-migration factors.  

 

The secondary null hypothesis was confirmed because there was no evidence to 

suggest ways of migration had significant impact on the development of 

posttraumatic stress disorder or impaired social functioning, when controlling for 

other factors. Univariate analyses suggest significant differences in the prevalence 

of PTSD between refugees and elective migrants, but forced migration did not 

remain a significant predictor for the development of PTSD in multivariate analyses. 

It is worth noting that size effect may have been underestimated due to a small 

number of participants found to suffer from post-traumatic stress disorders.  
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9.6.3 – Exposure to Trauma and Violence 

Exposure to war-related stressors had a significant impact on common mental 

disorders in univariate analyses; for refugees however its significance diminished 

when other factors were accounted for. Ways of migration, demographic 

characteristics and exile-related variables were more powerful, relative to war 

experience, in accounting for variance in anxiety and depressive symptomatology. A 

growing number of empirical studies support these findings (Steel et al. 1999; Miller 

et al. 2002).  

 

Conversely, a significant exposure to trauma and torture remained the strongest 

independent predictor for the development of post-traumatic stress disorders. These 

findings have been extensively reiterated in refugee studies across the world 

(Mollica et al. 1998; Wiene et al. 1998; Miller et al. 2002) but could be partly 

explained by diagnostic criteria and definitions of PTSD that are inclusive of 

experience of different types of trauma. DSM-IV criteria for PTSD require a 

significant traumatic event as the first criterion (criterion A). If the patient does not 

report experience of trauma, then a diagnosis of PTSD cannot be made and 

remains a diagnostic criteria (DSM-IV criteria B-F) not to be considered (Bodkin et 

al. 2007).  

 

There were no reports of sexual assaults in this study, a finding consistent with 

other studies on war-affected populations from the former Yugoslavia despite 

historical evidence to the contrary. (Momartin et al. 2003). This under-reporting may 

be due to feared stigmatisation of sexual assault victims but raises questions about 

the objective assessment of this particular type of trauma (Momartin et al. 2003). 

Possible under-reporting of sexual assault in the present study may be a reflection 

of response bias as the overall study sample reported lower levels of exposure to 

trauma and torture than suggested in previous research. The majority of participants 

reported more general war-related experience, such as being evacuated, or 

confined to home or exposed to sniper fire. 

 

9.6.4 – Other Predictors 

Satisfaction with Living Conditions 

Types of accommodation in which participants live had an impact on common 

mental disorders, PTSD and impaired social functioning. Those participants residing 

in social housing had increased symptoms of anxiety and depression, PTSD and 
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impaired social functioning. These findings are consistent with previous research 

that implied that permanent private accommodation is associated with better mental 

health outcomes (Porter and Hasslam, 2005). It is also possible that participants 

with mental illness may be more likely to apply for social housing and have 

successful application outcomes. 

 

Interestingly, variables related to living environment did not have a significant impact 

on psychological morbidity relative to other predictors, but perception of 

unfavourable living conditions was found to be a significant predictor for CMD and 

impaired social functioning. This finding may be explained by reverse causality 

where those who suffer from psychological problems may be more likely to perceive 

living conditions as unfavourable. 

 

Assessing type of accommodation in isolation may not necessarily reflect how 

participants perceive their overall living standards and environment. Perceptions are 

often subjective and based on previous experience and expectations. Many 

refugees lost their family nests and tend to externalise grief through negative 

perceptions that are often not necessarily realistic.  

 

These aspects of living in exile have previously been described in qualitative 

studies. Van Dijk and colleagues (2001) conducted a large qualitative study among 

asylum seekers in the Netherlands and one of the main conclusions suggested a 

large proportion of asylum seekers spoke in terms of discrimination, injustice and 

dehumanisation. Van Dijk et al. use a concept of demoralisation to describe this 

phenomenon: ‘Asylum seekers often perceive themselves as victims of war conflict 

and human right violation and they tend to restore or maintain continuity by 

interpreting their present existence from the same perspective, thereby holding on 

to a proven strategy’. This strategy however has a great impact on asylum seekers 

problem-solving strategy and inability to ‘move on’. 

 

Legal Immigration Process 

Refugees and other immigrants in western countries often face long procedures 

before their requests for a residental permit is granted. Many participants in the 

qualitative study suggest the immigration process was found to be a long and 

stressful experience that may have an effect on their psychological well-being. 

Participants waited an average of five years for their final Home Office decision and 

the diversity of experience discussed is suggestive of an unsystematic immigration 
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process in the UK that creates unnecessary uncertainty. This hypothesis was tested 

in the quantitative study.  

 

Waiting for a Home Office decision for longer than a year is found to be a significant 

predictive factor for the development of common mental disorders and post-

traumatic stress disorders, independent of exposure status. Laban and colleagues 

also (2005; 2008) suggest that length of asylum procedure was associated with 

impaired Quality of Life, higher disability and a lower physical health status and was 

found to be the strongest predictor for ‘overall quality of life’ relative to 

psychopathology. They also report asylum procedure-related stress is a stronger 

predictor for mental illness than trauma-related factors (Laban et al. 2005). 

 

Momartin et al. (2004) reported that high levels of residual PTSD arose in a group of 

Bosnian refugees whose legal immigration process was not processed. Uncertainty 

and life stressors affect symptom recovery and unresolved issues from the past 

tend to affect migrants’ ability to ‘move on’.   

 

Although prolonged legal asylum and immigration procedures result in stress, due to 

uncertainty, they also limit integration in many ways. Work and travel restrictions 

apply while waiting for a Home Office decision. Sundbom and Kivling-Boden (2002) 

describe a strong association between psychological morbidity and fewer visits to 

home countries in refugees from the former Yugoslavia resettled in Sweden.  

 

Access to healthcare, state benefits and educational opportunities may also be 

affected for those whose residence status is not resolved. Study findings add to 

evidence that suggest that insecure residency in exile, and associated fears of 

possible repatriation, contribute to the persistence of psychological morbidity, 

especially in refugee groups (Silove et al. 2000; Steel et al. 2006).  

 
Family and Social Support 

Univariate analyses suggest frequent contacts with family in the UK is a protective 

factor for CMD in the refugee group, but this factor did not have an independent and 

statistically significant impact on development of psychological morbidity in 

multivariate analyses. The explanation may be that the majority of participants (85 

%) reported frequent contacts with their families, but refugees were more likely to be 

reunited with their families in the UK than elective migrants. Participants in the 

qualitative study strongly emphasised that family support is likely to be a protective 
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factor for psychological well-being. These integrated, yet conflicting, findings may 

suggest the significance of family contacts diminishes when compared to stronger 

predictors, such as job satisfaction and uncertainty with the immigration process.  

 

Marital status plays an important factor in mental wellbeing of migrants. Beiser and 

colleagues suggested that refugees who resettled in Canada with their spouses had 

lower levels of depression compared to single, divorced or widowed refugees 

(Beiser at al. 1993). The present study however did not establish any significant 

relationship between marital status, CMD or PTSD. A possible explanation may be 

that a large proportion of the total sample (63.4%) was married and therefore no 

meaningful comparison could be made. In contrast, single refugees were at 

increased risk of impaired social functioning in the present study.   

 

Social isolation was previously reported as a significant predictor for depression in 

Bosnian refugee communities (Miller et al. 2002). Contrary to Miller and colleagues 

findings (2002), the present study finds that those reporting frequent contact with 

social support networks were significantly more likely to have common mental 

disorders. These contradictive findings possibly suggest that support networks in 

the study were the main provider of social but also psycho-social support for 

migrants from the former Yugoslavia. 

 

Acculturation  

The level of cultural adaptation is often found to have an impact on mental health 

outcomes in different population groups. Knipscheer and Kleber (2006) suggest that 

some specific acculturation aspects, such as cultural affiliation and obtaining of 

instrumental skills, were significantly related to mental health symptoms among a 

group of Bosnian refugees. Similarly, acculturation was predicted to yield better 

mental health outcomes among Bangladeshi adolescents and various refugee 

groups (Porter and Haslam, 2001; Bhui et al. 2005).  

 

In the present study, the relationship between acculturation and mental health 

outcomes was not marked however a large proportion, of both refugees and elective 

migrants, reported high levels of acculturation and integration into the host society. 

Failure to detect a significant relationship may be due to a non-specific acculturation 

measure used in this study. Previous research suggests that global assessment of 

acculturation level may not be a significant predictor of mental distress and that 
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specific domains of acculturation may be more appropriate measures (Knipscheer 

and Kleber, 2006). 

 

Interestingly, both qualitative and quantitative study findings suggest that elective 

migrants were more likely to preserve their own culture compared to refugees. For 

elective migrants, this is probably due to positive experience in the home country 

before departure, resulting in a stronger sense for preserving their own identity. 

 

Furthermore, the low level of English language reported in the present study was 

significantly associated with CMD, particularly in the participants who were over 50 

years of age and refugees. Fluency in the language of a host society can 

successfully facilitate adjustment process and acculturation (Bhugra, 2004). In 

contrast, language barrier may further alienate migrants, impair access to health 

and social care services and introduce stress. In this society where migrant 

population is on the rise, it is of a crucial importance to provide ongoing support for 

those people whose first language is different to the official language of the host 

country in order to enable successful integration.  

 

Discrimination 

Rates of perception of discrimination reported here are consistent with earlier 

research (Bhui et al. 2005) but there was no evidence of its significant impact on 

mental health outcomes. These findings are contrary to findings by Bhui and 

colleagues (2005) and Pernice and Brook (1996) and may be explained by the fact 

that a relatively small number of participants reported discrimination, therefore not 

allowing for meaningful statistical analyses.  

 

Alternatively, it is possible that this group exhibits resilience and constructive coping 

mechanisms when dealing with possible discrimination or that the migrants from 

white ethnic background are less likely to be exposed to racial discrimination 

compared to other ethnic minorities such as Black-African or Asian (Littlewood and 

Lipsedge, 1997).  

 

Elective migrants were more likely to report incidents of discrimination as they 

probably had more active interaction with the host society but, again, no significant 

association with psychological morbidity was detected in the study.  
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9.7 Pattern of Service Use and Patient Satisfaction 

The present study finds that older female participants and refugees reported more 

frequent contacts with healthcare services, supporting previous findings (Gerritsen et 

al. 2006). Female participants in the qualitative study were more likely to freely 

discuss their emotional problems and report more frequent use of health care in 

general, with a specific reference to mental health services.  

 

Patterns of service use assessed in the present study are comparable to EMPIRIC 

study findings (Nazroo and Sproston, 2002) where women and those who were older 

than 55 years reported more frequent visits to a doctor over the last six months.  

 

The EMPIRIC study however suggested that those participants with psychological 

problems were more likely to pay frequent visits to their doctors in the previous six 

months. This finding was contrary to the present study results that suggest a large 

proportion of participants who had CMDs (45 %) and PTSD (37 %) never sought a 

health professional’s help. Similarly, Weine and colleagues found that 70 % of 

Bosnian refugees who did not seek mental health care in Chicago actually had 

symptoms of post-traumatic stress. Findings in the Weine’s study were partly 

explained by a reflection of cultural appropriateness of mainstream services that led 

to a constraint on service use (2000). 

 

The present quantitative study suggests impaired access to mental health services 

by those with psychological morbidity, while the qualitative study discussions pointed 

out that services for psychological problems in the UK were perceived as more 

accessible that those in the former Yugoslavia. A potential explanation of these 

contrary findings is that participants did not perceive their problems to be severe 

enough to warrant help from professionals. Previous studies also suggest that over 

40 % of the general population with depression in the community do not present to 

primary care services (Lepine et al. 1997).  

 

Alternative explanation may relate to a perception of participants that primary care 

may not be able to offer adequate services for mental health problem. Access to 

care for some migrants is often hindered by a lack of familiarity with available 

services (Portes et al. 1992). 

 

 197



Van Dijk and colleagues (2001) also suggest that asylum seekers from various parts 

of the world, including the former Yugoslavia, criticised health care in Netherland as 

a system that lacks expertise and cultural competence. This may well be due to 

cultural difference in the perception of adequate health care.  

 

For example, pre-war mental healthcare in the former Yugoslavia was characterised 

by underdeveloped primary care, absent community mental health services and 

easily accessible specialist services in psychiatric hospitals (Kucukalic et al. 2005). 

Participants in the present study described difficulties they had in adapting to a new 

system in which primary care acts as a ‘gate-keeper’ to specialist services and 

difficulties in trusting their GPs. These qualitative findings provide an insight into a 

greater understanding of possible reasons behind impaired mental health care 

access. 

 

Participants’ satisfaction in the health care survey suggests greater satisfaction with 

specialist health services compared to primary care services. Discussions 

highlighted that participants often felt they did not have sufficient time to discuss 

their concerns in primary care, possibly due to multiple and complex health issues 

at each presentation coupled with communication difficulties often resulting in 

prolonged consultations. It was often noted that, once specialist services were 

accessed, standard of care are very appropriate and timely. 

 

In the present study, no relationship was found between participants’ satisfaction 

with health care services and demographic, social, pre-migration, post-migration 

factors, exposure or the outcomes. These findings may indicate that satisfaction with 

healthcare services for this population group is not likely to be impacted by 

psychological problems or other factors but is more dependent on the experience.  

 

9.8 Mixed-Method Approach 

In the psychological field of cross-cultural research there is a strong argument for 

combining the hypothesis generating function of qualitative study with the 

hypothesis testing function of quantitative work. Furthermore, many researchers 

including Hitchcock and colleagues (2005) argue the benefits of sequential mixed-

methods psychological research in constructing culturally-sensitive survey tools.  
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This thesis successfully combined both methodologies primarily to inform a design 

of survey tools and to complement and triangulate integrated findings. For example, 

participants suggested that being in employment possibly may have a significant 

impact on psychological well-being and in-depth discussions enabled one to 

disentangle dimensions commonly measured to actually explore the relationship 

between jobs that adequately match one’s skills leading to job satisfaction.  

 

Many migrants, especially asylum seekers and refugees who resettle in another 

country bring with them specialist skills that are often not utilised fully (Lowry and 

Mullen, 2007). Participants in the qualitative study expressed their concern on being 

left with no choice but to accept jobs for which they are often overqualified, leaving 

them deeply unsatisfied and depressed. Survey tools for quantitative study therefore 

assessed the impact of employment, job satisfaction and an appropriate skills match 

as possible risk factors for psychological morbidity. Quantitative study confirmed 

that having employment did not have a protective impact on the development of 

psychological morbidity, however dissatisfaction with a job was found to be a strong 

independent predictive factor for the development of common mental disorders.  

 

In this instance, narrative descriptions were used to ‘ground’ concepts that were 

subsequently tested in a more quantitative manner and among a larger sample. In 

this way, concepts were put forward by the researched population rather than 

generated through theoretical hypotheses. A number of concepts and beliefs 

elucidated in qualitative work were subsequently tested in quantitative studies and 

complementary use of both methods significantly strengthened the final results.  

 

Utilisation of a mixed-method approach in this study re-emphasised the fact that 

quantitative research in isolation can potentially be misleading, if unsupported by 

preliminary in-depth discussions that provide full insight into the culturally specific 

behaviour, beliefs and experiences related to the process of migration.  

 

9.9 Future Research Directions  

The study makes an important contribution to the existing evidence on the 

difference in prevalence of long-term psychological morbidity in different migrant 

groups resettled in the Western world and has also raised some questions that 

would benefit from further investigation.  
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Extensive literature review revealed a gap in the robust estimate of long-term 

prevalence of common mental disorders in migrants resettled in the Western world. 

Most studies to date use either a small sample size, purposive or convenience 

sample or recruited participants from defined settings (Lindert et al. 2009). A 

population survey should be conducted using a validated and culturally acceptable 

assessment tools. Higher response rates may be achieved if the recruitment 

process is aided at the subset of the total population, but ensuring that any question 

on migration status and country of birth is appropriately recorded. One of the most 

valid prevalence estimates may be achieved by similar survey methodology to that 

used in the Health Surveys for England (Department of Health, 2009). This 

particular methodology would also allow assessment of the magnitude in difference 

between CMD prevalence in migrants compared to indigenous population exposed 

to a similar set of living circumstances.  

 

The present study suggests that elective migrants from former Yugoslavia resettled 

in the UK experience some levels of CMD but the estimated prevalence was 

comparable to that of indigenous population. However recruited sample of elective 

migrants was relatively small to draw any definite conclusions that may be 

generalisable to a wider population. Recent decade has observed the increased 

influx of elective migrants from Eastern and Central Europe (Migration Policy 

Institute, 2005). At present, this new migration is making a significant contribution to 

the European Union and the UK labour force market. It is therefore important to 

establish the true prevalence of mental illness in this particular population group in 

order to inform integration policies and healthcare planning. A large-scale cross-

sectional study should be conducted to estimate the prevalence of common mental 

disorders in elective migrants from Eastern and Central Europe resettled in the UK 

and wider.  

 

Most mental health assessment tools are developed in line with the western 

concepts of psychiatry and, as such, may not be adequate for cross-cultural 

assessment (Ahearn, 2000). The present study highlights the advantages of ‘mixed-

method research’ in developing culturally sensitive tools, but its benefits were 

limited by a small study scale. Future research could utilise both qualitative and 

quantitative study to develop a culturally-sensitive clinical schedule for common 

mental disorders that could be used in populations where western concepts of 

mental health may not be altogether applicable.  
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Evidence is scarce on the prevalence of mental illness prior to migration, as most 

studies to date concentrate on measuring mental health in migrants some time after 

their arrival to a resettlement country. Most existing evidence is not therefore 

conclusive on the causal effect relationship. Future research should focus on a 

prospective cohort study where participants would be assigned to an exposure 

group on their arrival into exile and have baseline outcomes measured. Participants 

could be followed-up, in the long-term, after the resettlement process to establish a 

true causal relationship between the ways of migration, living experience in exile 

and common mental disorders. A prospective cohort study could be accompanied 

by comprehensive qualitative research that would focus on in-depth exploration of 

specific beliefs and behaviours, related to barriers for integration into the new 

society. Prospective studies should, ideally, use both clinical interviews and self-

reported measures to compare and contrast prevalence estimates yielded by 

various measurement tools.  

 

The study confirms previous findings that a large proportion of migrants with mental 

illness do not attend healthcare services (Lepine et al. 1997; Weine et al. 2000). 

Further qualitative work may be useful in gathering in-depth insight into specific 

barriers to accessing the services and cultural perceptions that may influence help-

seeking behaviour. These findings may facilitate informed commissioning of general 

and specialised mental health services aimed at migrant populations.  

 

The present study identifies a number of post-migration factors that have a 

significant impact on the mental health of migrants. Qualitative study may further 

explore in-depth perceptions and the impact of specific risk factors, such as 

employment opportunities, job satisfaction and the legal immigration process that 

may aid comprehensive understanding of possible barriers for successful integration 

into a host society.  

 

Finally, intervention studies may be useful if focused on examining the effectiveness 

of some culturally competent services in the community and primary care, 

specifically aimed at tackling anxiety and depression in migrant population. 

Improving access to psychological therapies (IAPT) (Department of Health, 2008) 

services may be targeted to migrant communities and their effectiveness could be 

assessed in adequately powered intervention studies.  
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9.10 Public Health Policy and Planning Implications  

The study findings add to the growing evidence that living circumstances in exile are 

stronger predictors for development of common mental disorders than exposure to 

trauma and violence. In the UK, Van Velsen et al. (1996) report a significant 

relationship between levels of depression and post-migration factors, including poor 

accommodation, isolation and lack of family reunion. Gorst-Unsworth and 

Goldenberg (1998) also suggest there was a significant relationship between social 

factors in exile and the severity of both PTSD and depression. Steel et al. (1999), in 

an Australian sample of Tamil refugees, reports that pre-migration factors 

accounted for 20 % and post-migration factors for 14 % of the variance in post-

traumatic symptoms. Therefore, long-term anxiety and depression in migrant 

populations could only be tackled with a holistic approach to tackle social context, 

and with the concentrated effort from a multi-agency partnership including health 

care professionals, social care workers and the voluntary sector (McColl and 

Johnson, 2006).  

 

Evidence on the provision of culturally appropriate services in primary care is patchy 

and is often lacking an evaluation component essential to inform policy development 

and planning (Feldman, 2006). Many existing services are set-up alongside 

provision of mainstream mental health services making the culturally appropriate 

service often a separate entity that in itself is creating barriers to access (McColl 

and Johnson, 2006). There is a need for strategies which would initiate 

development of integrated mainstream services that are culturally appropriate for 

different groups regardless of their migration status or ethnicity.  

A recent Department of Health initiative aimed at Improving Access to Psychological 

Therapies (IAPT) is supporting Primary Care Trusts in implementing National 

Institute for Health and Clinical Excellence (NICE)  guidelines for people suffering 

depression and anxiety disorders (2003). At present, only a quarter of the six million 

people in the UK with these conditions are in treatment, with debilitating effects on 

society. 

These pilot services, through routine collection of outcome measures, show the 

following benefits for people receiving services: 

 Better health and well-being  
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 High levels of satisfaction with the service received  

 More choice and better accessibility to effective evidence-based services  

 Helping people stay employed and to participate in activities of daily living  
 

The Department of Health publication (2009) on IAPT for Black and Minority Ethnic 

Groups: Positive Practice Guide focuses on providing culturally appropriate services 

in the community for people from these specific groups who suffer from anxiety and 

depression. Developing IAPT services in partnership with third-sector organisations, 

local authorities or faith groups may enable services to become more culturally 

appropriate and to be aware of wider local social concerns, such as housing, 

education, racism, social isolation and poverty. This model could be extended to 

wider migrant population groups including asylum seekers and refugees and could 

be provided from various settings ranging from health centres to voluntary 

community organisations. 

Another important finding of this research suggests that over half of the participants 

identified as having mental health problems have never approached health 

professionals for help. 

 

Public health intervention should focus on the promotion of mental well-being in 

migrant groups and provision of information on available services in the community 

that could also promote integration into a new society. Services will need to be more 

accessible, culturally-sensitive and responsive to migrants’ needs. To achieve this 

Primary Care Trusts should work in partnership with the third sector to provide 

appropriate services in the community that will be non-judgmental and easily 

accessible to this population group.  

 

However, it is important to recognise that provision of effective and culturally 

appropriate mental health services may be unlikely to fully address complex needs 

of migrants, especially asylum seekers and refugees. Furthermore, many refugees 

tend to focus on impaired social functioning rather than psychological morbidity. A 

new model of service provision for migrants, especially asylum seekers and 

refugees may incorporate components such as vocational training, opportunities for 

employments that are socially integrated, self-help activities focusing on support for 

completing daily tasks and forming and sustain social networks. 
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Additionally local boroughs with large migrant populations should aspire to develop 

migrant integration strategies focusing on the facilitation of accessible and adequate 

employment opportunities for this particular group of people, affordable housing and 

social cohesion, in combination with improving access to culturally appropriate 

mental health services in the community.  

 

One of the main findings in this study implies that the reduction in the period of long 

immigration approval procedures may be an important factor towards improving 

possible interventions. Although it may be challenging to address the immigration 

system in the UK, there is a place for mental health professionals in advocating 

humane treatment of refugees, asylum seekers and other migrants in the asylum or 

other immigration legal processes (McColl and Johnson, 2006).  

 

In summary, interventions aiming to tackle mental health problems in migrants, 

especially asylum seekers and refugees, should be holistic and orientated towards 

addressing challenges during the resettlement process rather than pre-migration life 

events alone. Access to effective mental health services and shortening asylum 

procedures coupled with improvement of living conditions, such as housing, safety, 

adequate employment opportunities and public health prevention measures should 

be focal points for future action to improve migrants’ psychological well-being rather 

than focusing on pre-migration life events.  

 

9.11 Conclusions 

This study makes an important contribution to the growing evidence suggesting that 

those who were forced to leave their country are at significantly higher risk for  

common mental disorders than those who voluntarily chose to migrate. The main 

predictors of common mental disorders in the present study were length of legal 

immigration process, dissatisfaction with job and dissatisfaction with living 

circumstances. Exposure to trauma and torture remained the strongest predictor of 

post-traumatic stress disorder irrespective of ways of migration.  

 

Although this study demonstrates a high long-term prevalence of common mental 

disorders among refugees it is important to emphasise that many migrants do not 

have any psychological problems and are economically active, making a positive 

contribution in their host country. However, it is also important to recognise that 

long-term common mental disorders may be under-estimated and under-researched 
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in the refugee population. It is essential to provide outreach services in acceptable 

community settings that are culturally specific and acceptable to this specific 

population group.  

 

This study also demonstrates the value of mixed-method research for a 

comprehensive understanding of mental health concepts, and in highlighting the risk 

factors that have a significant impact on migrants’ psychological well-being.  

 

Another important finding in this study emphasises that long-term psychopathology 

among migrants and refugees does not result from war-stressors alone, but reflects 

contextual factors that may be mitigated by generous and systematic support on the 

part of the government in exile countries.  

 

Although the low response rate may have limited overall generalisability of the 

findings to other populations, the main findings of the study are largely in agreement 

with published evidence suggesting that this study makes an important contribution 

to the growing body of evidence in cross-cultural mental health research.  
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APPENDICES 

 

NB – All appendices were translated into Bosnian, Croatian and Serbian. 

 

APPENDIX I – TOPIC GUIDE 

 

 

 

                                                                                                                                                             

TOPIC GUIDE: PERCEPTION OF FACTORS THAT MAY 

INFLUENCE PSYCHOLOGICAL HEALTH  

 

These questions will be used to facilitate focus group discussion  

 

OBJECTIVES 

1. To inform development of a questionnaire for quantitative study 

2. To understand perception of psychological health and possible 

barriers to access to health services 

3. To ascertain factors that are perceived to influence psychological 

well-being 

4. To elicit different exposure factors for refugees and elective migrants 

5. To explore how much information on their psychological health 

people were willing to disclose 

6. To detect vocabulary people commonly used to explain psychological 

health 

 

INTRODUCTION 

o Welcome and introduction 

o Agenda for today and timetable 

o Ground rules 

o Introduce tape recorder 

o Discuss and stress confidentiality 
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Personal profile 

o Age 

o Ethnicity (change of a term, current perception of oneself ethnicity) 

o Length of stay in the UK 

o Immigration status (How did you come to this country? Status on arrival, 

current status, brief description of the immigration process) 

o How did you come to this country? 

o Did you apply for asylum? 

o  

Access to health care 

o Seeking help (Did you visit a doctor in the UK? Why was that?) 

o How easy or difficult is to get help? What is your experience? 

o Where would you go first if you feel distressed (GP, hospital, friend, local 

refugee organisation)? Why?  

o Do you feel understood by health care professionals? Do you think that 

your GP/hospital doctor gives you enough time to talk about your 

problems? Why? 

o What puts people off seeking help for mental health issues?  

Psychological problems 

o Define psychological problems (What is your understanding of 

psychological problem?) 

o Have you come across term: post-traumatic stress disorder? How would 

you define PTSD? 

o Difference in perception of psychological problems in the UK and your 

community. Why is that? Prompt: stigma 

  

Factors influencing psychological well-being 

o What factors have helped you to assimilate better in this country? 

Prompt: family, friendship, good job, social network, living conditions, 

identity, sense of belonging 

o  What factors may contribute to development psychological problems? 

Prompt: age on arrival, language skills, trauma, financial insecurity 
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Exposure factors 

 

o What do you think may be the best question to ask people to truly ascertain 

whether they are refuges or elective migrants? Would people be reluctant to 

talk about their immigration status? 

 

Looking at the following chart, would you be able to suggest any other way of 

applying for immigration status in the UK that people from former Yugoslavia may 

experience? What was your experience? 

 

 

 

 

  

 

 

 

 

 

 

 

 

 

Exceptional 
Leave to 
Remain

Refugee 
status 

Indefinite 
Leave to 
Remain 

Work 
Permit 

Spouse or 
fiancée visa 

British Citizenship 

Indefinite Leave to 
Remain 

Student 
visa 

British 
Citizenship 

 

 

 

o Anything else you would like to add? 

 

 

 

T H A N K    Y O U 
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APPENDIX II – RESEARCH CONSENT FORM 

 

Department of Primary Health 

Care and General Practice 

Imperial College London 

 

Reynolds Building 

St. Dunstan’s Road 

London W6 8RP 

Tel: +44 (0) 207 5940842 Fax: 

+44 (0) 207 5940854 

t.djuretic@imperial.ac.uk 

www.imperial.ac.uk  

  
RESEARCH CONSENT FORM 

 
 
 

Title of Project: Improving health care for people from former Yugoslavia 
living in Britain. 
 
(The patient/volunteer should complete the whole of this sheet him/herself) 
 
 
Have you read the Information Sheet?   
 
Yes            No 
 
Have you had the opportunity to ask questions and discuss the study? 
 
Yes           No 
 
Have you received satisfactory answers to all of your questions?                  
 
Yes           No 
 
Have you received enough information about the study?    
 
Yes                         No 
 
Whom have you spoken to? (write name) 
 
Do you understand that you are free to withdraw from the study, at any time, without 
having to give a reason, and without affecting the quality of your present or future 
medical care?                                              
 
Yes                       No 
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Will you allow us to inspect medical care records and obtain information from them
                                                                                                           
                                                                                                                  
Yes            No 
Will you allow us to inspect social care records and obtain information from them?
                                                             
Yes                            No 
 
Do you agree to take part in this study?                                             
 
Yes                        No 
 
I understand that the Local Ethics Committee may review this form as part of a 
monitoring process. 
 
 
NAME IN BLOCK LETTERS: 
 
 
Signature:                                                                               Date:  
 
 
SIGNATURE OF PERSON OBTAINING CONSENT 
 
 
Signature:                                                                                                  
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APPENDIX III – LETTER TO GP PRACTICE 
 

                                                                       Department of Psychological Medicine 

                                                                                     Imperial College London 

                               Claybrook Centre 

                                  St. Dunstan’s Road 

                              London W6 8RP 

                                           Tel: +44 (0) 207 3861228  

                                                                                      Fax: +44 (0) 207 3861216 

                                             

  
Date 
 
Dear Colleague,                             
 
Re: Shaping mental health services in the community for refugees and elective migrants 

from ex-Yugoslavia 

 

This is a letter to let you know about a primary care research in North West and North 
Central London that started in June 2006 and to kindly ask for your support.  
 
Imperial College is conducting a study of the mental health and use of services of asylum 
seekers, refugees and economic migrants from ex-Yugoslavia. This study is intended to 
inform planning of optimum primary mental health care for this group.  
 
The study will require participating refugees and migrants to complete a questionnaire in an 
interview that will last approximately 45 minutes. Interviews can be either conducted on the 
telephone, at Imperial College or at participant’s home. Each participant will be given £20 gift 
voucher.  
 
In a first instance, I would need your permission to retrieve, from the register, a list of names 
and addresses of people from ex-Yugoslavia. I usually perform a search myself and 
generate patients’ letters (copy enclosed) that are sent out on the practice letterhead and 
signed by one of the practice partners. In that way, we are making sure that patients are 
contacted by their GP rather than unknown researcher. I prepare and post out all the 
material and therefore I would not require any administrative support and I promise not to 
generate any additional work for the practice. No identifying patient information will be taken 
of the premises.  
 
I would follow-up only those patients who reply directly to myself and accept to participate in 
the study. A leaflet, which explains the purpose of the study has been prepared for the 
participants and translated into their native language (attached). The study has been 
approved by the relevant ethics committees and is funded by the Medical Research Council. 
 
I would kindly ask you or your Practice Manager to let me know whether you are interested 
to take part in the study (Tel: 020 7386 1228 or 07867725121; e-mail: 
t.djuretic@imperial.ac.uk) 
 
Yours sincerely 
 
 
Dr Tamara Djuretic, MD MSc 
Principal Investigator  
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cc. Practice Manager 

APPENDIX IV – PATIENT INVITATION LETTER 

PRACTICE LOGO  
  
 
 
Date 
 
 
Dear Patient, 
 
 
 
Re: Shaping health services in the community for people from former 
Yugoslavia 
 
 
You are being invited to take part in a research study aimed at helping us 

developing better health services for people from former Yugoslavia. The study is 

conducted by our medical colleagues at Imperial College. Before you decide 

whether to participate or not, please read the enclosed information sheet which 

provides detailed information about the study. We have contacted you because we 

believe you might be from former Yugoslavia; however it is possible that this is not 

the case. If so, please accept our apologies for disturbance.  

 

If you are happy to take part, please complete yellow reply slip enclosed and return 

it to the researcher in the envelope provided. The researcher will then contact you 

directly to arrange an interview that could be conducted either on the telephone, in 

your home or at the Imperial College. Questionnaire could also be posted to you for 

self-completion. You will be given £20 gift vouchers, as researcher’s gratitude to 

you. The study is registered under the data protection act and all information that is 

collected about you will be kept confidential and anonymised.  

 

Thank you for your time and consideration. 

 
 
Best wishes, 
 
 Signature 
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APPENDIX V – PATIENT INFORMATION SHEET 

 

 

  

 

  

 
INFORMATION SHEET FOR PARTICIPANTS 

 
Improving health care for people from ex-Yugoslavia who live in Britain. 
 
You are being invited to take part in a research study.  Before you decide it is 
important to understand why the research is being done and what it will involve. 
Please take time to read the following information carefully. Ask us if there is 
anything that is not clear or if you would like more information.  
 
Why are we doing this study? We want to find out which factors have an impact 
on the health of people from ex-Yugoslavia who are now living in London. Very little 
research has been conducted in Britain into the living conditions and health needs 
of people from ex-Yugoslavia, and even less on the usefulness and appropriateness 
of health services for this population group. 

 
What is the purpose of the study? Collected information will be used to inform 
planning of health care services suitable for people from ex-Yugoslavia.    
 
Why are we asking you to take part in this research? We are asking all people 
registered at your GP practice who have a name which suggests that they may 
have come from ex-Yugoslavia whether they would be willing to participate in the 
study. We would like to find out what is their experience of living in Britain. Very few 
people that we may contact could have been mistaken by their names for their 
country of origin. 
 
What would be my involvement in the study if I decide to take part?  
In the first instance, your general practitioner (GP) will approach you to ask whether 
you would like to participate in the research and he/she will give you all the relevant 
details about us as investigators, and research itself. Your GP will send you a reply 
slip in the post for you to complete and return to us. A prepaid self-addressed 
envelope will be provided. If you would like to participate in the research, we will 
contact you to arrange an interview either on the telephone, in your home or at the 
Imperial College. Interviews usually last 30 - 40 minutes if you are healthy and have 
not got any concerns but may last longer if you have health problems that you would 
like to share with us. All your travel costs will be reimbursed and we will also give 
you £20 gift vouchers of your choice, as our gratitude to you.   
 

If you have any concerns about your psychological well-being, we would try to 
arrange a referral to a specialist for assessment and treatment, if appropriate.  
 
Will I benefit from this research? Hopefully, it may help you to understand better 
how the health care system in the UK works. We will also provide information on the 
local governmental and non-governmental health and other services for people with 
psychological problems, if needed. 
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What if something goes wrong? We will take every care in the course of this 
study. If through our negligence any harm to you results, you will be compensated.   

Will you tell anyone I have taken part in the study? The only people who will 
know if you take part are the research team and if you agree, your GP. All 
information that is collected about you during the course of the research will be kept 
confidential and anonymised. Any information that leaves the hospital/surgery will 
have your name and address removed so that you cannot be recognised from it. No 
identifying information, under any circumstances, will be passed to the authorities or 
anyone else outside the research team. 

What will happen to the results of the research study? Most of the findings are 
likely to be published in medical journals. A summary and recommendations will be 
also available on the Imperial College website. No personal identifying information 
will be disclosed. 

Who is organising and funding the research? The Department of Psychological 
Medicine at Imperial College London is conducting the research. Medical Research 
Council is funding this study.  

The Riverside Ethics Research Committees has approved this study. 
It is entirely up to you to decide whether or not to take part.  If you do decide to take 
part, you will be given this information sheet to keep and be asked to sign a consent 
form.  If you decide to take part you are still free to withdraw at any time and without 
giving a reason.  Refusal to participate or subsequent withdrawal will not affect the 
standard of care you receive. 

Further Contact 

If you have any further questions regarding the study, please contact Dr Tamara 

Djuretic who is the Lead Investigator at Department of Psychological Medicine, 

Imperial College London, Claybrook Centre St. Dunstan’s Road, London W6 8RP, 

Tel: 0786 7725121 or 020 73861228, e-mail:t.djuretic@imperial.ac.uk  

  

 

With many thanks for your help 
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APPENDIX V – TRANSLATION 
 
                       INFORMACIJE ZA UČESNIKE U NAUČNOM RADU 
 

Razvijanje zdravstvenih usluga za stanovnike ex-Jugoslavije koji žive u  

Engleskoj. 

 
 
Pozivamo Vas da učestvujete u naučnom radu. Prije nego što se odlučite da 
sudjelujete, bitno je da shvatite zašto vršimo ispitivanja. Molim Vas, pažljivo 
pročitajte slijedeće informacije. Kontaktirajte nas ako vam nešto nije jasno ili ako bi 
željeli dodatne informacije. Dobro razmislite prije nego što pristanete da učestvujete. 
 
Zašto radimo ovaj naučni rad?  Mi želimo da ustanovimo koji faktori utiču na 
zdravlje ljudi koji su porijeklom iz ex-Jugoslavije a trenutno su nastanjeni u 
Engleskoj. Do sada je preduzet veoma mali broj istraživanja o ovoj grupi ljudi i 
njihovim uslovima života u Engleskoj a još manje o korisnosti zdravstvenih i 
sociajlnih usluga koje su prilagođene potrebama ovih populacija. 
 
Šta je cilj naučnog rada? Prikupljene informacije će nam pomoći da planiramo 
specifične zdravstvene usluge koje bi odgovarale raznovrsnim zahtjevima ove grupe 
ljudi.  
 
Zašto smo Vas izabrali da učestvujete u naučnom radu? Mi kontaktiramo sve 
ljude koji su registrovani sa Vašim porodičnim doktorom a čije ime najvjerovatnije 
potiče sa prostora ex-Jugoslavije da bi ih pozvali da učestvuju u studiji. Nas 
interesuju Vaša iskustva o životu u Engleskoj.  
 
Koliko bih ja bio uključen u studiju ako se odlučim da učestvujem? Prvo će 
Vas vaš porodični ljekar kontaktirati da ustanovi da li bi ste željeli da učestvujete u 
ovom istraživanju i on ili ona će Vam poslati sve podatke o predloženoj studiji kao i 
o samom istraživanju. Vaš ljekar opće prakse će Vam takođe poslati prihvatnicu 
koju bi trebali direktno vratiti nama ako se odlučite da učestvujete u studiji. Koverta 
sa unaprijed ispunjenom adresom i plaćenom poštarinom će Vam biti na 
raspolaganju. Ako se odlučite da učestvujete u studiji, mi ćemo Vas pozvati da 
zakažemo razgovor sa Vama preko telefona, na Imperijal Fakultetu ili u vašem 
domu, onako kako vama najviše odgovara. Ispunjavanje upitnika i razgovor sa 
istraživačem koji je ujedno i ljekar traje 30 do 45 minuta ako ste zdravi i niste 
zabrinuti za vaše stanje a može trajati i duže ako imate neki problem o kojem bi 
željeli porazgovarati sa nama. Nadoknadićemo Vam troškove putovanja ako bude 
potrebno i dobićete poklon vaučer od 20 funti, po vašem izboru u znak naše 
zahvalnosti na saradnji. 
 
Ako ustanovimo da možda imate neke psihološke probleme i da ste zbog toga 
zabrinuti, mi Vas možemo uputiti Vašem ljekaru ili specijalisti. 
 
Da li ću ja lično imati koristi od ovog naučnog rada? 
Nadamo se da će Vam ova studija pomoći da shvatite bolje kako funkcioniše 
zdravstveni sistem u Engleskoj. Mi ćemo obezbjediti informacije o lokalnim 
državnim i dobrovoljnim zdravstvenim ustanovama. 
 
Šta se dešava u slučaju nepredviđene situacije?  
Mi ćemo poduzeti sve mjere predostrožnosti za vrijeme naučnog rada. U slučaju da 
se Vama nanese šteta zbog naše nemarnosti, dobićete odštetu.     
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Kome ćete reći da učestvujem u naučnom radu? 
O vašem sudjelovanju biće obavješten jedino istraživački tim i Vaš porodični doktor, 
uz Vaše odobrenje. Sve informacije o Vama koje će se prikupljati tokom našeg rada 
biće strogo povjerljive i anonimne. Informacije koje dobijemo o vama od vašeg 
porodičnog doktora ili iz bolnice biće anonimne jer ćemo ukloniti Vaše ime i adresu. 
Mi garantujemo da nikakve informacije koje sadrže Vaše ime neće biti proslijeđene 
nekome izvan istraživačkog tima. 
 
Šta će se dogoditi sa rezultatima naučnog rada?  
Većina rezultata biće objavljena u medicinskim časopisima. Kratak sadržaj i 
preporuke moći ćete naći na web stranicama Imperial Fakulteta. Vaši privatni 
podatci neće biti korišteni. 
 
Ko organizuje i sponzoriše naučni rad?  
Odjeljenje za Psihološku Medicinu sa Imperijal Fakulteta obavlja naučno-istraživački 
rad a Medical Research Council je obezbjedio finansijsku potporu za ovaj projekat.  
 
Lokalni etički komitet je odobrio studiju.  
 
Odluka da li da učestvujete u ovom naučnom radu je isključivo vaša. Ako odlučite 
da sudjelujete, dobićete ovaj list sa informacijama za vašu arhivu a zamolićemo Vas 
da potpišete da pristajete na saradnju. Ako odlučite da učestvujete, uvijek možete 
da odustanete bez objašnjenja. Ako odbijete da sarađujete sa nama, Vaša 
zdravstvena i socijalna usluga neće biti ugrožena. 
 
 
 
 

Kontakt 
Ako imate neka dodatna pitanja koja se odnose na ovaj naučni rad, kontaktirajte dr 
Tamaru Đuretić koja je glavni nosioc projekta u  Odjeljenju za Psihološku Medicinu 
Imperijal Fakulteta (Department of Psychological Medicine, Imperial College 
London, Claybrook Centre, St. Dunstan’s Road, London W6 8RP.)  
Telefon je 020 7386 1228 ili 0786 7725121 a e-mail adresa je 
t.djuretic@imperial.ac.uk  
     
 

VELIKA HVALA NA VAŠOJ SARADNJI 
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APPENDIX VI – REPLY SLIP 

 

 
Participant’s code ……………………………………… 
 
 
Your name …………………………………………………………… 
 
 

I would like to take part in the research   □ 
 
 

I would not like to take part in the research  □ 
 
 
 
If you wish to participate, please provide your contact details so 
that researcher can contact you directly: 
 
 
Telephone:  …………………………………… home 
 
   ………………………………….. mobile 
 
 
 
Address: …………………………….………………………. 
  
  …………………………………………………….. 
 
  …………………………………………………….. 
 
 
 

Please return this slip in enclosed envelope 
 
 
 

THANK YOU 
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APPENDIX VII – FOLLOW UP LETTER 

 
 

FOLLOW-UP LETTER 
 
 
Date 
 
 
 
Dear Mr/Mrs/Miss ……………………………., 
 
 
 
Re: Shaping health services in the community for people from former 
Yugoslavia  
 
 
You may have already received a letter from us couple of weeks ago inviting you to 

take part in the above named research study. This is just a follow-up letter to check 

whether you would be able to take part. If you already sent us a reply slip, please 

accept apologies for the disturbance. 

 

If you are happy to take part, please complete yellow reply slip enclosed and return 

it to the researcher in the envelope provided. The researcher will then contact you 

directly to arrange an interview that could be conducted either on the telephone, in 

your home or at the Imperial College. You will be given £20 gift vouchers of your 

choice, as researcher’s gratitude to you.  

 

Thank you for your time and consideration. 

 
 
Best wishes, 
 
 
 
 
 
Signature 
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APPENDIX VIII – PILOT QUESTIONNAIRE 

Many thanks for agreeing to participate in the study.  

It will take approximately 20 minutes to complete the following questionnaire. All 
answers will be kept confidential and anonymous. No identifying information, under 

any circumstances, will be passed to the authorities or anyone else outside the 
research team. We intend to use this information purely for research purposes. 

 

PERSONAL DATA 

 
 
The following questions are about you and your personal information. 

1. Gender:   □ Male   □ Female 
 
2. What is your current age? _______________ 
 
3. How old were you when you arrived to Britain? __________________ 
 
4. Please give date of your arrival to Britain (month and year): _________ 
 
5. What is your place of birth? ______________________________ 
 
6. Are you:  

Single      □   Married       □  Living with partner  □ 
 

Widowed □   Separated   □  Divorced                 □ 
7. What is your religion?  

Muslim    □  Catholic      □             Orthodox Christian  □ 
 

Jewish     □   Atheist        □  Other 
_______________ 

8. How would you describe your ethnic group?  

Bosnian   □   Croatian      □  Slovenian                □ 
 

Serbian    □   Kosovar       □  Montenegrian          □ 
Albania

    
n  □  Yugoslavian □ Macedonian             □ 

 Other ___________________________________________ 
9.  Where did you live in former Yugoslavia for most of your life before 

coming to Britain? 
 

Specify republic and town or village, please ____________________ 
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RESSETLEMENT FACTORS 

 
 
The following questions are about your life in Britain and integration into 
society. 
 

 
10. Do you have family in Britain? 

Yes  □     No   □ 
 

If yes, how many of you live in the same household? _________________ 
How many of those are your children? _____________________________ 
 

 
11. How many of your family members live in Britain? _________________ 
 
12. Have restrictions ever been placed on you by the immigration 

authorities to visit your home country since you have arrived to 
Britain?  

Yes  □          No  □ 
 

If yes, please state for how long _______________________________ 
 

13.  Are you currently restricted to visit your home? 

Yes  □          No  □ 
14.  Have you ever been restricted to work in Britain? 
 

Yes  □          No  □ 
15.  Are you currently restricted to work in Britain?  

Yes  □          No  □ 
 
16. Are you working at the moment?   

Yes  □          No  □ 
 

17. If yes, are you satisfied with your job?   

Very satisfied   □ 

Satisfied   □ 

Somewhat satisfied  □ 

Unsatisfied   □ 

Very unsatisfied  □ 
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18. Is your job appropriate for your skills and qualifications (e.g. if you were 
working as qualified teacher back home, are you currently working as a teacher or in a similar 
job that utilises your skills)?  

Yes  □           No  □ 
 
19. If you not working, why is that?  

On welfare   □ 
Health problem  □ 

Looking for a job  □ 

Student   □ 

Disabled    □ 

Retired    □ 

Looking after children  □ 

In job training program □ 
 
20. Is anyone in your household currently working?  

Yes  □           No  □ 
 

21. Do you currently live in: 

Rented apartment  □ 

Rented room   □ 

Temporary accommodation □ 
Student’s hall   □ 

Own flat/house  □ 

Council estate   □ 
 
Other ______________________ 
 

22. Are you satisfied with your living conditions in Britain (e.g. flat or a 
house, surroundings etc.?  

Very satisfied  □ 

Satisfied  □ 

Somewhat satisfied □  

Unsatisfied  □ 

Very unsatisfied □ 
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23. What was your knowledge of English language upon arrival to Britain?  

Did not speak English at all  □ 

Only knew a few words  □ 

Basic understanding   □   

Fairly good    □ 

Proficient    □ 
 

24. What is your knowledge of English language now?  

Still do not speak English  □ 

Only know a few words  □ 

Basic understanding    □  

Fairly good     □ 

Proficient    □ 
 
  Other (please specify) ___________________________________ 

 
25.  Do you regularly speak to anyone in Britain in any language apart from 

English? 

Yes  □  No  □ 
 
26. Have you been receiving support from any voluntary organisation in 

Britain (e.g. financial support, social support, counselling)?  

Regularly  □ 

  Occasionally  □ 

Sometimes  □ 

Rarely   □ 

Never   □ 
 
27. Which community support and resources do you utilise regularly (tick 

as many as you wish):  

Friends and family from your home country living in the UK          □ 

Other friends and neighboroughs              □ 

Children’s friends and their parents              □ 

Work colleagues                □ 

Voluntary organisations that support people from former Yugoslavia        □ 
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Social functions set-up for people from former Yugoslavia         □          

Religious organisations             □ 

Support groups/ counselling             □ 

English classes              □ 

College               □ 

Job training classes                                                                                  □ 
 

I rarely use any of the above mentioned support or community resources                               
 

Other (please specify) ________________________________________ 
 
 
28. In many ways, I think of myself as British? 

Strongly agree   □ 

Agree    □ 

Neither agree nor disagree □ 

Disagree   □ 

Strongly disagree  □ 
29. In many ways, I think of myself as (where do you come from e.g. Croat, 

Serbian, Bosnian, Albanian, Macedonian, Slovenian etc)? 

Strongly agree   □ 

Agree    □ 

Neither agree nor disagree □ 

Disagree   □ 

Strongly disagree  □ 
 
 
30. People from former Yugoslavia should try to adopt as much as 

possible of English culture and way of life? 

Strongly agree   □ 

Agree    □ 

Neither agree nor disagree □ 

Disagree   □ 

Strongly disagree  □ 
 

 
31. People from former Yugoslavia should try to preserve as much as 

possible of their own culture and way of life? 
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Strongly agree   □ 

Agree    □ 

Neither agree nor disagree □ 

Disagree   □ 

Strongly disagree  □ 
 
 
32. Do you feel your participate in the society as equally as your 

indigenous peers?  

  Completely    □ 

  Partially   □ 

Not at all  □ 
33. In the last twelve months, has anyone insulted you or physically 

attacked for reasons to do with your ethnicity? By insulted, I mean 
verbally abused, threatened, or been a nuisance to you? 

Yes □   No  □ 
 

34. How many times has this happened in the last twelve months?  

Once□ More□ 
 
35. Have you ever been refused a job for reasons which you think were to 

do with your race, religious or ethnic background?  

Yes  □  No  □ 
 

USE OF HEALTH AND SOCIAL SERVICES 
 

 
 The following questions are about your use of health and social services. 
 
36. When did you last speak to a doctor on your own behalf? 

In the last week   □ 

In the last month   □ 

In the last six months   □ 

In the last 12 months   □ 

Within last five years   □ 

Over 5 years    □ 

Never     □ 
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37. In the last six months, which of these doctors have you spoken to on 
your own behalf?  

GP         □ 

A hospital doctor at an outpatient clinic  □ 

A hospital doctor (while an in-patient)  □ 

Some other kind of doctor       □ 
 

38. Why did you visit or speak to your doctor last time? 

A physical problem    □ 

A stress related or emotional problem □ 

Other      □ 
 
39. Over the last six months, have you had any illness or health problem 

that   you did not see your doctor about? 

Yes □            No □ 
 

40.      What was the matter with you?  

A physical problem     □ 

A stress related or emotional problem  □ 

Other       □ 
 

41. In the last twelve months, have you received any treatment, 
counselling or  psychological support for stress, anxiety or other 
psychological problem?  

At your GP practice     □ 

GP referred you to a specialised services  □ 

GP referred you to a local hospital   □ 

Via voluntary organisation    □ 
Post-traumatic Stress Clinic    □ 

Via social services     □ 
Community Mental Health Team   □ 

From friend or family     □ 

None       □ 
 
Other  ________________________________ 
 

42.  Have you ever been admitted to a hospital with a psychological 
problem? 
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Yes □            No □ 
 

43. In the last twelve months, have you been admitted to a hospital with a 
psychological problem? 

Yes □            No □ 
 

44. When did you last contact Social Services or Department of Social 
Security (DSS)? 

In the last week     □ 

In the last month     □ 

In the last six months     □ 

In the last 12 months     □ 

Within last five years     □ 

Over 5 years      □ 

Never       □ 
 

45. In the last six months, why or who did you contact at Social 
Services/Department of Social Security?  

Services for children     □ 

Services for elderly     □ 

Mental health team     □ 

Disability team      □ 

Housing Department     □ 

Issues related to Jobseeker allowance  □ 

Issues related to Incapacity benefits   □ 

None       □ 
 
Other  ____________________________ 

 

 
SOCIAL FUNCTIONING 

 
 
The next set of questions asks about things that some people in your 
situation may have difficulty with. Please tick the statement that comes 
closest to how you have been over the past year. 
 
46. I complete my task at work and home satisfactorily 

Most of the time  □ 
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Quite often   □ 
Sometimes   □ 
Not at all   □ 

47. I find my tasks at work and at home very stressful 

Most of the time  □ 
Quite often   □ 
Sometimes   □ 
Not at all   □ 

48. I have no money problems 

Most of the time  □ 
Quite often   □ 
Sometimes   □ 
Not at all   □ 

 
49. I have difficulties in getting and keeping close relationships 

Most of the time  □ 
Quite often   □ 
Sometimes   □ 
Not at all   □ 

 
50. I have problems in my sex life 

Most of the time  □ 
Quite often   □ 
Sometimes   □ 
Not at all   □ 

 
51. I get on well with my family and other relatives 

Most of the time  □ 
Quite often   □ 
Sometimes   □ 
Not at all   □ 

 
52. I feel lonely and isolated from other people 

Most of the time  □ 
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Quite often   □ 
Sometimes   □ 
Not at all   □ 

 
53. I enjoy my spare time 

Most of the time  □ 
Quite often   □ 
Sometimes   □ 
Not at all   □ 

 
 

 
IMMIGRATION STATUS 

 
 
The following questions are about your immigration history and current 
status in Britain. 
54. What was your immigration status/visa on arrival to Britain?   

Tourist visa              □ 
  

Student visa                □  

Au-pair visa                    □ 

Permission to work visa      □ 
Permission to stay visa     □ 
Doctor/dentist visa      □ 

Sponsored carer           □   

Spouse or fiancée visa      □ 
  

Family reunion            □ 
  

Asylum seeker (individual application or via National Asylum Support 

Service NASS)         □ 
Refugee status      □ 
Temporary/humanitarian protection visa    □ 

Exceptional Leave to Remain     □ 

Medical evacuee         □  
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Home country passport     □  
  

Other passports         □  

Identification documents only     □ 
European Union citizen      □ 
 
Other ___________________________________ 

 
55.  What immigration status/visa did you apply for upon arrival (if different 
from your arrival status)?   

  

Tourist visa              □ 
  

Student visa                □  

Au-pair visa                    □ 

Permission to work visa      □ 
Permission to stay visa     □ 
Doctor/dentist visa      □ 

Sponsored carer           □   

Spouse or fiancée visa      □ 
  

Family reunion            □ 
  

Asylum seeker (individual application or via National Asylum Support 

Service NASS)         □ 
Refugee status      □ 
Temporary/humanitarian protection visa    □ 

Exceptional Leave to Remain     □ 
Indefinite Leave to Remain     □ 
Medical evacuee         □  
 
Other ___________________________________ 

 
 
56. What immigration status/visa were you granted by the Home Office, in 
the first instance?   
_______________________________________________________ 
 
57. How long were you waiting for the Home Office’s first decision? 

 247



 

Immediate decision  □ Less than 6 months   □ 

Less than a year      □ 1-2 years    □ 

2-4 years   □ > 4 years    □ 
 
 
58. What is your current immigration status?   

Tourist visa              □ 
  

Student visa                □  

Au-pair visa                    □ 

Permission to work visa      □ 
Permission to stay visa     □ 
Doctor/dentist visa      □ 

Sponsored carer           □   

Spouse or fiancée visa      □ 
  

Family reunion            □ 
  

Asylum seeker (individual application or via National Asylum Support 

Service NASS)         □ 
Refugee status      □ 
Temporary/humanitarian protection visa    □ 

Exceptional Leave to Remain     □ 

Indefinite Leave to Remain       □ 
Medical evacuee         □  

British citizen            □ 
  

European Union citizen      □ 
  
Other (please specify) ___________________________________ 

 
 
 
 
59. Which statement is true for yourself: 
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a) I chose to come to Britain (e.g. for career opportunities, economic or 

personal reasons)                     □ 
b) I was forced to come to Britain (e.g. war, torture, political reasons, living    

conditions were unbearable)                                                         □ 
c) I was offered to come to Britain (e.g. family reunion, support organisations, 

humanitarian actions etc) 
d) I did not particularly wanted to live in Britain but I had to □ 
 
e) I had no control over that decision (e.g. medical evacuee, did not know 

where         are you going until arrived to Britain)        □ 
 
 
 

THANK YOU 
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APPENDIX IX – FINAL QUESTIONNAIRE USED IN QUANTITATIVE STUDY TO 

GATHER PERSONAL AND DEMOGRAPHIC INFORMATION, ASSESS 

EXPOSURE STATUS, SOCIAL FUNCTIONING AND POST-MIGRATION 

FACTORS 

Many thanks for agreeing to participate in the study.  

It will take approximately 20 minutes to complete the following questionnaire. All 
answers will be kept confidential and anonymous. No identifying information, under 

any circumstances, will be passed to the authorities or anyone else outside the 
research team. The information you provide will be used solely for research 

purposes. 

 

PERSONAL DATA 

 
 
Date:          ID:  
 
Could you please look at the following example that will help you understand 
how to tick the box: 
 
I enjoy British weather:  

Regularly  □ 

  Occasionally  □ 

Sometimes  □ 

Rarely   □ 

Never   □ 
 

We would like to start by asking some general questions about yourself: 
 

1. What is your gender:   □ Male   □ Female 
 
2. What is your date of birth? _______________  
 
3. Please give date of your arrival to Britain (month and year): _________ 
 
4. What is your place of birth? ______________________________ 
 
5.  Where did you live in former Yugoslavia for most of your life before 

coming to Britain? 
 

Specify republic and town or village, please ___________________ 
 

6. Are you:  
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Single      □   Married       □  Living with partner  □ 

                        Widowed □   Separated   □  Divorced                 □ 
7. How would you describe your ethnic group?  
 

Bosnian   □   Croatian      □  Slovenian                □ 
 

Serbian    □   Kosovar       □  Montenegrian          □ 
Albania

    
n  □  Yugoslavian □ Macedonian             □ 

 Other ___________________________________________ 
 

8. What is your level of education?  
 .  

No elementary education  □ 

Less than 8 years   □ 

8 – 12 years    □ 

Undergraduate study   □ 

Other courses (Please specify)  □ 
 

 
RESSETLEMENT FACTORS 

 
 
The following questions are about your life in Britain and integration into 
society. 
 
9. How often do you communicate with your family? 
 

a) In Britain      Regularly (every week)  □   

Occasionally (monthly)  □      

Sometimes    □     
Rarely     □             
Never     □  

b) Outside Britain Regularly (every week)  □   

Occasionally (monthly)  □      

Sometimes    □     
Rarely     □             
Never     □  
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10. Have restrictions ever been placed on you by the immigration 
authorities to visit your home country since you have arrived to 
Britain?  

Yes  □          No  □ 
 

If yes, please state for how long _______________________________ 
 

11.  Are you currently restricted to visit your home? 

Yes  □          No  □ 
12.  Have you ever been restricted from working in Britain? 
 

Yes  □          No  □ 
13.  Are you currently restricted from working in Britain?  

Yes  □          No  □ 
 
14. Are you working at the moment?   

Yes  □          No  □ 
 

15. If yes, are you satisfied with your job?   

Very satisfied   □ 

Satisfied   □ 

Somewhat satisfied  □ 

Unsatisfied   □ 

Very unsatisfied  □ 
 

16. Is your job appropriate for your skills and qualifications (e.g. if you were 
working as qualified teacher back home, are you currently working as a teacher or in a similar 
job that utilises your skills)?  

Yes  □           No  □ 
 
17. If you not working, why is that?  

On welfare   □ 
Health problem  □ 

Looking for a job  □ 

Student   □ 

Disabled    □ 

Retired    □ 

Looking after children  □ 

In job training program □ 
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18. Is anyone in your household currently working?  

Yes  □           No  □ 
 

19. Do you currently live in: 

Rented apartment  □ 

Rented room   □ 

Temporary accommodation □ 
Student’s hall   □ 

Own flat/house  □ 

Council estate   □ 
 
Other ______________________ 
 

20. Are you satisfied with your living conditions in Britain (e.g. flat or a 
house, surroundings etc.?  

Very satisfied  □ 

Satisfied  □ 

Somewhat satisfied □  

Unsatisfied  □ 

Very unsatisfied □ 
21. What was your knowledge of English language upon arrival to Britain?  

Did not speak English at all  □ 

Only knew a few words  □ 

Basic understanding   □   

Fairly good    □ 

Proficient    □ 
 

22. What is your knowledge of English language now?  

Still do not speak English  □ 

Only know a few words  □ 

Basic understanding    □  

Fairly good     □ 

Proficient    □ 
 
  Other (please specify) ____________________________________ 
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23.  Do you regularly speak to anyone in Britain in any language apart from 
English? 

Yes  □  No  □ 
                            
24. Which community support and resources do you utilise regularly (tick 

as many as you wish):  

Voluntary organisations that support people from former Yugoslavia     □ 

Social functions set-up for people from former Yugoslavia         □          

Religious organisations             □ 

Support groups/ counselling             □ 

English classes              □ 

College               □ 

Job training classes                                                                                  □ 

None of the above              □ 
 

Other (please specify) ________________________________________ 
 
Please tell us the extent to which you agree with the following statements:  
 
25. In many ways, I think of myself as British? 

Strongly agree   □ 

Agree    □ 

Neither agree nor disagree □ 

Disagree   □ 

Strongly disagree  □ 
 
26. In many ways, I think of myself as (where do you come from e.g. Croat, 

Serbian, Bosnian, Kosovan, Albanian, Macedonian, Slovenian etc) ? 

Strongly agree   □ 

Agree    □ 

Neither agree nor disagree □ 

Disagree   □ 

Strongly disagree  □ 
 
27. People from former Yugoslavia should try to adopt as much as 

possible of English culture and way of life? 

Strongly agree   □ 

Agree    □ 
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Neither agree nor disagree □ 

Disagree   □ 

Strongly disagree  □ 
 
28. People from former Yugoslavia should try to preserve as much as 

possible of their own culture and way of life? 

Strongly agree   □ 

Agree    □ 

Neither agree nor disagree □ 

Disagree   □ 

Strongly disagree  □ 
 
29. In the last twelve months, has anyone insulted you or physically 

attacked for reasons to do with your ethnicity? By insulted, I mean 
verbally abused, threatened, or been a nuisance to you? 

Yes □   No  □ 
 

30. If yes, how many times has this happened in the last twelve months?  

Once□ More□ 
 
31. Have you ever been refused a job for reasons which you think were to 

do with your race, religious or ethnic background?  

Yes  □  No  □ 
 

 

USE OF HEALTH AND SOCIAL SERVICES 
 

 
 The following questions are about your use of health and social services. 
 
32. When did you last speak to a doctor? 

In the last week   □ 

In the last month   □ 

In the last six months   □ 

In the last 12 months   □ 

Within last five years   □ 

Over 5 years    □ 

Never     □ 
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33. In the last six months, which of these doctors have you spoken to?  

GP         □ 

A hospital doctor at an outpatient clinic  □ 

A hospital doctor (while an in-patient)  □ 

Some other kind of doctor       □ 
 

34. Why did you have contact with your doctor on this occasion? 

A physical problem    □ 

A stress related or emotional problem □ 

Other      □ 
 
35. Over the last six months, have you had any illness or health problem 

that   you did not see your doctor about? 

Yes □            No □ 
 

36.      What was the matter with you?  

A physical problem     □ 

A stress related or emotional problem  □ 

Other       □ 
 

37. In the last twelve months, have you received any treatment, 
counselling or  psychological support for stress, anxiety or other 
psychological problem?  

At your GP practice     □ 

GP referred you to a specialised services  □ 

GP referred you to a local hospital   □ 

Via voluntary organisation    □ 
Post-traumatic Stress Clinic    □ 

Via social services     □ 
Community Mental Health Team   □ 

From friend or family     □ 

None       □ 
 
Other  ________________________________ 
 

38.  Have you ever been admitted to a hospital with a psychological 
problem? 
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Yes □            No □ 
 

39. In the last twelve months, have you been admitted to a hospital with a 
psychological problem? 

Yes □            No  
 

We would like to know whether you were satisfied with care you received 
when you were seen by a doctor last time. Could you please tick the box next 
to the relevant statement and add your comments, if any: 

 
40. The following questions are related to your general practitioner: 
 
 Yes, 

very 
Yes, 
fairly 

No, 
not 
really 

No, 
not at 
all 

Were you satisfied with the room and facilities 
where you were seen 

    

Were you satisfied with the amount of time you 
had to talk to staff about your problems 

    

Did you feel confident that members of staff were 
competent in dealing with your problems 

    

Taking everything into consideration, were you 
pleased with the care you received while you 
received 

    

 
Comments:  
 
 
41.  The following questions are related to a hospital doctor (specialist) 
 
 Yes, 

very 
Yes, 
fairly 

No, 
not 
really 

No, 
not at 
all 

Were you satisfied with the room and facilities 
where you were seen 

    

Were you satisfied with the amount of time you 
had to talk to staff about your problems 

    

Did you feel confident that members of staff were 
competent in dealing with your problems 

    

Taking everything into consideration, were you 
pleased with the care you received while you 
received 

    

 
Comments: 
42. When did you last contact Social Services or Department of Social 

Security (DSS)? 

In the last week     □ 

In the last month     □ 
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In the last six months     □ 

In the last 12 months     □ 

Within last five years     □ 

Over 5 years      □ 

Never       □ 
 

43. In the last six months, why or who did you contact at Social 
Services/Department of Social Security?  

Services for children     □ 

Services for elderly     □ 

Mental health team     □ 

Disability team      □ 

Housing Department     □ 

Issues related to Jobseeker allowance  □ 

Issues related to Incapacity benefits   □ 

None       □ 
 
Other  ____________________________ 
 

 
SOCIAL FUNCTIONING 

 
 
The next set of questions asks about things that some people in your 
situation may have difficulty with. Please tick the statement that comes 
closest to how you have been over the past year. 
 
44. I complete my task at work and home satisfactorily 

Most of the time  □ 
Quite often   □ 
Sometimes   □ 
Not at all   □ 

45. I find my tasks at work and at home very stressful 

Most of the time  □ 
Quite often   □ 
Sometimes   □ 
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Not at all   □ 
46. I have no money problems 

Most of the time  □ 
Quite often   □ 
Sometimes   □ 
Not at all   □ 

 
47. I have difficulties in getting and keeping close relationships 

Most of the time  □ 
Quite often   □ 
Sometimes   □ 
Not at all   □ 

 
48. I have problems in my sex life 

Most of the time  □ 
Quite often   □ 
Sometimes   □ 
Not at all   □ 

 
49. I get on well with my family and other relatives 

Most of the time  □ 
Quite often   □ 
Sometimes   □ 
Not at all   □ 

 
50. I feel lonely and isolated from other people 

Most of the time  □ 
Quite often   □ 
Sometimes   □ 
Not at all   □ 

 
51. I enjoy my spare time 

Most of the time  □ 
Quite often   □ 
Sometimes   □ 
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Not at all   □ 
 

 

 
IMMIGRATION STATUS 

 
 
The following questions are about your immigration history and current 
status in Britain. 
52. What was your immigration status/visa on arrival to Britain?   

Tourist visa              □ 
  

Student visa                □  

Au-pair visa                    □ 

Permission to work visa      □ 
Permission to stay visa     □ 
Doctor/dentist visa      □ 

Sponsored carer           □   

Spouse or fiancée visa      □ 
  

Family reunion            □ 
  

Asylum seeker (individual application or via National Asylum Support 

Service NASS)         □ 
Refugee status      □ 
Temporary/humanitarian protection visa    □ 

Exceptional Leave to Remain     □ 

Medical evacuee         □  

Home country passport     □  
  

Other passports         □  

Identification documents only     □ 
European Union citizen      □ 
 
Other ___________________________________ 

 
53.  What immigration status/visa did you apply for upon arrival (if different 
from your arrival status)?   
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Tourist visa              □ 
  

Student visa                □  

Au-pair visa                    □ 

Permission to work visa      □ 
Permission to stay visa     □ 
Doctor/dentist visa      □ 

Sponsored carer           □   

Spouse or fiancée visa      □ 
  

Family reunion            □ 
  

Asylum seeker (individual application or via National Asylum Support 

Service NASS)         □ 
Refugee status      □ 
Temporary/humanitarian protection visa    □ 

Exceptional Leave to Remain     □ 
Indefinite Leave to Remain     □ 
Medical evacuee         □  
 
Other ___________________________________ 

 
 
54. What immigration status/visa were you granted by the Home Office, in 
the first instance?   
__________________________________________________________________ 
 
55. How long were you waiting for the Home Office’s first decision? 
 

Immediate decision  □ Less than 6 months   □ 

Less than a year      □ 1-2 years    □ 

2-4 years   □ > 4 years    □ 
56. What is your current immigration status?   

Tourist visa              □  

Student visa                □  

Au-pair visa                    □ 
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Permission to work visa      □ 
Permission to stay visa     □ 
Doctor/dentist visa      □ 

Sponsored carer           □   

Spouse or fiancée visa      □  

Family reunion            □ 
  

Asylum seeker (individual application or via National Asylum Support 

Service NASS)         □ 
Refugee status      □ 
Temporary/humanitarian protection visa    □ 

Exceptional Leave to Remain     □ 

Indefinite Leave to Remain       □ 
Medical evacuee         □  

British citizen            □  
European Union citizen      □ 
 
Other (please specify) ___________________________________ 

 
57. Which statement is true for yourself: 

a) I chose to come to Britain (e.g. for career opportunities, economic or 

personal reasons)                                 □ 
b) I was forced/had to come to Britain (e.g. war, torture, political reasons, 

living    conditions were unbearable)                                                         □ 
c) I was offered to come to Britain (e.g. family reunion, support organisations, 

humanitarian actions etc) 
 
d) I had no control over that decision (e.g. medical evacuee, did not know 

where         are you going until arrived to Britain)        □ 
 

 
 

THANK YOU VERY MUCH FOR YOUR TIME 
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APPENDIX XI – HARVARD TRAUMA QUESTIONNAIRE  
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