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Abstract

Aims. Mental health problems have been regarded asfahe onain public health challenges of

immigrants in several countries. Understanding gaderating research-based knowledge on
immigrant health problems is highly relevant foamhing preventive interventions, as well as
guiding social and policy actions. This review airtts map the available knowledge on

immigrants’ mental health status and its associaskdfactors in Norway.

Methods: The reviewed literature about mental health prolsl@among immigrant populations in
Norway was found through databases, such as PUBMEMBASE, PsychINFO and

MEDLINE. About 41 peer-reviewed original articleslgished since 1990s were included.

Results: In the majority of the studies, the immigrant plapions, specifically adult immigrants

from low and middle income countries, have beemdbwith a higher degree of mental health
problems compared to Norwegians and the generallgiopn. Increased risk for mental illness
is primarily linked to a higher risk for accultura stress, poor social support, deprived
socioeconomic conditions, multiple negative lifeeets, experiences of discrimination and
traumatic pre-migration experiences. However, netea this field has been confronted by a

number of gaps and methodological challenges.

Conclusions: The available knowledge indicates a need for priéwve interventions.
Correspondingly, it strongly recommends a comprsiverresearch program that addresses gaps

and methodological challenges.



Background

Mental health disorders make an independent dartioin to the burden of diseases worldwide,
and are an important cause of long-term disabiltgntal health disorders are also linked to the
development of a number of communicable and nonrenicable diseases, and contribute to

both accidental and non-accidental injuries (1).

The relationship between migration and mental hdz#s been the subject of studies for several
decades and is considered a public health chaliengeany countries. Research in the field of
migration and mental health has been difficult aadtradictory findings are abundant (2;3). In
most studies, immigrants and their descendents Ihaae found to be at greater risk for
developing mental illness than mainstream populat(@;3). Nevertheless, the prevalence of
mental health problems has not consistently beendd@o be elevated among immigrants in
general. There are also studies reporting lowasi$eof mental health problems among
immigrants than among host populations; for exapgwene studies on immigrants of Hispanic
ethnic origin in the US (4) and South Asians in th€ (5) reported lower rates of psychological
distress compared to the mainstream populationtaeealth outcomes associated with
migration may therefore vary depending on factohsas socio-cultural and economic contexts,
gender, generation, acculturation or social intégmaand the conditions and reasons under

which migration takes place.

The results of mental health studies among immigpapulations in Norway have not been
reviewed until now. This research review aims tqrttee available knowledge on immigrants’
mental health status and its associated risk fagtoNorway, and to identify lessons from and

knowledge gaps of studies.



Methods
We searched relevant publications through the databases such as PUBMED, EMBASE,

PsychINFO and MEDLINE. The search was based onn{ah@ealth] AND [Norway] AND
[immigrant OR immigration OR ethnicity OR ethnicmority OR migrant OR migration]. The
concepts of ethnicity and ethnic minority were ud#d in the search in order not to miss
immigrant studies because of other concept usaddiition, we scanned the references of
identified publications and searched authors’ oerspnal webpages. We included almost all
original studies, published since 1990s in Englisl Norwegian that primarily reported mental
health problems and associated risk factors in gmanit populations and their descendents in
Norway. Our intent was not to exclude studies dasestrict scientific criteria, or to perform a
traditional quality assessment, but rather to idelas many relevant studies that could enable us
to get an overview of the mental health statusrohigrants. The detailed methodology and

summary of each study can be referred from theighad repoft

Immigrants are defined as being born abroad byfbna&ign-born parents, and registered as
residents in Norway (“first-generation immigrantdforwegian-born to immigrant parents is
defined as those born in Norway with two immigrpatents (before 2000, they were called
“second-generation immigrants”). These two groupsbeing defined as immigrant populations

in Norway.?

*http://www.nakmi.no/Details.asp?article=Public+Health+Challenges+of+Immigrants+in+tNorway%3A+A+Research
+Review&aid=22

2 http://www.ssb.no/innvandring/



Results

Out of 62 peer-reviewed published articles andflmaenmunications on immigrant mental
health, we mainly focused on original articles tieggorted prevalence and/or associated risk
factors for mental health problems among immigramt§orway. The articles were published
between 1990 and 2009. The design of studies islynaioss-sectional, while three of the
studies have longitudinal design with populationd achool-based approaches. Thirteen of the
studies addressed adolescent mental health prolalledihe rest are on adult immigrants. The
main measured outcomes include psychological atlaptanxiety, depression, psychological

distress, hyperactivity and conduct problems. Surgrafthese articles are presented in Table I.

Adolescent mental health

The adolescent studies are ambiguous as to whadloérscent immigrants have more mental
health problems compared to adolescent Norwegidmsever, most studies report higher levels
of mental health problems, such as depressive ymgptemotional symptoms, mental distress,
conduct problems, and peer problems among adoleiseerigrants, particularly among girls,
than among adolescent Norwegians (6-13) (see TaliHactors linked to these increased levels
of mental health problems most notably includegaér risk for acculturative stress (6;10), high
levels of perceived discrimination and identitysi(10;13), parental war experience (7) and the
occurrence of several acute infections (8) (sedeTidb

On the other hand, three studies reported a shff@iehce or even better mental health status in
adolescent immigrants as compared to Norwegiareadehts (9;14;15); for instance, a recent
study among second-generation Vietnamese childirdi8 (years old) surprisingly demonstrated
a better mental health status of Viethamese childeecompared to their Norwegian peers (15).

Possible protective factors for Viethamese childasnseen to be a strong family structure that is



conscious of a tradition and value system, ang#rent’s influence regarding adolescent
socialization and externalizing behaviors (15).

Gender represents a significant factor in the tianaand level of mental health problems among
adolescents. Immigrant girls reported more depressymptoms (6), internalized mental health
problems (9) and poorer psychological adaptatid) {ian did immigrant boys and Norwegian
adolescents, but immigrant boys reported increasaduct problems than did immigrant girls
(16). In contrast, another study found no gendiéerdinces in the level of psychological distress
among immigrant adolescents as well as a non-fgignt difference between immigrant girls

and ethnic Norwegian girls (17).

The specific generation, whether adolescents esedeneration immigrants or second-
generation immigrants, has been mentioned as otiee ghoderators of mental health status. As
for the association between generations and mea#dih status, there is conflicting evidence.
Studies reported that first- versus second-gemeratimigrants did not differ significantly in

their scores of depressive symptoms (6) and psggiaal distress (17). Similarly, second-
generation immigrant youth in Oslo reported sigrifitly fewer emotional and peer problems
than first-generation youth (10). However, wheneffect of gender was taken into account in
the later study, first-generation girls and secgrderation boys appeared to be more vulnerable
to mental health problems as compared to seconergion girls and first-generation boys,

respectively(10).

Adult mental health
Unlike the studies conducted among adolescentqréhalence of mental health problems is
consistently reported to be higher among adult ignamits (30-60 years-old) compared to adult

Norwegians and the general population (19-23).toAke proportion of psychological distress
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among immigrants from different regions, the hidlvess found among immigrants from the
Middle-East (39%), and the lowest among South-Asiamigrants (18.9%) (22). Still, there
was no significant difference between immigrantsrithigh-income countries and Norwegians
(19). While mental health problems are common in-Wéestern immigrant populations, we do
not know whether these problems are becoming nareron over time or whether they have a
higher or lower risk compared to native populationgheir countries of origin.

In Norway, the mental health status of refugeescigipally Viethamese and Bosnian refugees,
has been highly investigated from a longitudinakpective (24-27). These studies reported that
psychological disorders were prevalent in refud@ds?27). The effect of traumatic experiences
for refugees was found to be long-lasting (26)géneral, refugees may be expected to have
experienced more negative life events and extreaweratic stress, such as war, violence and

torture, thereby increasing their vulnerabilitymental health problems.

In general, immigrant women appeared with a higisé&rfor mental health problems compared
to immigrant men (19;20;22;26), but the genderedéhce varied according to the groups being
compared and the geographic origin of immigrants.éxample, a comparison of psychological
distress between Western and Non-Western immigsdmawed that the level of psychological
distress was highest among men who had arrivedtadly most recently from Non-Western
countries (20). Another study utilizing similar datound no significant difference in terms of
psychological distress between immigrants from lamd middle-income countries, but when
specific geographical regions of origin were congpgamwomen from Eastern Europe and the
Middle East experienced significantly higher levelslistress than men from the same regions

(22). As for age groups, only one study reported Wwomen within higher age groups (59/60



years-old) scored significantly higher for psyclgal distress than younger age cohorts, i.e. 30

years and 40/45 years (22).

Studies have reported several risk factors cortiriguo a higher burden of mental health
problems among adult immigrants [See Table Il]. &specifically, reasons cited for why those
from low- and middle-income countries had a higie of mental health problems included
poor social support, deprived economic conditiomgltiple negative life events, and past
traumatic experiences (19;20;22;23;26;28). Origntptrom countries with higher rates of
mental health problems could be another potensklfactor (20). Moreover, the pressure to
adopt Norwegian language and customs may crea&gssind subsequent mental health

problems, while also potentially providing positiefects in the long run (20).

Methodological issues

In the majority of reviewed studies (6-9,11,12,8720,23,22), we found that immigrant
populations have been portrayed as a homogenousabiom despite differences in ethnicity,
culture and traditions, socioeconomic status, ialig background, origin and reason for
migration, generation and length of stay. Thesdistu categorized immigrant populations based
on geographical/economical regions such as South Eastern Europe, Sub-Saharan Africa,
Western versus Non-Western and immigrants from-highsus low-income countries (see Table
). In addition to the ethnic lumping, adolescenidées have also combined both first and second
generation adolescents. Studies have been challevigea low response rate and small sample
size, and questionnaires have not been validatedtdgs-cultural use. Only a few studies
adopted a prospective, longitudinal design (1122%-Moreover, since most of the risk factors

in Table 2 were identified from cross-sectionatsts, it could be challenging to draw

inferences about the direction of associationsaasality.



Discussion

The review of studies can partially conclude tinamigrants in Norway have a higher burden
and greater risk for mental health problems thanaggians in the general population. This
higher risk, specifically among adult immigrantsrfr low-income counties (Non-Western
countries), is primarily associated with social @sdnomic deprivation (19;23), negative life
events both at pre- and post-migration periods2@;23;26), and lack of social support
(19;21;26). Moreover, marginalization, discrimimattiin the housing sector and labor market are
some of the factors that associate with mentalthgabblems amongst immigrant populations
(10;13; 22). This reflects that post-migration tastcould have a role in moderating the mental
health status of immigrants, in which preventivegrzams should be aimed to improve

socioeconomic and social support status of immigpapulations.

In addition, pre-migration experiences are founéxplain a higher burden of mental health
problems in immigrant populations than the genpoglulation, particularly among refugees (24-
27). Such experiences may also explain differeircegental health problems between
immigrants and refugees, and between groups of gramis, depending on the migration class,
country of origin, and period of migration. Refugeeho are forced to leave their country may
have been directly exposed to war, human atrociied violence that may consequently lead to
mental health problems. There is also consideialigidual variation in the length of time and
conditions of migration. While most immigrants aefligees come directly from country of
origin to receiving country, however, others do.r8dme are forced to spend months or even
years in flight and migration, living in refugeengps or in intermediary countries which could

expose them to different risk factors, such asciides diseases, sexual violence, and ongoing



inter-ethnic violence. Future research should floeeeconsider these experiences to address

mental health problems among immigrant populations.

Even though the studies did not show that adolé¢scenigrants are necessarily at higher risk of
developing mental health problems than ethnic Ngrareadolescents, they are generally
expected to have a greater risk for developing lpsyic disorders, most notably because of the
stress related to the immigration process, a ntyposition in the host country and their multi-
cultural background, all of which may contributethe development of mental health problems.
Depending on a number of factors, migrant youth alag experience a lower risk of mental
health problems, known as the “healthy migrantatffdn this phenomenon, a selection of the
fittest people, and a coherent and supportive famuilture could protect them against the
development of mental health problems. Such cdiffgdindings have also been reported in a
review of mental health studies conducted amongantgyouth in other Western countries (32).
At this stage, drawing any conclusion is unsatisfig¢ and it is important to conduct further
follow up studies.

In both adult and adolescent studies, gender islbestablished predictor for mental health
problems. Pre-migration experiences of war or ¢onfind a shift in the status and roles of men
and women in the corresponding society, may explardifferences between men and women
in terms of levels of distress. Furthermore, déferes in the experience of social integration
have been used as possible explanations for thaegelifferences in levels of distress. In men, a
good social integration experience could createfiportunity for paid employment and better
income, with the subsequent positive impacts ottihé20;22). In contrast, social integration in
immigrant women was found to increase psychologittalss because the traditional role of

women within their family can be challenged by otdl values that differ from their own
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(20;22). Also, Dalgard et al. suggested that womefforts to integrate into the Norwegian
community could provoke negative reactions from roktineir own ethnic groups, potentially
leading to conflicts about socially acceptable roand identity (20). Such suggestions to the
effect of gender and social integration processthanl effect on mental health need to be
explored in further studies. Among adolescents emer, the extent to which mental health
problems were reported explains gender differerineshich girls tend to internalize their

psychological distress, while boys externaliz&jlg;17).

The age of immigrants is one of the important deraplgic variables that influence the

efficiency and competence to learn and use a negukge, to interact and socialize with a
society and to cope with healthy or stressful esvinents. Most importantly, the age at which
immigration takes place is a significant moderatahe relationship between social status and
mental health: a study conducted among AsiansariJth showed that those who arrived before
the age of 25 years had inferior mental healtlustitan those who came at or after age 25 years,
despite greater educational gains and income [83Jorway, there is a lack of data that could
explain the association of mental health statusletion to current age and age at migration,

including the relationship with social developmant integration.

The specific generation in immigrant populatiorffeies the stages of immigration and
adaptation, and the exposure towards social andosmvental conditions in the settlement
country. Despite the contradictory findings amolmg adolescent studies, first-generation
adolescents seem to be at higher risk of mentdththpaoblems. This may be due to stress related
to the process of immigration, both pre- and pogjration experiences, and socio-cultural
adaptation for both themselves and their parentstudy conducted in five European countries
found that second-generation immigrant youth (138rs-old) had better psychological

11



adaptation than first-generation immigrant youtithuhe same level of adaptation compared to
their peers (18). Still, there is a paucity of dat@xplain whether the acculturation or social
integration process could be regarded as beinggree or a risk factor for mental health
problems. In addition, lengths of stay, reasomfiagration, socio-economic conditions and
access to a social support system in the settlecoamitry are some of the factors that may be
considered as explanatory factors in research@mgntal health of immigrants (2, 4, 31). In
regard to these factors, however, there is a ldrat@ount of information to explain and compare
mental health problems among immigrants in Norway.

The methodological and conceptual challenge mltethnic lumping may lead to information
bias. In addition, bias may be expected to be comasoa result of differing conceptions of
mental health, health beliefs, and lack of crodticaily validated questionnaires. These
challenges have been repeatedly reported and remoaiasted in the debate about several
immigrant health studies in other Western coun{{28s31). Thus, future studies should address

these challenges and adopt ethnicity based studies.

Conclusions and implications

Mental health promotion should thus be aimed towamimigrant populations, especially those
from low-income countries. Preventive programs sthde implemented with a comprehensive
integration policy that focuses on social suppgstams and economic conditions, as well as
addressing the special needs of age and gendedu€Ctimg further studies is an urgent need and
should meet the aforementioned methodological ehg#s and limitations. It is important to
adopt a prospective and longitudinal design armbtwluct a comparison with both the
Norwegian and original population. Qualitative sesdshould also be conducted in order to

explore migration-related factors and to develdpucally validated instruments. Additionally,

12



such studies should address the role and effegy@fgender and generation in social integration

process and their effect on mental health, expglweassociation between mental health

problems and somatic illness, mental health andi@tiz and develop culturally sensitive and

validated instruments.

(1)

(2)
(3)

(4)

(5)

(6)

(7)

(8)

(9)

(10)

Reference List

Prince M, Patel V, Saxena S, Maj M, Maselko J, Phillips MR, et al. No health without mental
health. Lancet 2007 Sep 8;370(9590):859-77.

Bhugra D. Migration and mental health. Acta Psychiatr Scand 2004 Apr;109(4):243-58.

Goodman A, Patel V, Leon DA. Child mental health differences amongst ethnic groups in Britain:
a systematic review. BMC Public Health 2008;8:258.

Vega WA, Kolody B, Aguilar-Gaxiola S, Alderete E, Catalano R, Caraveo-Anduaga J. Lifetime
prevalence of DSM-III-R psychiatric disorders among urban and rural Mexican Americans in
California. Arch Gen Psychiatry 1998 Sep;55(9):771-8.

Nazroo JY. Rethinking the relationship between ethnicity and mental health: the British Fourth
National Survey of Ethnic Minorities. Soc Psychiatry Psychiatr Epidemiol 1998 Apr;33(4):145-8.

Fandrem H, Sam DL, Roland E. Depressive Symptoms Among Native and Immigrant Adolescents
in Norway: The Role of Gender and Urbanization. Soc Indic Res 2009;92(1):91-109.

Lien L, Oppedal B, Haavet OR, Hauff E, Thoresen M, Bjertness E. Own and parental war
experience as a risk factor for mental health problems among adolescents with an immigrant
background: results from a cross sectional study in Oslo, Norway. Clin Pract Epidemiol Ment
Health 2006;2:30.

Lien L, Haavet OR, Thoresen M, Heyerdahl S, Bjertness E. Mental health problems, negative life
events, perceived pressure and the frequency of acute infections among adolescents. Results
from a cross-sectional, multicultural, population-based study. Acta Paediatr 2007 Feb;96(2):301-
6.

Lien L. The association between mental health problems and inflammatory conditions across
gender and immigrant status: a population-based cross-sectional study among 10th-grade

students. Scand J Public Health 2008 Jun;36(4):353-60.

Oppedal B, Roysamb E, Heyerdahl S. Ethnic group, acculturation, and psychiatric problems in
young immigrants. J Child Psychol Psychiatry 2005 Jun;46(6):646-60.

13



(11)

(12)

(13)

(14)

(15)

(16)

(17)

(18)

(19)

(20)

(21)

(22)

(23)

Sagatun A, Lien L, Sogaard AJ, Bjertness E, Heyerdahl S. Ethnic Norwegian and ethnic minority
adolescents in Oslo, Norway. A longitudinal study comparing changes in mental health. Soc
Psychiatry Psychiatr Epidemiol 2008 Feb;43(2):87-95.

Sund AM, Larsson B, Wichstrom L. Psychosocial correlates of depressive symptoms among 12-
14-year-old Norwegian adolescents. J Child Psychol Psychiatry 2003 May;44(4):588-97.

Virta E, Sam DL, Westin C. Adolescents with Turkish background in Norway and Sweden: a
comparative study of their psychological adaptation. Scand J Psychol 2004 Feb;45(1):15-25.

Sam DL, Virta E. Intergenerational value discrepancies in immigrant and host-national families
and their impact on psychological adaptation. J Adolesc 2003 Apr;26(2):213-31.

Vaage AB, Tingvold L, Hauff E, Van TT, Wentzel-Larsen T, Clench-Aas J, et al. Better mental
health in children of Vietnamese refugees compared with their Norwegian peers - a matter of
cultural difference? Child Adolesc Psychiatry Ment Health 2009;3(1):34.

Lien L. Does length of stay in Norway influence the mehgalth status of adolescent
immigrants? Results from the young part of the ®@glalth studyNorsk tidsskrift for
migrasjonsforskning 2006;2:14-30.

Oppedal B, Roysamb E. Mental health, life stress and social support among young Norwegian
adolescents with immigrant and host national background. Scand J Psychol 2004 Apr;45(2):131-
44,

Sam DL, Vedder P, Liebkind K, Neto F, Virta E. Immigration, acculturation and the paradox of
adaptation in Europe. Eurpean Journal of Developmental Psychology 2008;5(2):138-58.

Dalgard OS, Thapa SB, Hauff E, McCubbin M, Syed HR. Immigration, lack of control and
psychological distress: findings from the Oslo Health Study. Scand J Psychol 2006 Dec;47(6):551-
8.

Dalgard OS, Thapa SB. Immigration, social integration and mental health in Norway, with focus
on gender differences. Clin Pract Epidemol Ment Health 2007;3:24.

Syed HR, Dalgard OS, Dalen |, Claussen B, Hussain A, Selmer R, et al. Psychosocial factors and
distress: a comparison between ethnic Norwegians and ethnic Pakistanis in Oslo, Norway. BMC
Public Health 2006;6:182.

Thapa SB, Hauff E. Gender differences in factors associated with psychological distress among
immigrants from low- and middle-income countries--findings from the Oslo Health Study. Soc
Psychiatry Psychiatr Epidemiol 2005 Jan;40(1):78-84.

Thapa SB, Dalgard OS, Claussen B, Sandvik L, Hauff E. Psychological distress among immigrants

from high- and low-income countries: findings from the Oslo Health Study. Nord J Psychiatry
2007;61(6):459-65.

14



(24)

(25)

(26)

(27)

(28)

(29)

(30)

(31)

(32)

(33)

Hauff E, Vaglum P. Vietnamese boat refugees: the influence of war and flight traumatization on
mental health on arrival in the country of resettlement. A community cohort study of
Vietnamese refugees in Norway. Acta Psychiatr Scand 1993 Sep;88(3):162-8.

Hauff E, Vaglum P. Chronic posttraumatic stress disorder in Vietnamese refugees. A prospective
community study of prevalence, course, psychopathology, and stressors. J Nerv Ment Dis 1994
Feb;182(2):85-90.

Hauff E, Vaglum P. Organised violence and the stress of exile. Predictors of mental health in a
community cohort of Vietnamese refugees three years after resettlement. Br J Psychiatry 1995
Mar;166(3):360-7.

Lie B. The psychological and social situation of repatriated and exiled refugees: a longitudinal,
comparative study. Scand J Public Health 2004;32(3):179-87.

Syed HR, Dalgard OS, Hussain A, Dalen I, Claussen B, Ahlberg NL. Inequalities in health: a
comparative study between ethnic Norwegians and Pakistanis in Oslo, Norway. Int J Equity
Health 2006;5:7.

Friis R, Yngve A, Persson V. Review of social epidemiologic research on migrants' health:
findings, methodological cautions, and theoretical perspectives. Scand J Soc Med 1998
Sep;26(3):173-80.

Mollersen S, Holte A. Ethnicity as a variable in mental health research: a systematic review of
articles published 1990-2004. Nord J Psychiatry 2008;62(4):322-8.

Raj S.Bhopal. Research on and with ethnic minority groups: past and future. Ethnicity, race, and
health in multicultural societies: foundations for better epidemology, public health, and health
care.Oxford: Oxford University Press; 2007. p. 243-83.

Stevens GW, Vollebergh WA. Mental health in migrant children. J Child Psychol Psychiatry 2008
Mar;49(3):276-94.

Leu J, Yen IH, Gansky SA, Walton E, Adler NE, Takeuchi DT. The association between subjective

social status and mental health among Asian immigrants: investigating the influence of age at
immigration. Soc Sci Med 2008 Mar;66(5):1152-64.

15



Table I. Summary of main immigrant mental heattidges in Norway

Author (s) and
[Ref. NoJ

Sample

outcome measure

I nstrument for
measuring mental
health problems

Design and analysis

Objective

Dalgard, O.S. et | 15,723 adults living in Oslo| Psychological HSCL-25 Population-based, cross-To compare the level of
al., 2006 [19] distress sectional. ANOVA and | psychological distress between
multiple linear Norwegian born and immigrants,
regression and to investigate the explanatory|
factors
Dalgard, O.S. et | 15,899 adults living in Oslo:| Psychological HSCL-10 Population-based, cross-To investigate the relationship

al., 2007 [20] 1,448 immigrants from Non4 distress sectional. General linear between social integration and
Western and 1,059 model and multiple psychological distress
immigrants from Western linear regression
countries.

Fandrem, H. et al.,| 3,431 native Norwegian and Depressive 6-item scale adopted School-based, cross- To examine the role of socio-

2009 [6] immigrant adolescents aged symptoms from HSCL sectional. ANOVA. demographic factors on depressi

13-15 years.

symptoms

Hauff, E. and
Vaglum, P.,1993,
1994, 1995 [24-26

145 adult Viethamese
refugees.

Mental disorders,
and post-traumatic
stress syndrome

Symptom Checklist-
90 R Global
Assessment Scale

A 3-year, prospective,
community cohort.
Multiple linear and
logistic regression

To study mental health status both
during and after settlement

Lie, B, 2004 [27]

21 Bosnian refugees
returning to Bosnia and 175
refugees remaining in exile
in Norway.

Psychological and
somatic symptoms

HSCL-25, PTSS-16
and HTQ

Longitudinal,
comparative cohort. Chi
square and point-bi-
serial correlation

To explore possible differences in
the longitudinal course of
psychological and somatic
symptoms

Lien, L. et al., 7,345 adolescents aged 154 Mental health HSCL-10 and SDQ School-based, cross- | To describe the prevalence and
2008 [9] 16 years, 24% have problems* and sectional. Logistic investigate the association betwee
immigrant backgrounds. inflammatory regression mental health problems and
conditions inflammatory conditions
Lien, L. et al., 7,343 adolescents aged 154 Mental health HSCL-10 and SDQ School-based, cross- | To study the association between
2007 [8] 16 years, 24% have problems* and acute sectional. Logistic mental health problems, negative
immigrant backgrounds. infections regression life events, perceived pressure at
school and the frequency of acute
infectious illnesses
Lien, L, et al., 7,343 adolescents aged 154 Mental health HSCL-10 and SDQ School-based, cross- | To investigate differences in
2006 [7] 16 years, 24% have problems* sectional. One-way internalizing and externalizing

immigrant backgrounds.

ANOVA

mental health problems between
adolescents exposed and not
exposed to their own and parental

war experience

e
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1

2  Table I. continued.

Author(s) and

Sample

Outcome measure

Instrument for
measuring mental

Design and analysis

Objective

)

[Ref. N h
ealth problems
Oppedal, B. et | 1,295 adolescents (1@rade) | Psychiatric problems| SDQ School-based, cross- | To investigate the effects of ethni
al., 2005 [10] with 11 ethnic origins. sectional. ANOVA origin and acculturation factors or
psychiatric problems
Oppedal, B. et | 633 adolescents {gyrade) Psychological HSCL-25 School-based, cross- To investigate differences in the
al., 2004 [17] with different ethnic origins. level of mental health, life stress

distress

sectional. ANOVA

and social support among
adolescents with immigrant and
domestic backgrounds

Sagatun, A. et

2,489 adolescents aged 15-1

8Mental health

HSCL-10 and SDQ

Longitudinal, one

To compare changes in self-

hd

al., 2008 [11] years; 54% from ethnic problems baseline and one follow | reported mental health between
minorities. up. MANOVA adolescents with ethnic Norwegian
and ethnic minority backgrounds
Sam, D.L. and | 574 adolescents with Psychological 15-items to measure | School-based, cross- To investigate the relationship
Virta, E., 2003 | Pakistani, Viethamese and | adaptation depression, anxiety | sectional. ANOVA between intergenerational value
[14] Norwegians backgrounds and psychosomatic discrepancies and psychological
symptoms adaption
Sam, D.L. et 642 adolescents (13-18-yeart Psychological 15-items to measure | School-based, cross- To explore immigrant paradox
al.,2008 [18] old) with Pakistani, Turkish, | adaptation depression, anxiety | sectional. MANOVA towards psychological adaptation
Viethamese and Norwegians and psychosomatic
backgrounds symptoms
Syed, H.R. et 13,581 Norwegian-born 339 | Psychological HSCL-10 Population-based, crosst To investigate the association
al., 2006 [28] ethnic Pakistanis (adults). distress sectional. Logistic between psychological distress a
regression psychosocial factors among
Pakistani immigrants and ethnic
Norwegians
Sund, A.M., et | 2,465 adolescents(12-14-yearDepressive symptomsMood and Feeling School-based, cross- To examine the relationship
al., 2003 [12] old):65 adolescents with Questionnaire sectional. between psychosocial factors and
immigrant backgrounds ANOVA/ANCOVA depressive symptoms
Thapa, S.B. et | 2,246 adult immigrants from | Psychological HSCL-10 Population-based, crosst To compare and explain
al., 2007 [23] high- and low-income distress sectional. Logistic psychological distress between
countries. regression immigrants from low- and high-
income countries
3
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2  Table I. continued.

Author(s) and

Sample

Outcome measure

Instrument for
measuring mental

Design and analysis

Objective

[Ref. N
health problems
Thapa, S.B. et | 1,536 adult immigrants from | Psychological HSCL-10 Population-based, crosst To compare and explain gender
al., 2005 [22] middle- and low-income distress sectional. Logistic differences of psychological
countries. regression distress among immigrants from
low- and middle-income countrieg
Vaage, A.B. et | 94 Norwegian-born children | Mental health SDQ Cross-sectional from a | To compare the mental health of
al., 2009 [15] from Vietnamese refugees | difficulties longitudinal community | Norwegian born children from
aged 4-18 years. cohort. Chi-square and t- Viethamese refugees with that of
test Norwegians
Virta, E. et al., | 840 adolescents with Turkish, Psychological 15-items to measure| Comparative school- To assess the psychological
2004 [13] Swedish and Norwegian adaptation depression, anxiety | based, cross-sectional. | adaptation of adolescents with a

backgrounds.

and psychosomatic
symptoms

ANOVA

Turkish background in Norway
and Sweden

3 * Anxiety, depression, hyperactivity and conduailgems

4  Keys: HSCL-Hopkins Symptom Check List, SDQ-Strergtfficulties Questionnaire, ANOVA-analysis of varice, MANOVA- Multivariate analysis
5 of variance, PTSS-Post-Traumatic Stress Syndrom€-HHarvard Trauma Questionnaire
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Table Il. Risk factors for mental health problemsoag immigrants in Norway

Risk factors Ref. No. Positive Negative
association association
with risk with risk

Female gender* and (26) X

Older age* (22) X

Middle East background: (22) X

Immigrantsfrom low-income countries* (29) X

Urbanization (6) X

Less annu family income(<200,000NOK)* (19;23 X

Lacking a paid job or unemploymen (19;23 X

Lack of a close confident* and (26) X

Chronic family separation * and (26)

Experience of denial of housinc (22) X

Experience of denial of job: (22) X

Living without a partner* (22) X

Parental war experienc @) X

High level of family values (20) X

High level of host and ethnic cultural competer (10) X

Conflict in intimate relationship’ (20) X

Negative life events** and (8;19;22;23;2¢ X

Experience of powerless (19;21 X

More marginalization (13) X

More perceived discriminatiol (10;13 X

Identity crisis’ (10;13 X

Lack of/poor social support (19;21 X

Visits made by Norwegians (22) X

Having two or more acute infectior (8) X

Past traumatic experience (22;26 X

Originating from countries with higher rates (20) X

mental health problems

» *Adolescent samples, **Adult samples
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