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Abstract 
 
There is an on going debate in academia on the health of immigrants in their host countries. 
Many studies have indicated that immigrants tend to have poor health as compared to the native 
born population. Researchers in this field however hold divergent views on the causes of the 
poor health of immigrants. One school of thought attributes poor health of immigrants to pre-
migration period .The contenders of this theory argue that during this period immigrants 
experience and are subjected to hardships which will affect their health later on in their lives. On 
the other hand, some researchers view post migration period as an ultimate determinant of the 
poor health of immigrants in their host country. These researchers ascertain that during this 
period immigrants are faced with many challenges of adaptation and most often lack good 
integration in their host countries which hampers their health. 
 
The aim of this study is to explore and describe the impact of migration and integration on the 
health of African immigrants in the Swedish society. A combination of both qualitative and 
quantitative methods was used to collect and analyze data with the help of the “triangulation 
“technique. A structured questionnaire was used as a guideline to the in-depth interviews 
conducted with African immigrants who have lived in Sweden for a period of five to twenty 
years and plus. Twentyfive African immigrants from fourteen African countries took part in this 
research. This study was conducted in the city of Linköping in Sweden. 
 
Results from this study revealed that majority of African immigrants self rated their health as 
being good. Many affirm to be in good health. However, a majority of African immigrants 
reported psychosomatic symptoms such as stress, fatigue, and other illnesses such as high blood 
pressure, and diabetes. It was also observed that African immigrants hardly seek medical help 
except when necessary. Health as defined by immigrants is “a combination of physical and 
mental well being”,” health is ” happiness and joy”, health is “self realization and self esteem”, 
health is “vitality”, Health is a “sine qua non condition to good life”. However mastery of the 
Swedish language, and flexible opportunities, which will enable immigrants to access the labor 
market and be self-sufficient, may improve the immigrants health condition. Also integration of 
immigrants’ health professionals in the Swedish health care system may be a vital tool to 
encourage immigrants to seek health attention and improve their health condition. 
 
Key words: migration, integration, African immigrants, health, and Swedish society. 
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Chapter 1:  Introduction 
 
Transborder migrations mark the history of humanity. The quests for wealth, striving for a good 
life, and  the fear of repression, are some of the reasons which motivate people to leave their 
places and countries of origin and settle elsewhere. According to estimates of the Population 
Division of the United Nations Department of Economic and Social Affairs, some 175million 
people, 2.3% of the world population or 1 out 35 people lives outside their country of birth 
(IOM, 2002). 
 
Human calamities and natural disasters such as earthquake, famine, droughts, floods, poverty, 
and wars, also provoke massive flow of individuals escaping and seeking refuge in safer areas 
often outside their homeland. Since January 1997, foreigners can apply for asylum in Sweden 
because of natural catastrophes (migration.ucdavis.edu). Contemporary social changes, 
consolidated by economic and political liberalism, which lift barriers amongst nations, pave the 
way to human mobility. Likewise, globalization and industrialization trigger migratory 
movements from one country towards another and within a country itself. Millions of 
“economic” and other migrants have taken advantage of improved communications in the last 
few decades to seek new lives in other, mainly Western countries. Modern migratory patterns 
can be extremely complex and contain a mix of economic migrants, genuine refugees and others 
(UNHCR2003: 9). With increased global mobility and a growing of severe conflicts and wars, 
people from Africa and Asia seeking  shelter have become a growing source of migrants in 
recent years (Gueutchva et al , 2003). 
 
The idea to carry out this research emanated from personal experiences. I have been a refugee for 
half of my life, and my family was resettled in Sweden by the UNHCR as “Quarter refugees”.  I 
have always been eager, curious and fascinated to explore scientifically the impact of migration 
and integration on the health of immigrants in the Swedish society. Also working as a part time 
translator with the Swedish Migration Board and in the various health services and especially at 
the Refugee Medical Center (Flykting Medicinskt Centrum) in Norrköping and helping asylum 
seekers, refugees, and other immigrants in need of administrative and medical help has also in a 
way opened up my eyes and has broadened my knowledge on immigrants’ issues in the Swedish 
society. 

 
I was in Switzerland at the eve of the famous referendum which was to determine whether the 
second and third generation of immigrants could be exempted from the traditional everlasting 
long routine of getting Swiss citizenship. The idea behind the law submitted to the referendum 
was to make things easier for the second and third generations, who most of the times were born 
in Switzerland to parents who had lived several years in Switzerland. For the fourth time in 
twenty years, Swiss people rejected this proposal and I vividly remember one reason advanced 
by those who were against the proposal in a television debate: “How can we allow second and 
third generation  immigrants to become Swiss citizens when some of them will not dare to bathe 
in the same swimming pools with our children”? ”How can we make immigrants Swiss citizens 
when they will not accept to be buried in our own graveyards and will always consider us as 
unclean (des infidèles)? This drew my attention and I started asking myself what role did the host 
country play in the integration process of immigrants and this was a starting and a turning point 
in my inquiry.  
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The next day, I visited the UN library in Geneva where I collected my first material for this 
research. Back home to Sweden, the interest to do research in this field was nurtured as I went 
further in my studies at Tema Health and Society. When I subsequently discovered that there was 
insufficient data on the health of African Immigrants in Sweden, my interest grew even stronger. 
The project was developed and concretized through long fruitful discussions with my teachers in  
the Department. My data resources include The UN Library in Geneva, the University of 
Linköpng library, Pub Med database, The Norrköping Refugee Medical Center Library, and 
Interviews with 25 Africans living in Linköping. 
 
 
1.1 Aims of the study 
 
The principal aim of this study is to appraise, elucidate and describe the impact of migration and 
integration on the health of African immigrants in the Swedish society with special focus on 
African immigrants in Linköping. The study will also help to identify factors, which determine 
the health of African immigrants in Sweden. 
 
1.2 Significance of the study 
 
 There is no health care plan for immigrants’ needs. The influences of ethnicity, migration, and 
cultural factors in the host country have received no attention in the health care planning 
(Sundqvist, 1994:9). There is lack of knowledge about food and health thinking on the part of 
health and nutrition professionals when informing various immigrants groups (Jonsson 2001:2). 
Little is known about the health of African Immigrants; only a handful of studies on the health 
condition of Africans is available (Sundqvist, 2001:19). 
 
Several Swedish studies have demonstrated poor health among foreign-born immigrants, but 
only few have managed to demonstrate the association between migration and health. The 
absence of representative data on self-reported health status in ethnic minorities in Sweden limits 
our knowledge about the burden of poor health and appropriate primary prevention 
programmmes and medical services. Moreover the absence of data on psychosocial and 
economic living conditions on ethnic minority populations is a serious drawback in 
understanding the poor health of immigrant populations from non-westernized countries 
(Lindström 2001: 97). 
 
Lack of adequate information on the impact of migration and integration of African Immigrants 
in the Swedish society makes it difficult for health professionals to understand immigrants who 
seek their help, a situation which can lead to misunderstanding between both parties. It would 
also be difficult for decision- makers, to initiate, implement appropriate and suitable policies for 
the welfare of immigrants in general, and to that of African immigrants in particular, as long as 
there is still a scientific gap on the issue. In order to improve the poor health conditions of 
immigrants, there is a great need for research in this field which will scrutinize and clarify the 
causes of the poor health of immigrants and determine the needs to be met. I therefore, hope that 
this study will serve as a guideline for both health professionals and decision makers in Sweden. 
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1.3 Statement of the problem 
 
The Swedish Health care system is a socially responsible system with an explicit public 
commitment to ensure the health of citizens. Immigrants and residents qualify for the same 
health care services as citizens. An advanced and extensive system of social security provides 
universal benefits for sickness, maternity and unemployment, childcare, the elderly and the 
disabled (Hjortsberg & Ghatnekar 2001:6). Why do immigrants tend to have poor health 
compared to native Swedes? Do immigrants not make use of or benefit from health care facilities 
available to them? Why are African immigrants in Sweden prone to mental sicknesses, cancer of 
the womb, perinatal mortality? (Sundqvist et al, 2001). Why do Africans and Asians make few 
visits to  primary healthcare facilities? (Sundqvist 1994, 78). Why is the health of immigrants in 
Sweden in general precarious and susceptible to illnesses like cancer, coronary heart diseases, 
cardiovascular diseases, mental sicknesses, obesity, suicide, and attempt to suicide? 
 
1.4 Research Questions 
 

• Does migration to Sweden influence the health of African Immigrants in Linköping? 
• How does and what effects,  if (any), does integration (in) the Swedish society have on 

the health of African Immigrants in Linköping? 
 
1.5 Migration to Sweden: A historical overview 
 
Migration to Sweden is not a new phenomenon; it dates back to the middle ages. It has 
nevertheless evolved over time changing patterns and ushering in new trends of immigrants. 
Today, Sweden is a multicultural and multiethnic society (Sundqvist 2001:16). More than 150 
languages are spoken in Sweden (Jonsson 2001: idem). Immigrants comprise between 11 and 12 
percent of the total population (Jonsson 2001:1, Sundqvist, 2001: idem, Hjerm 2001: idem). In 
Sweden immigration has been 30000 to 40000 a year, with about 75% of the immigrants entering 

to join family members in Sweden (www.migration.ucdavis.edu/Sweden). 46857 persons were 
granted residence permits in Sweden in 2003, 6460 of them as refugees or on other protective 
grounds and for humanitarian reasons. 942 persons were brought to Sweden within the so-called 
quarter refugee. Residence permits were granted to 24553 persons because of family ties; permits 
to visiting students were granted to 5509 persons and permits on the grounds of adoption to 782 
people. Residence permits under the EU/EEA agreements were issued to 9234 persons. 
Altogether 31355 persons requested asylum in Sweden in 2003. The largest group consisted of 
citizens of Serbia and Montegonero (5305), the second and third largest groups came from 
Somalia (3069) and Iraq (2700) (Migrationsverket.se). 
 
 
From an international perspective, Sweden has a liberal and generous policy when it concerns 
migration and asylum. The policy has been extended and strengthened after Sweden ratified the 
Geneva Convention of 1951, through which it committed itself to take in regularly a given 
number of political refugees that is quarter refugees. During the 1990, Sweden granted asylum to 
40% of all asylum seekers. An important number compared to countries such as Germany, 
Austria (Hjerm1996: 28). In 2003, there were 62.339-registered African born immigrants in 
Sweden (SCB, 2003 table). This number does not include children born to African immigrants, 
nor children whose one parent has an African origin. 
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Before World War I, there was no border control in Sweden. When the war broke out and in 
the midst of the uncertainties surrounding the events that followed the war, a good number of 
immigrants sought refuge in Sweden. The Government realized that it was necessary to 
somehow limit the entry of foreigners in the country, it therefore instituted in 1917 a new law 
“pass tvånget” to curb migration influx (Cronlund, 2003). In Sweden Vikings were traveling 
relentlessly all over the world and had come into contact with other nations. Stockholm, which 
was founded in the middle of the 12th century, was a cosmopolitan city with many nationalities 
and apart from the Swedish language; one could hear German, Finish, and Dutch.  

 
Foreigners who came to Sweden played significant roles in different spheres of the society 
(Cronlund, 2003). Other groups of people have been coming to Sweden for centuries Examples 
of this kind of “historical immigration” include: 
 

• Hanseatic Germans in the Middle ages 
• Finns who settled in the Mälardalen Valley region around Stockholm in the 16th century 
• Walloons who were brought over to teach Swedes the iron trade 
• Gypsies or Roma who began arriving as early as 16th century 
• Savolar Carelian Finns, granted tax relief if they settled in primeval forestland in the 

17th century in the area now known as “Finn Territory” 
• Jews who were allowed to settle in four Swedish towns in the 18th century. 
• French artists, philosophers and intellectuals in the 18th century. 
• Italian stuccoists when the stone towns of the 19th  century were being built. 
• Scots who among other things started breweries (migrationsverket.se)  

 
Sweden has also been an emigration country. During the period of 1851-1930, a significant 
number of Swedish born subjects emigrated from the country to the United States of America. 
However every year since 1930, except for a couple of years in 1970s, immigration has exceeded 
emigration (Migrationsverket.se). Charles Westin (2003:170) asserted that modern immigration 
to Sweden might be thought to be divided in four rather distinct stages 
 

• Refugees from neighboring countries 1940-1948 
• Labor immigration from Finland and Southern Europe 1949-1971 
• Family reunification and refugees from the third world countries 1972-89 
• Asylum seekers from South Eastern Europe 1990-present. 

 
 
After the Second World War, Europe was a torn continent. Sweden remained neutral and never 
participated in the two world Wars. The post war era saw Sweden as an emerging industrial 
country.  Swedish industries were in high need of extra workers to meet their demands. The local 
workers were no longer sufficient therefore; Sweden was compelled to recruit labor workers 
outside the country. During the 1950s-1960s, there were free movements of labor workers to 
Sweden; some of these labor immigrants returned to their home countries, but a majority of them 
remained and settled in Sweden forever (Hjerm 1996). These labor immigrants came mostly 
from other Scandinavian countries and Southern Europe such as Finland, Italy, Yugoslavia, 
Turkey, and other countries. 
 



 9 

However, in the 1970s new alterations occurred in the Swedish migration policy and new laws 
regulating migration were enacted. During this period, Sweden experienced economic recession 
and the country found itself with an excess of labor workers. In the meantime, the Swedish trade 
unions were campaigning vehemently against the recruitment of foreign labor workers (Hjerm 
1996). In 1973, a new wave of refugees arrived to Sweden from Latin America fleeing from 
dictatorship regimes such as Chile and Argentine. In 1980 asylum seekers from Iraq, Iran, 
Lebanon, Syria, Turkey and Eritrea began to increase in number throughout Western Europe. 
Towards the end of the decade, people from Somalia, Kosovo, and from several of the former 
states of Eastern Europe began to join the queue of asylum seekers. In 1990, the collapse of the 
Yugoslav federation caused a new storm of refugees seeking sanctuary in Sweden and in other 
parts of the world. Sweden welcomed and granted refugee status to 100000 Bosnians 
(Migrationsverket.se). 
 
 
 1.6 Africans in Sweden   
    
 Already in the 1960s, there was a significant number of Africans from South Africa and 
Namibia. Many of these Africans were politically active students who had managed to acquire 
refugee status and were studying at different universities and institutions in Sweden. Their 
education was meant to be used in their respective countries of origin once independence was 
obtained. There was also a large group of Liberian students who were enrolled either at the 
various universities or admitted to other forms of education. The largest  group of Africans came 
from East Africa especially from Kenya and Tanzania. As beneficiaries of the Swedish aid 
programmes, these countries benefited greatly from that special bilateral relationship.  
It was therefore easy for the citizens of these countries to come to Sweden. Some were awarded 
government scholarships while others benefited from professional formation programmes 
offered and organized by private Swedish industries. 
 
In the 1970s new African groups emerged in Sweden. In this category were Eritreans and 
Gambians. Gambia had become a popular paradise, which attracted many Swedish tourists. 
During their holidays in Gambia, Swedes sometimes established some ties with the local people 
who were much captivated by their guests’ affluence. Sweden thus became a “dream land” for 
Gambians who sold what they had and set on the journey to the “promised “land. Upon arrival to 
Sweden, things did not go as expected, as they found a society with strict laws. The tourist visa, 
which most Gambians were granted for entry to Sweden, was only valid for three months after 
which they were expected to return back. Most of Gambians remained in Sweden and were 
living illegally and in hiding. For this reason, Gambians distanced themselves from other African 
fellows (Yamba, in ISV: 1983). 
 
War and civil strife in Ethiopia and Eritrea gave rise to thousands African refugees seeking 
asylum to Sweden. Since the end of the 1970s, 11000 Eritreans have been granted residence 
permits to stay in Sweden. The political turmoil in Somalia led to thousands of Somalians 
dispersed all over the world. In Sweden 13000 obtained residence permits under humanitarian 
principles (Sundqvist 2002). Instability, political upheaval and poverty, in Africa continue to be 
the main reasons of Africans massive exodus to Sweden. 
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Chapter 2. Theoretical and Conceptual Framework of the Study 
 
 
2.1The concept of Migration 
 
Simply put, migration is about the spatial movement of people from one country to another or 
within a country. Migration can be voluntary or forced. Migration has multiple dimensions, 
namely economic, social, political, and psychological (Emerique & Camilleri, 1989). Mac 
Lachlan (1997:123) maintained that patterns of migration reflect changes in the economic, social 
and cultural relationships between different people. However the combination of poverty, rapid 
population growth and environmental damage (for example, soil erosion) often create instability 
in the outpouring of people. Cohen (1996: xii) argued that migration could be better understood 
within a realm of nine dyads, which he developed. They are: 
 

• Individual vs. contextual reasons to migrate 
• Rate vs. incidence 
• Internal vs. international migration  
• Temporary vs. permanent migration 
• Settler vs. labour migration  
• Planned vs. flight migration 
• Economic migrants vs. political refugees 
• Illegal vs. legal migration 
• Push vs. pull factors. 

 
Lee (1966:16) posited, “Migration is defined as permanent or semi permanent change of 
residence. No restriction is placed upon the distance of the move or upon the voluntary or 
involuntary nature of act and no distinction is made between external or internal.”Nikolinakos 
(1975:84) argued that “migration is a many sided phenomenon and can be viewed from different 
perspectives. It is a movement of population within a country of or between countries, it is an 
individual phenomenon affecting the lives of the entire families, it is a class phenomenon 
involving the proletarization of masses of people. According to Kunz (1975:67) in traditional 
parlance “migrations is based on push and pull factors. The “push “ factor of the old home 
environment provides the future migrant with causal motivations to leave the old country and the 
“pull” factor of the country of choice provides him with a purpose and wish to migrate.” The 
Swedish migration board defines migration as “including all types of resettlements i.e. both 
resettlement, flight or expulsion and voluntary resettlement for the purpose of studies, of finding 
a better job or being reunited with a beloved family or husband or wife”. In some other countries 
migration is only used to describe voluntary   resettlement usually of labor (migrationsverket.se). 
Migration in this study relates to the Swedish migration board definition of “migration”. 
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2.2 The concept of immigrants 
         
According to the Oxford Advanced Learners Dictionary (2000:647), an immigrant is “a 
person who has come to live permanently in a country that is not his own.” Dasen et al 
(1988:219) defined immigrants as those who move from one cultural national situation to 
another, who do so voluntarily and of the intention of it being permanent. In Sweden the concept 
of immigrant is used to assign people born outside Sweden who have migrated to Sweden, or 
more generally people with foreign background (Broomé et al 2001:14 & Linköpings Kommun 
2003:7). Åklund (2003:256-257) argued that “in official terminology, the word ’immigrants’ 
covers not only citizens of foreign countries but also people one or both of whose parents were 
born abroad. An immigrant can thus be a second generation Swedish citizen. In the every public 
debate, however the word ’immigrant’s has rather pejorative overtones, being used as a 
generalizing term to refer to people of third world origins i.e., coming from countries other than 
those of European Union and (white) North America. 
 
Berger &Mohr (1995) cited in Åklund (2003: ibid) stated that the term “immigrant” is often 
used in Sweden to denote a person who” is regarded as not being a real Swede, but a kind of a 
second class citizen”. Karaveli et al (1995) quoted in Åklund (2003: op.cit.) asserted that the 
word “immigrants” became a hidden metaphor, which replaced thinking and contributed to 
bolting and barring the door to Swedishness. The Swedish integration minister Mona Sahlin 
proposed replacing the word “immigrant” with “person of foreign background” in laws and 
official speeches to work against the We vs. US syndrome and she stressed that “in our Swedish 
culture we have a difficult time appreciating differences. We must realize that immigration is 
enriching” (migration.ucdavis.edu). 
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Immigrants in Sweden comprise diversified categories of individuals who have settled 
permanently in the country or wish  to do so for different reasons. Some immigrants have fled or 
are fleeing from wars and  persecution thus seeking sanctuary in Sweden. While other 
immigrants are economic immigrants whose primary goal is to improve their living conditions 
by seeking more lucrative and better paying jobs; others are students who decide to stay in the 
country for unlimited period. Another category of immigrants is made of people who come to 
Sweden to join their families on family reunification grounds. An additional category of 
immigrants is a special group of individuals who are selected and granted Swedish permanent 
residency prior their arrival in Sweden. In most cases, these are refugees from war struck 
countries. 
 
The process of developing a body of international law conventions and guidelines to protect 
refugees began in the early part of the 20th century under the League of Nations, the predecessor 
of the United Nations. It culminated on 28 July 1951, when a special UN conference approved 
the relating to the status of Refugees. Article 1 of the convention defines a refugee as “a person 
who is outside his or her country of nationality or habitual residence, has well founded fear of 
persecution because of his or her race, religion, nationality, membership in a particular social 
group or political opinion and is unable or unwilling to avail himself /herself of the protection of 
that country or to return there for fear of persecution.”(UNHCR 2003:6). Harding (2000:39) 
defines a refugee as “someone who has fled beyond the borders of his country, someone who 
knows that the only option is to head for open water “. 
 
Interpretations of the convention reflect the political priorities of signatory states. Above all they 
give an indication of how a state views immigration in general. A country such as Canada, with a 
more obvious use for migration than a country like Britain, is likely to take a more generous 
view of asylum. The real effects of this difference are remarkable. In 1996, Canada deemed that 
76 percent of applicants from the former Zaire, 81 percent from Somalia and 82 percent from Sri 
Lanka qualified for convention status. In the same year in Britain only 1 percent of applicants 
from Zaire, 0.4 percent from Somalia and 0.2 percent from Sri Lanka were considered eligible. 
In Europe, governments have increasingly awarded other kind of status to those they feel are 
endangered but do not qualify as Convention refugees. Often these are underpinned by 
international instruments such as the UN Convention against Torture, article 3 in particular 
which stipulates that “no one should be returned to a state where there are substantial grounds for 
believing that he would be in danger to be subjected to torture” “and as the European convention 
of Human Rights, article 3 of which states that “no one shall be subject to torture or to inhuman 
or degrading treatment or punishment”. Sometimes “humanitarian grounds” are judged sufficient 
for permission to stay in the country; sometimes as in Austria and Germany during the 1990s, 
asylum seekers are left with no status at all: they have been refused leave to stay, but to send 
them back would contravene article 3 of the European Convention (Harding 2000:44-45). 
 
Sweden has expanded the 1951 convention to included additional clauses. Thousands of 
Somalians, Bosnians, and other asylum seekers were granted permission to stay permanently in 
the country based on humanitarian grounds (migrationsverket.se). In Western Europe, the 
Western Mediterranean particularly, it is impossible to follow asylum seekers without running 
across large number of “economic migrants” who also enter illegally, mostly from Albania, 
North and Sub Saharan Africa (Harding 2000:79). An economic migrant normally leaves the 
country voluntarily to seek a better life. Should he or she elect to return home, he would continue 
to receive the protection of his/her government. Refugees flee because of the threat of 
persecution and cannot return safely to their homes in the circumstances then prevailing 
(UNHCR 2003:10). 
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The distinction between an economic migrant and a refugee is sometimes blurred, where 
economic measures destroy the economic existence of a particular section of a population; the 
victims may according to the circumstances, become refugees on leaving the country. Objections 
to general economic measures are not by themselves good reason for claiming refugee status. 
The intention of this passage is to circumscribe and reinforce the right of asylum by ruling out 
the possibility of a claim on grounds of poverty alone.  
But it also concedes that poverty may be a form of torment and in broader terms that it may often 
wait on persecution (Harding 2000:80). Immigrants in Sweden constitute a large family of 
refugees, quota refugee, asylum seekers, and economic migrants, and students, relatives to these 
immigrants who eventually join them and settle permanently in Sweden.  
 
2.3 Swedish refugee policy: An overview     
                      

• The Swedish refugee policy encompasses not only refugee reception in Sweden but 
also: 

• Work with the UN and other international organizations aimed at preventing and 
solving conflicts so that people do not have to flee 

• Funding the UNHCR and other organizations that help refugees around the world 
• Efforts to encourage various countries to share the responsibilities for the world‘s 

refugee problems cooperation refugee issues in European Union (EU) 
• Assistance to people who voluntarily leave Sweden to return to their countries of origin 

or settle in a third country 
• Support for the countries of the former Soviet Union to enable them to develop refugee 

policies in accordance with the UN 
• Support the individual organizations working with asylum seekers and refugees such as 

the Swedish Red Cross and the Swedish Christian Council (migrationsverket.se). 
 
 
2.4 Quarter refugees 
 
Sweden is among those few countries, which annually offer to take in a certain number of 
refugees in need of safe country of domicile. They are often selected in cooperation with the UN 
High Commissioner of Refugees from refugee camps to Sweden immediately. For many years 
now, the Swedish government has given the migration board enough money every year to offer 
1800 selected refugees from all over the world to come to Sweden and start a new life. This is 
done under the resettlement programme (migrationsverket.se). Immigrants in this study are those 
people who owing to various reasons have taken up permanent residence in Sweden. 
 
2.5 The concept of integration 
 
The term was used in 1309 to mean re –establishment, this definition is no longer in use. The 
concept of “integration” reappeared in the mathematical vocabulary in 1700. It was later on that 
the concept was used to mean the incorporation of an element into something. Since the middle 
of the 20 th century, the concept is used to refer to an individual incorporating into a new 
environment, in another words, becoming part of another collectivity. Generally, there are two 
models of incorporation of foreigners in a host country. There is integration, which is cultural 
exchange between foreigners and the native population. The diversity of this exchange results 
from mutual and common understanding of both parties. And there is  assimilation that takes 
place when foreigners try to identify themselves with the native population by renouncing their 
own values (Begag 2004). 
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According to UNHCR (1983:2) integration is a process by which a refugee becomes a member 
of the community of the country where he has been granted durable asylum, first from an 
economic, and social point of view, later through naturalization from a legal point of view on the 
understanding that full psychological integration may take place only in the second or third 
generation. Integration in any given country materializes in a number of aspects: 
 
• Accommodation or housing 
• Knowledge of the language of the country concerned 
• Wage earning employment or self employment  
• Sharing in the rights and duties as provided by civil, economic, and social legislation 
• Participation in the educational system (including the various degrees of education and the 

various categories, general, technical, vocational) 
• Participation in social and cultural activities  
• Acquiring the country’s nationality (through naturalization or otherwise) 
 
 
Integration is however a complex process with both psychological and material aspects (UNHCR 
1983:13). The European Council on Refugees and Exiles defines integration as a process of 
change that is dynamic in two ways: it places demands on receiving societies, the individuals and  
the communities concerned. From a refugee perspective, integration requires a preparedness to 
adapt to the lifestyle of the host society without having to lose one’s own cultural identity. From 
the point of view of the host society, it requires a willingness to adapt  public institutions to 
changes in the population profile accept refugees as part of the national community and action to 
facilitate access to resources and decision-making processes (ecre.org). Kamali (2003:215) 
defined integration as a process whereby the primary relationship of the immigrants to the host 
society is fundamentally reconstructed, becoming transformed from “outsiders” to “insiders”. 
This conversion involves questions of membership, citizenship, and belonging to a society 
different from their countries of origin. 
 
Integration is a long term, reciprocal changing process which involves everyone in the society. 
Integration’s work focuses on and enhances diversity, reciprocal tolerance and respect for each 
one’s difference in people’s everyday encounter.  Integration aims at building a harmonious 
society characterized by equality and enriching relations between all citizens (Linköping 
Kommun 2003). The Swedish integration policy is founded on the French revolution’s motto and 
its principles: equality – cooperation, and freedom of choice (Hjerm 1996). As a result of 
emerging difficulties and dissatisfaction with the assimilation policy, the discussion during the 
1970s concerning cultural diversity became more “liberal” with its emphasis on “integration”. 
The transformation of attitudes, which became possible through debates and discussions during 
the early 1970s, helped change the official policy of “assimilation” to “integration”. In these 
studies, three principles of Swedish integration policy were discussed: Equality - freedom of 
choice - cooperation. 
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The principle of equality meant that immigrants should have the same rights as the majority but 
also share the same obligations. Freedom of choice meant that immigrants should be free to 
choose the extent to which they wanted to be a part of the Swedish cultural identity; it included 
the right to keep their own cultural identity. The principle of cooperation meant that 
immigrants and the host community should cooperate with each other to create tolerance in the 
society (Kamali 2003:228). The Swedish integration board works to create the conditions 
necessary for integration in Sweden. Its tasks are to mobilize all actors able to effect change 
and contribute to diversity and integration. The board acts as both an influential and knowledge 
based public authority. Its mission is: 

 
• To assure the overall responsibility for ensuring that immigrants receive support for their 

integration into Swedish society 
• To promote equal rights, obligations and opportunities for all the people regardless of 

ethnic or cultural backgrounds 
• To prevent and counteract racism, xenophobia, and discrimination 
• To follow and evaluate development with respect to the ethnic and cultural diversity in 

society 
• To  provide  all residents the opportunity to participate and contribute to societal 

development 
• To working for integration which means realizing this force and taking advantage of it 

(integrationsverket .se) 
                                          
In Sweden, introductory courses in Swedish are compulsory only for those who are in receipt of 
social benefits. Newly arrived immigrants over the age 16 are entitled to participate in the 
programme, which they can start within 3 years from arrival. The programme offers Swedish 
lessons oriented to everyday life and tries to enhance the understanding of Swedish society and 
relevant labor market sectors. In addition, contact is established during the course between 
participants and potential employers (assembly.coe.int). Proficiency in Swedish is the central aim 
of the language education because it empowers the individuals to be competitive in the 
educational system and in the labour market (Westin 2003:180). In this study, integration is 
defined, as a process, which covers all the most important aspects in immigrants’ everyday life in 
the host country. Integration will thus impart the immigrant with all necessary tools to find a 
place in the host country and be part of that society. Integration in this context therefore is 
multidimensional and is a component of social, economic, cultural, and  political integration.  
 
Integration is an outcome of joined efforts by different actors in the host society beginning with 
the immigrant, the state and the various institutions, and the local population. As Kamali 
(2003:218) would argue: “It is not only the division and organization of labor that promotes 
social integration, but also individual motives, inclinations, and conviction. Integration is not a 
self-fulfilling process but rather one of conscious intervention of state in the irregular power of 
the market economy.” Laban (2001) on the other hand affirmed that cultural integration reflects a 
way of life of for both refugees and the host population. It encompasses the values, the symbols 
and aspirations of both groups in such a way that refugees’ values and practices can be 
maintained to a degree acceptable to the individual while at the same time allowing for change. 
Refugees/ immigrants are integrated if they can retain pride in their cultural heritage, access and 
use services of the host country and function successfully in the society by for example, 
belonging to community groups, finding adequate employment, volunteer work etc… 
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2.6 The concept of Health 
 
There is no clear-cut definition of “Health”. The concept is wide and broad. Health has many 
connotations attached to it depending from which angle the concept is looked at and from which 
context the concept is placed. For a long time, health has been equated with the smooth 
functioning of the human body. That is to say if there is something wrong or abnormal in the 
human body, then the person is unhealthy. Plato cited in Petersson (2003:4) defined health as: 
”Health (hygiea) is a harmony, a balance, an order (taxis.kosmos) and Disease (nosis) as lack of 
balance, a disproportion (ametria) or a disorder. Galen the father of medical philosophy cited in 
Temkin (xx: 13-49) also conceived the human body to be the primordial embodiment of health. 
For him the internal body organs determined the nature of health of a person: “The organic parts 
as the name implies are the instruments by which the body functions. The working of the body is 
not understandable without knowledge of its structure” and “Diseases manifest themselves by 
the impaired functions of the organs, which in turn depends on their structure. “According to 
Galen if people are not hindered from performing their daily activities then, they can be 
considered healthy.  “We are still within the limits of health as long as we do not suffer pain and 
are able to take part in government, bath, and drink, eat, and do other things we want.” 
 
The Bio Medical School of thought is the guardian of the ancient doctrine of health. It has 
inherited and preserved it, modified and adapted it to modern discoveries. According to the 
proponents of this school, health can be measured and weighed by standard values. If one goes 
beyond the standard values of health then the person is unhealthy. For instance, it is common that 
the normal body temperature is 37 º C degrees; body temperature above the normal indicates that 
there is abnormality in the body. One of the contenders of the Bio Medical school of thought is 
the French physician and philosopher George Canguilmen (1978:117-118) who stated, “ The 
Living creature does not live among laws but among creatures and events which vary these laws, 
man even physical man is not limited to his organism. Having extended his organs by means of 
tools, man sees in his body only the means to all possible means of action, this   in order to 
discern what is normal or pathological for the body itself one must look beyond the body. Man 
feels in good health that is health itself only when he feels more than normal that is adapted to 
the environment and its demands. “ 
 
Health as imbedded in the body excludes the wholeness of man. Man does not live in a vacuum; 
man interacts with his fellows in the society. The health of man is therefore determined by his 
environment. As Talcot Parson (1981:69) puts it: “Health may be defined as the state of 
optimum capacity of an individual for the effective performance of the roles and tasks for which 
he has been socialized. It is thus defined with reference to the individual’s participation in the 
social system. “The German Philosopher Hans–George Gadamer (1996:112) was of the same 
view. Recognizing the difficulties it entails to define concretely the concept of health because of 
its nature and the mystery behind it, he argued that: “Despite its hidden character, health 
nonetheless manifests itself in a general feeling of well being. It shows itself in above all where 
such a feeling of well being means that we are open to new things, ready to embark on  new 
enterprises and forgetful of ourselves, scarcely notice the demands and strains which are put to 
us. This is what Health is.” 
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Aaron Antonovsky a professor in medical sociology, cited in (Sahlqvist&Wiberg 2000) began 
researching on what makes some people  be sick while others remain healthy despite the fact the 
same people live in the same environment and all have been exposed to the same strains. He 
concluded that: “The main and basic difference between different people was the sense of 
coherence to tackle what they have experience. This means that an individual is part of a society 
in which he plays a vital role and where he is given a place. The individual is unique and 
important.” The World Health Organization definition of Health (1946) stipulates that: Health 
is a complete state of physical, psychic, and social well being and not the absence of diseases or 
weaknesses (Sahlqist &Wiberg 2000:19). This definition was revised in 1986 with additional 
elements in it: “To attain the state of complete physical, mental and social well being, an 
individual or a group of individuals should identify first their desires and needs and be conscious 
of them. Health has to be considered therefore as a resource in everyday life not as an objective 
of life (Sahlqvist&Wiberg 2000: ibid). 
 
The Swedish philosopher Lennart Nordenfelt (1996:102) attempted to give an exhaustive all 
encompassing definition of health. For Nordenfelt “A is healthy if and only if A is in a bodily or 
mental state which is such that A has the second order ability to realize his or her vital goals 
given a set of standard or other wise reasonable circumstances.”Nordenfelt argued that a vital 
person for a person is a state of affairs, which is necessary for the realization of this person’s 
state of minimal long-term happiness. Where as first order, ability is acquired through a long 
process of training; education thus is a prerequisite to acquire second order ability. “A has a 
second order ability with regard to an action F, if and only if A has the first order ability to 
pursue a training programme after the completion of which A will have the first order ability to 
do F”. On the other hand, Nordenfelt (1996: ibid) asserted that the vital goal of a person is “A 
state of affair which is necessary for the realization of this person’s state of minimal long term 
happiness”. 
The concept of health in this study is derived from Nordenfelt‘s definition of Health. 
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2.7 The theory of origin and destination factors and intervening obstacles in migration 

 
 
Lee (1966) built up a new migration theory, which he termed “Origin and Destination Factors 
and Intervening obstacles in Migration”. According to Lee, his predecessors theories had failed 
to address specific problems engendered by migration. Few studies have considered the reasons 
for migration or the assimilation of the migrant at destination. Also, such forced migration as the 
refugee movements of World War II and its aftermath have not been grouped with the so-called 
free migration (Lee 1996:15-16). Thus his theory was an attempt to develop a more 
comprehensible schema into which a variety of spatial movements can be comprehended. Lee 
maintained that, “no matter how short or how long, how easy or how difficult, every act of 
migration involves an origin, a destination, and an intervening set of obstacles.” 
 
 
Lee argued that factors which enter into decision to migrate and the process of migration may be 
summarized under four categories: 
 
• Factors associated with the area of origin 
• Factors associated with the area of destination 
• Intervening obstacles 
• Personal factors 

 

Area of Origin 

Origin and Destination factors and 
intervening obstacles in migration 

Intervening obstacles 

Area of destination 
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Lee indicated that in every area there are countless factors, which act to hold people within the 
area or attract people to it, and there are others, which tend to repel them. These are shown in 
the diagram as + and – signs, there are others shown as 0s, to which people are essentially 
indifferent. His main arguments were that migration begins from the country of origin and it is 
stimulated by different reasons. Most of the time the motives behind migration are the 
assumptions, convictions and hope that life will be better the other side. The destination 
country offers multitude opportunities otherwise unachievable in the country of origin. 
However, there are obstacles, difficulties, and hindrances to overcome between the origin and 
destination distances and this can be determinant in the life of an immigrant later in his country 
of destination. Other researchers have demonstrated the same assertion. 

 
Cohen –Emerique & Camillerie (1989), asserted that voluntary migrants prepare and plan 
their journey in what the authors call the “migration project” (le projet migratoire). In the first 
place, it is because of his “migration project” that the immigrant leaves his country of origin, 
his village, his family. It is because of the same project that the migrant makes a lot of 
sacrifices, and invests much hope, because his life and that of his family depend heavily on this 
project. The immigrant has to meet up with and fulfill the expectations of his family and his 
community. Therefore leaving is a personal choice for immigrants who are motivated by the 
burning desire to succeed; the upward mobility compared to their counterparts who have opted 
to stay and are unable or even unwilling to try the adventure. Other migrants however do not 
have a “migration project”. For instance, for political exiled refugees and other refugees 
migration is abrupt thus there is no time to think of the “migration project”. Harding (2000:10, 
38) affirmed that the migrants’ prime objective is a better standard of living for themselves and 
those they have left behind, the hope, the simple idea that things might improve and this is the 
main reason to why they opt for asylum or plain illegal entry, as the only way out. 

 
2.8 The impact of migration on the health of immigrants 

 
Studies on the health of immigrants have shown that the immigrant’s country of origin matters 
and does determine the health status of the immigrant in his host country. In the same way the 
host, country does affect to some extent the immigrant’s health status. Mc Kay et al (2003) in 
their review of international literature on migration and health enumerated a number of studies, 
which have proven both the country of origin and destination to be important decisive factor 
for the health of the immigrants. In Italy, Vigotti et al (1989), Fascioli et al (1995), Toniolo et 
al (1989), quoted in Mc Kay et al (2003:5), have confirmed that the disparities in mortality rate 
between Northerners and Southerners with a high rate of death in the North was due to “area of 
origin” which is a more important determinant of cancer than “area of residence”. This was 
found to be true for cancers of the mouth, pharynx, larynx, stomach, and bladder. Women from 
the South benefited from a “protective effect” in terms of retention of a lower incidence of 
breast cancer mortality even after migration to the North. That could be due to the genetic 
factors or retention of certain dietary practices, since associations have been found between 
breast cancer and body size and the daily intake of fat, in particular saturated fat and alcohol 
consumption. 
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Related studies in the United States and United Kingdom revealed the same results. Coggon et 
al (1990) sought to find out which was the stronger influence “place of birth” or “place of 
death “. They found that proportional mortality from stomach cancer was more closely related 
to country of birth. This association was found in migrants both out of and into high-risk areas. 
On the other hand as argued by Stranchan et al (1995), cited in Mc Kay (2003:ibid), place of 
death may exert a strong influence on specific conditions, with the low risk of stroke associated 
with  living in London being acquired by individuals from other regions of England and Wales 
who moved there. Elford (1990) quoted in Mc Kay (2003:op.cit.) found that regional variations 
in the United Kingdom in blood pressure were strongly influenced by where the men had lived 
for most of their adult lifes rather than where they were born and brought up. Irrespective of 
where they were born, men living in Southern England show lower mean blood pressure than 
those living in Scotland. 

 
Studies in the United States have also shown that the differences in cancer mortality rate in 
Southern and Northern states are linked to area of origin and individual’s behaviours. 
Greenberg & Schneider (1995) made a comparison between southern born blacks who moved 
to New Jersey and those who were born in New Jersey and their study indicated that southern 
born black male and female migrants tended to have higher cancer mortality rate than their 
New Jersey counterparts. The southern born showed significantly higher rate of cancer of the 
cervix, oesophagus, male lungs, prostrate and stomach than New Jersey born.  A similar study 
conducted in Ohio by Manusco (1977) identified an increased cancer risk among black 
migrants born in the South compared with Ohio-born blacks. The author argued that genetics 
and poverty and malnutrition endemic in the early years of life provided southern–born 
individuals with the basis for increased susceptibility to ill health. 
 
Various studies have investigated movements between rural or traditional areas and urban 
areas within a country. These rural to urban migration studies often focus upon potential 
negative physical effects and or emotional not only of the stress of movement and adaptation to 
a new and very different life style, but of movement to an area with more health damaging 
exposures. They may be less healthy in terms of factors relating to physical, environment, 
social cultural environment, and health behaviours. Verheij et al (1988), cited in Mac Kay 
(2003:6), noted that urban population in the Netherlands reported more health problems, 
suffered more frequently from chronic conditions and considered their health status to be more 
frequently from chronic conditions, and more considered their health status to be “less than 
good”. Although change is common to all kinds of internal migration it is particularly 
pronounced in rural to urban movement. Poulter et al (1990) demonstrated that Luo tribe 
members moving from rural land in Western Kenya to urban Nairobi displayed an increase in 
mean systolic Blood Pressure (BP) after migration, and exhibited a greater prevalence of 
hypertension, than tribe members who did not migrate. He at al (1996) quoted in Mac Kay 
(2003: ibid) arrived to these same conclusions in their study on migrants moving from South 
Western rural China to the urban are of Xichang City showed an increase in serum total 
cholesterol lipid levels which could lead to elevated coronary heart disease risk. This increase 
may result from a diet higher in saturated fats and lower fibre, combined with alcohol 
consumption, cigarette smoking and physical inactivity. 
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After migration migrant’s mortality rates either stay the same or either increase or decrease. 
These patterns may be influenced by a combination of certain risk factors such as migrant’s 
diet and Body Mass Index (BMI), smoking behaviour and alcohol consumption and Social 
economic status or even “age at migration” to the host country. Selective migration may also 
affect migrant’s mortality rates. Bennett, (1993) cited in Mac Kay (2003:7), studied 
inequalities in biomedical and life style risk factors for CVD (Cardiovascular Disease) for 
immigrants to Australia and people born in Australia and identified differences between 
immigrants groups and the Australian–born systolic BP, over all obesity and behavioural risk 
factors. In general, immigrants exhibited lower CVD mortality among males, and smoking 
prevalence among females. A similar study conducted by Nair et al (1990) in Canada 
established the same findings. They realized that immigrants from Latin America, China and 
South Asia had low CVD mortality. 
 
In contrast, Finnish migrants in Canada and in Scandinavia exhibit excess mortality from CVD, 
which may be due to Finns persisting with certain dietary habits, e.g. a diet rich in animal fat, 
and high alcohol consumption as reported by Valkonen et al  (1992) as cited in Mc Kay 
(2003:ibid). Nonetheless the CVD mortality of all Scandinavian born (Finland, Sweden, 
Norway, Denmark) immigrants to Canada was found to be lower than in their countries of 
origin. This may be due to Canada being a healthier environment or due to a healthy migrant 
effect. Studies of melanoma often focus upon migration from a low risk area to a high-risk 
area, from example migration from the UK to Australia and New Zealand. The importance of 
experience in the first decades of life and patterns of sun exposure for example, a history of 
severe sunburn in childhood and adulthood or in adult life is often emphasized. Experience in 
the first decades of life may determine mole frequency, which in turn appears to be a major 
determinant of melanoma risk as asserted by Cooke &Fraser (1985) and cited in Mc Kay 
(2003:10). Furthermore, immigrants with a darker complexion and thus more protection from 
solar exposure such as those from East Asia as maintained by Khlat et al (1992) and Italy as 
ascertained by Balzi et al (1993) tend to show lower estimated risks than those from the British 
Isles. After migration, migrant’s rates may become intermediate between those of their country 
of origin and residence such as Polish migrants’ rates for cancers of stomach, intestine, and 
lung in England and Wales, as stated by Adelstein et al (1979) and cited in Mac Kay 
(2003:opcit). 
 
 
Beside cancer, cardiovascular disease, high blood pressure, another considerable number of 
studies show that pressures of immigration into a new environment have an effect on their 
health and can cause mental disorders (also Mc Kay 2003:12). There are however important 
differences between the factors associated with the area of origin and those associated with the 
area of destination. Persons living in an area have an immediate and often long-term 
acquaintance with the area and are usually able to make considered and unhurried judgment 
regarding them. This is not necessarily true of factors associated with the area of destination. 
Knowledge of the area of destination is seldom exact and indeed some of the advantages and 
disadvantages can only be perceived there. For many migrants the area of origin is that in 
which the formative years have been spent and for which the general good health of youth and 
the absence of annoying responsibilities create in retrospect an overvaluation of the positive 
elements in the environment and undervaluation of the negative elements. On the other hand, 
the difficulties associated with assimilation in a new environment may create in the newly 
arrived a contrary but equally erroneous evaluation of the positive and negative factors at 
destination. 
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Personal sensitivities, intelligence and awareness of conditions elsewhere enter into the 
evaluation of the situation at origin and knowledge of the situation at destination depends upon 
personal contacts or upon sources of information, which are not universally available. In 
addition, there are personalities, which are resistant to change – change of residence as well as 
other changes – and personalities, which welcome change for the sake of change. For some 
individuals there must be compelling reasons for migration, while for the others little 
provocation or promises suffice. Between two points (origin-destination) there stands a set of 
intervening obstacles, which may be slight in some instances and insurmountable in others 
(Lee1996: 18). Lee’s theory of origin and destination and intervening obstacles is relevant in 
the understanding, and assessing the impact of migration and integration of immigrants in their 
host countries. The theory situates immigrants within two important periods under which 
migration takes place namely their origin and their destination. A thorough evaluation of the 
immigrant’s health condition therefore would require consideration of place of origin and place 
of residence (host country). 
 
Gushulak & Mac Pherson (2004) ascertained that the health characteristics of the foreign 
born or migrant cohorts of the populations are influenced by the health environments and 
situations at their place of original residence, the environment through which they made the 
transition, and their new destination. For many migrants the transition period is inconsequential 
in terms of health because of the short duration of transportation. For other migrants such as 
those transiting through refugee camps or those experiencing trafficking or smuggling as a 
means of arrival, the transitional period can greatly affect health. If the health and disease 
parameters that influence the prevalence of infections at a migrant’s point of origin and 
transition periods are different from those at the destination, the process of migration and travel 
can bridge the difference in disease prevalence and function as a method of transfer between 
regions. Specific individual’s health status and outcomes are influenced by several other 
factors such as the amount of time spent in the location, complex social and economic factors, 
access and availability to affordable health care, educational attainments and cultural health 
practices. Nevertheless, Lee’s theory can be criticized for limiting the migration process at 
destination. Although Lee did mention briefly difficulties encountered by immigrants upon 
arrival in their host country, his theory does not address those problems. New challenges await 
the immigrant in his host country and settling is another episode in his life, which may 
influence his health status. In this study I focus on both the origin and destination period.  
 
2.9 John Berry’s integration theory and acculturative stress theory 
 
John Berry the Canadian psychologist asserted that all contemporary societies are culturally 
plural. There are no societies that can claim to be homogenous with respect to objective 
cultural makers such as ethnic, origin, language, religion, or subjective indicators such as one’s 
ethnic identity or personal expressions of one’s culture (Berry 2000:3). According to Berry 
(2000), there are two types of plural societies. There is the mainstream minority society and the 
multicultural society. Berry elaborated two models to explain and describe how these societies 
are organized and function. In the mainstream minority society the view is that there is  (or 
should be) one dominant society, on the margins of which are various minority groups, these 
groups typically remain there unless they are gently polished and reclaimed for humanity, and 
incorporated as indistinguishable components into the main stream.  
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In the multicultural society on the other hand, there is a national social framework of 
institutions (the larger society), which accommodates the interests and needs of the numerous 
cultural groups into this national framework (Berry 2000:2-3). Berry’s theories of integration 
and acculturation were formulated under these premises. Acculturation as defined by Berry 
(1993) is a contact of two cultures. In principle, each could influence the other equally, but in 
practice, one tends to dominate the other, leading to a distinction between the “dominant 
group” and the “acculturative group”. One result of the contact and influence is that aspects of  
the acculturating group become transformed so that cultural features are not identical to those 
in the original group at the time of first contact. Of course, if contact is still maintained, further 
influence in the dominant culture is experienced. A parallel phenomenon is that individuals in 
the acculturating group undergo psychological changes (as a result of both influences from 
their own changing group and from the dominant group), and again, if there is continuing 
contact further psychological changes may take place (Berry1993: 273). 
 
Berry illustrated the acculturation process with a case of an immigrant going to start a new life 
in another country. In this case, external contact is involved followed by both cultural and 
individual changes. First, the decision to migrate is based on prior contact, knowledge and 
influence. Perhaps other individuals, even members of own family, have already settled in the 
new country and this has led to some changes in one’s home culture such as a foreign language 
being thaught in the schools, new industries being established, and the presence of the mass 
media showing the way of life in the new country. On immigration to the new country there 
can be some dramatic and sometimes overwhelming contact experiences followed by 
psychological reactions: differences in climates, language, work habits, religion, and dress are 
examples of challenges for the immigrant to which response is required. These cultural 
differences may be accepted, interpreted, or denied, and the individual may ride with them or 
be overrun with them (Berry 1993:272). 
 
Laban (2003) argued that for most refugees resettling in a new community, challenges to 
preexisting cultural understandings occur as they are presented with disparaging views, values, 
roles and ways of life in the host country. Likewise, many members of the host community are 
presented with persons who have different values, beliefs, behaviors, style of dress, etc…The 
refugees’ adaptive experience is influenced positively or negatively by many factors in the 
resettlement experience. Migration is a harsh process and sometimes frankly cruel and it has 
always involved quite savage forms of triage, especially when it is compulsory (Harding 
2000:102). Sundqvist (2002:211) asserted that, irrespective of whether one migrates to Sweden 
as a labor worker or as a refugee or an asylum seeker fleeing from war and persecution, 
migration induces cultural and social losses in the life of an immigrant. According to the 
Swedish psychologist Elsie Söderlindh (1992), migration induces heavy losses suffered by an 
immigrant in the course of leaving his country of origin and during the period of settling down 
in his host country. Elsie divided these losses into three categories namely: 
 

• Object losses:  - Soil 
- Relatives  
- Friends 

• Autonomy losses: -  The incapacity to express one’s self that is lack of the capacity of  
expression (language barrier) 

- Losing the capacity to take personal initiatives, and responsibilities 
• Social disgrace (social skam): 

- Menial jobs  
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Berry (2000) argued that acculturation process in any society has strategies, which characterize 
personal interactions between the various individual groups as they relate to each other. In all 
cultural societies, cultural groups and their individual members, in both the dominant and the 
non-dominant, must deal with the issue of how to relate to each other. These issues are (i) 
cultural maintenance (to what extent one’s cultural identity and characteristics are considered 
important, and their maintenance is strived for) and (ii) contact and participation (to what 
extent should they become involved with the other cultural groups, or remain primarily among 
themselves). When these issues are considered simultaneously, a conceptual framework is 
generated which posits four strategies of acculturation and intercultural relations.  For purposes 
of presentation, generally positive or negative (Yes or No responses) to these issues are 
illustrated, and intersect to define the four strategies. These strategies carry different names 
depending on which group (the dominant or non-dominant) is being considered. From the point 
of view of the non-dominant groups, when the individuals do not wish to maintain their 
cultural identity and seek daily interaction with other cultures, the assimilation strategy is 
defined. 
 
In contrast, when the individuals place a value on holding on to their original culture and at the 
same time wish to avoid interaction with others, then the separation strategy is defined. When 
there is an interest in both maintaining one’s original culture while in daily action with other 
groups, integration is the option. Here there is some degree of cultural integrity maintained, 
while at the same time seeking to participate as an integral part of the larger network. Finally, 
when there is little possibility or interest in cultural maintenance (often for reasons of enforced 
cultural loss) and little interest in having relations with others (often for reasons of exclusion or 
discrimination) then marginalization is defined (Berry 2000:20). Berry further ascertains that 
acculturation strategies have been shown to have substantial relationships with positive 
adaptation: integration is usually the most successful, marginalization is the least, and 
assimilation and separation strategies are intermediate (Berry2000: 49).  
 
2.9 Acculturative stress 
 
Settling down in a new environment, getting used to all the new changes, and adapting to the 
host country is challenging and demanding on the part of the immigrant who has to adjust and 
overcome these difficulties. According to Sanua (1970) and cited in Berry (1992:284) one of 
the most obvious frequently reported consequences of acculturation is that of societal 
disintegration and personal crisis. The old social order and cultural norms often disappear, and 
individuals may be disturbed by the change. At the group level, previous patterns of authority, 
civility, and welfare no longer operate, and the individual level of hostility, uncertainty, 
identity confusion and depression may set in. (Berry 1992: ibid). The concept of “acculturative 
stress” refers to one kind of stress, that in which the stressors are identified as having their 
source in the process of acculturation, in addition there is often a particular set of stress 
behaviors that occur during acculturation, such as lowered mental health status (especially 
anxiety, depression), feelings of marginalization and alienation, heightened psychosomatic 
symptom level and identity confusion. Acculturative stress is thus a phenomenon   that may 
underlie a reduction in the health status of individuals (including physical, psychological, and 
social aspects) (Berry 1992:op.cit.). 
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Chapter 3:  Literature Review 
 
3.1 Health condition of immigrants in the Östergötland region: An appraisal 
 
In September 2005, the Public Health Research Center (Folkhälsovetenskapligt Centrum) in 
the Östergöterland region published a report on the immigrants’ health situation in this region.  
It is worth noting that the city of Linköping is located in this region. The number of immigrants 
in the region has risen to 9, 6% of the total population. The aim of the report was to describe 
the health condition of immigrants from both ethnic and gender perspectives. The report was 
based on the results of two previous studies conducted in this region namely, a population 
survey of 1999 with 7907 Swedish respondents and 315 immigrants’ respondents taking part in 
the study.  And an assessment study on the psychological health of immigrants in Östergötland 
carried out in 2002 in which 186 respondents from other Nordic countries, and 315 respondents 
were from non-Nordic countries, with 5494 Swedish respondents (Wenemark & Fornander 
2005). 
 
Results from these studies indicated that immigrant women (foreign born) had low education 
as compared to that of the Swedish women. A majority of Swedish women were working while 
a large number of immigrant women were unemployed. Immigrant women also maintained 
that they had low household economy as well as low income in general. On the other hand it 
was shown that immigrant men smoke more than Swedish men. Immigrants in general do less 
physical activities, they are overweight, and they have sleeping problems and majority suffers 
from cardio vascular diseases. Immigrant women also suffer from psychosomatic problems.  
Immigrant women were more affected by many illnesses than men (Wenemark &Fornander 
2005, idem). 
 
3.2 Health condition of African immigrants in Sweden and in other Nordic countries: An 
Overview 
 
Results from those few studies, which examined life conditions of different ethnic groups in 
Sweden, indicate that generally (foreign born) immigrants have poor health compared with the 
average native Swedes. Immigrants are confronted with unemployment and face economic 
problems, discrimination in the labor market, and segregation with accommodation. 
Immigrants have a significantly increased risk for heart and heart-related diseases 
(cardiovascular diseases, coronary heart diseases) and for mental sicknesses (SFI: 2001). 
 
Essen et al (2000) ascertained that women of foreign origin, especially from sub Saharan 
Africa have a higher risk of prenatal mortality than Swedish women. They argue that this could 
be explained by the delay in seeking health care, refusing caesarean section, insufficient 
surveillance of intrauterine growth restriction, inadequate medication, misinterpretation of 
caridiotocography (CTG) and interpersonal miscommunication social cultural differences in 
pregnancy strategy. Christenson & Lundberg (1993) stated that prevalence of people living 
with HIV/AIDS is high in groups of Africans living in Sweden. They asserted that the risk of 
HIV infection is higher with an African than several contacts with other foreigners. According 
to the African organization HIRIS based in Skåne region, 80% of all immigrants living with 
HIV/AIDS are African and 25% of the total people living with HIV/AIDS in the entire 
country. 
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Kangoun et al (2004) in a study carried out in the Swedish County of Östergötland recorded 
that amongst the African women who participated in the study, 68% of them were genitally 
mutilated and this contributed to further health complications. Akhavan (2004) cited in Gadea 
(2004) pointed out that there was a reciprocal influence between employment, health and 
migration. In a study conducted amidst 60 unemployed immigrants who have been granted sick 
leave in the Bortkyrka County, observed that these immigrants had financial hardship and were 
cut off from the society. Women were the more affected and felt isolated in Sweden; they 
asserted that they lived an invisible life often confined within the four walls of their houses. 
Many men who took part in this study had a poor health condition because of traumatic 
experiences they went through in connection with war or violence. 
 
Aavisland &Nilsen (2001) in a study on HIV infection from Africa to Norway alleged that 
24% of the Norwegians who participated in their study and who were diagnosed with HIV, 
affirmed to have been infected in Africa, where they have once lived or worked. On the other 
hand, 370 Africans who also participated in their study were diagnosed with HIV prior to 
migration to Norway. These authors maintained that African immigrants constitute an 
increasing proportion of HIV positive population in Norway, which is a challenge for health 
services and the society at large. Andersson & Petersson (1998) in a study on screening for 
type 2 diabetes, found that 65% cardiovascular disease, hypertension, dysplipidamenia, 
obesity, or diabetes were common among Asian and African immigrants. 
 
3.3 An Appraisal 
  
There are quite a number of studies on the health condition of immigrants in Sweden, which 
demonstrate that immigrants have poor health compared to native Swedes. However it is worth 
noting that results projected from these studies only apply for respective groups under 
observation during the research. It may therefore be misleading to generalize the findings 
obtained from one study to all the immigrants as a whole. Immigrants constitute a 
heterogeneous community where each group is distinct from the other. Every group is unique 
in its own nature. Some groups may have common features, sharing the same traditional, 
cultural, religious believes, or socio economic, political and historical heritage.  Other groups 
have similar experiences such as identical causes of migration -like -economical reasons, war, 
persecution, torture etc. It can also be that migration was voluntary for some immigrants and 
forced for others. Nevertheless, it is advisable to draw conclusions with caution while relating 
to the health of immigrants in Sweden, bearing in mind confounding variables that may 
influence the study. However what should be retained in evaluating the health of immigrants is 
the common agreement amongst researchers in this area who unanimously confirm that the 
health of immigrants in Sweden is poor, fragile, weak, and vulnerable and thus in jeopardy as 
compared with that of native Swedes.  
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3.4 Problems encountered by African immigrants in the Swedish society 
 
Agouda (1999) in a study on problems encountered by African youth in Sweden described a 
series of difficulties usually faced by African youth once they are settled in Sweden. He 
maintained that one of the most common problems threatening to tear African families apart in 
Sweden was the “children –parents “conflict. In his interviews with African youth, majority 
complained of a very strict, traditional upbringing by conservatives African parents. According 
to the African youth, their parents raise them with an iron hand in order to safeguard the 
African cultural values in a liberal society such as Sweden. Therefore African parents would 
not let their children  do what they want, they would not tolerate their children  coming  home 
late, and neither would they let them drink alcohol, smoke or hang out with Swedish  friends. 
 
 
African parents on the other hand, blame the Swedish system (authorities and institutions) for 
encouraging “juvenile delinquency” and splitting African families. African parents interviewed 
in his study maintained that the Swedish system and its institutions lack knowledge on the 
African culture in particular and on African people in general especially on the upbringing of 
children. What often happens when an African child has a clash with his biological family is 
that, according to the Swedish social welfare authorities, the “victimized” child is placed in a 
Swedish foster family. Thus breaking the bond with his original family and sending false signal 
to other African children who may think they can do what they want. Another problem 
highlighted in this study was the educational difficulties encountered by African children. 
Some of the African children have never gone to school before they came to Sweden; others 
have gone to school but in a completely different system from the Swedish educational system. 
Besides, African immigrant children are often brought up by not well-educated and 
unemployed parents who cannot help them with their studies especially their homework and 
usually parents do not have contact with the teachers due to the language barrier. African 
children do not get extra help from their teachers either. 
 
African children are caught up between two cultural worlds, the African culture and the 
Swedish culture. This gives rise to a problem of identity. Another difficulty pointed out in 
Agouda’s study is that African youth lack role models, that is to say, people with African 
origin who can inspire them and whom they can look up to. For those African youth who 
manage to finish the upper secondary school, they still have difficulties getting jobs. Therefore, 
a majority end up having drugs and alcohol problems. Ali Ahmed (2004), a Swede of 
Somalian origin, in his autobiography “Dumped” (Dumpad), recounts what it is like to be 
raised by conservative Somalian parents in Sweden. He was forbidden to play with his 
classmates, he was expected to be home immediately when school was over, he was prohibited 
to take part in any other extra curricular activities despite the fact that he was a good sprinter. 
His father had set up rules which he had to follow, and every time he broke the rules he was 
beaten. His father kept on reminding him that he was not a Swede, rather a Somali who 
happened to be a Swede, and therefore he had to be brought up according to the Somali 
tradition. When Ali challenged his father, the latter took him on a disguised vacation to 
Somalia where he was abandoned to relatives whom he has never met in his life. Ali is not a 
unique case; it has become a habit for Swedes Somalis to send their children who are born in 
Sweden back to Somalia under the banner of “the child upbringing journey” (uppfostranresa), 
so that children can learn more about their culture and religion (Ali& Brinkemo 2004).  
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Tenzim (2004) in his study on second generation immigrant children in Sweden found that a 
majority of immigrant children face serious difficulties in integrating into the labour market 
despite the fact that a good number of these children were either born in Sweden or have come 
to Sweden at a tender age. Most of the children drop out from school and only a handful of 
immigrant children continue up to the university level. 
 
The anthology “Africans in Sweden” (Afrikaner i Sverige: 1983) is a compilation of articles 
written by Africans narrating their experiences in Sweden. Africans depict their encounter with 
Sweden and Swedes. Many Africans lay much emphasis on the divergences between their own 
African cultures and the Swedish culture. For instance in terms of child upbringing, a majority 
of Africans said that the Swedish child upbringing differ from that of the African in so many 
aspects. The Swedish child upbringing goes from the notion “jag bestämmer själv”, that is “I 

made decisions myself”, where as according to many Africans, the child belongs to the 
community,” each child is considered as “our” child not “their “ child, therefore any parent can 
scold the child if he does wrong which is different from the Swedish child upbringing (SIV 
1983:97).Africans in this book also make mention of differences between African families and 
Swedish families. They describe the Swedish family to be an atomized family whereas the 
African family is an extended family which is stretching beyond direct family members to 
other relatives. 
 
Africans emphasize change of roles and new roles in a family mode of life once settled in 
Sweden. In Africa, it is the woman who does most of the house chores and she is in charge of 
child upbringing, while the man works to support his family.  Having arrived in Sweden, the 
woman is taught how to be independent, and this becomes very difficult when she works. It 
makes it difficult for her to fully perform her family duties, the man who has never assisted her 
is obliged so to do and often these changes can lead to familial conflicts (SIV1983: 71). Single 
African mothers have difficulties to raise their children, they have no relatives to help them and 
this makes it difficult for these mothers to concentrate in their studies, others cannot speak the 
Swedish language. Many Africans talk about homesickness, frustration and depression they 
express after their stay in Sweden. Others assert to have been discriminated against because of 
the prejudices Swedes have toward Africans (SIV1983: 81) However different African groups 
have different problems, many ascertain to have limited information on the organization of the 
Swedish system, the Swedish Health  care system and the educational system. 
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Chapter 4: Research Methodology     
                                      
4.1 Research Method 
 
Data in this study was obtained by using a combination of qualitative and quantitative methods 
and the technique used is known as “triangulation”. Nachmias & Nachmias (1994) asserted 
that qualitative researchers attempt to understand behavior and institutions by getting to know 
the persons involved, and their values rituals, symbols, beliefs and emotions. Therefore, 
qualitative research is conducted through an intensive or prolonged contact with a field or life 
situation. Huberman & Miles (1994) ascertained that the researcher’s role when using the 
qualitative study is to gain a holistic systematic encompassing integrated overview of the 
context under study. That is its logic, arrangements its explicit and implicit rules. The main 
task is to explicate the ways people in particular settings come to understand, account for and 
otherwise manage their day-to-day situation. Denzin & Lincoln (1994) maintained that 
qualitative research describes routine and problematic moments and meanings in individual 
lives, accordingly qualitative researchers deploy a wide range of interconnected methods 
hoping always to get a better fix on the subject matter at hand. On the other hand, 
Bryman&Burges (1994) attested that qualitative research is a strategy of social research, 
which deploys several methods and displays a preference for the interpretation of social 
phenomena from the point of view of the meanings employed by the people studied (the 
deployment of natural rather than artificial settings for the collection of data generating) rather 
than testing a theory. Quantitative research on the other hand is deductive, qualitative method 
places great emphasis on methodology, procedure, and statistical measures of validity 
(Nachmias&Nachmias 1996:554). 
 
 
 4.2 Triangulation 
 
The fusion of both qualitative and quantitative methods in social sciences commonly known as 
“triangulation” has proven to be effective in producing reliable and valid findings. Denzin & 
Lincoln (1994) defined “triangulation” as the use of multiple methods. It reflects an attempt to 
secure an in depth understanding of the phenomenon in question (Hurbeman & Miles 1994). 
Triangulation is also a way to obtain findings in the first place by seeing or hearing multiple 
instances of it from different sources by using different methods and by scanning the findings it 
needs to be square with. According to Nachmias & Nachmias (1996) the essence of 
triangulation is to assist the researcher who uses two or more methods of data collection to test 
hypotheses and measure variables. For example, a structured questionnaire could be 
supplemented with in depth interviewing, existing record, and field observation. 
 
Data Collection 
 
Three techniques were used to collect data in our study. They are: 
 
• Structured questionnaire 
• In depth interview with respondents 
• Notes 
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A. Structured Questionnaire 
A Structured questionnaire offers a set of answers to the respondents who are asked to choose 
from the one that most closely represents their view. In this study, a questionnaire, which 
contained 26 closed ended questions were administered to the respondents. The questions were 
divided into three parts, namely questions on demographic data, questions on the experiences 
lived by the respondents before their migration to Sweden and finally questions on experiences 
lived by respondents after migration to Sweden. 
 
B. In depth interview with respondents 
The questionnaire was used as a guide for the in depth interview with the respondents. In order 
to avoid any misunderstanding and misinterpretation of the questions in the questionnaire, the 
researcher was always present when a questionnaire was to be filled out by the respondent. The 
respondent-researcher encounter generated a reciprocal discussion whereby the researcher gave 
more clarification on the questions to avoid ambiguities arising therein. The researcher also 
used this opportunity to ask the respondents other questions which were mainly aimed at 
giving a more detailed, and broad understanding on the respondents’ experiences before and 
after migration to Sweden. 
 
C. Notes 
All comments made by the respondents arising from the researcher-respondent encounter were 
taken down and were further analyzed alongside with the answers to the questions. 
 
4.3 Sampling 
 
I used four criteria in selecting the respondents: 
1. Origin: only those who hail from Africa fulfilled the requirements to participate in this 

study. 
2. Gender: one of the prime objectives of the study was to encourage both male and female 

from Africa to take part in this study 
3. Duration of stay in Sweden: Only those Africans who have lived in Sweden from 5 years 

upward were targeted 
4. Residence Area: this study was conducted in Linköping and therefore only those who 

qualify for the above criteria and residing in the city of Linköping took part in this study. 
 

4.3.1 Sampling Method 
 
To get the respondents I used two sampling methods in this study, they are: Convenience and 
snowball sampling methods. According to Nachmias & Nachmias (1996:184),  a researcher 
obtains a convenience sample by selecting whatever sampling units available. It was 
impossible to meet each African living in the City of Linköping; therefore the convenience 
sample was relevant for this study. In the same way, the snowball sampling helped me to get to 
other respondents. This is an approach for locating information through rich key informants by 
asking a number of people, who else to talk to. The snowball gets bigger as you accumulate 
new information rich cases (Patton 1990:176). I had to rely heavily on the respondents, who 
after being informed of the criteria to participate in the study, directed me to other informants 
whom they thought were qualified to take part in our study. The respondents were informed 
before hand about the aims and purpose of the study and participation was optional. 
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4.4 The site of the study 
 
This study was conducted in the city of Linköping. Linköping, the strategically situated county 
town of Östergötland, has long been a market town and traditional center of learning. The 
History of the City of Linköping begins with the building of the Cathedral and the adjoining 
castle in the 13-century, which established Linköping’s reputation as a city of learning and 
center of administration. Modern day Linköping with its diverse business sectors started with 
the establishment of SAAB aircraft Division in the 1930. Since then the High Tech industry 
has gained momentum, helped by the establishment of the Institute of Technology and the 
University in 1960s and 70s. The engineering programmes at the Linköping University are the 
most popular in the country. Linköping University has also an excellent reputation for its 
faculty of Health sciences and the interdisciplinary research of the Tema Institute. 
 
Linköping is one of the fastest expanding cities in Sweden; it is now the country’s fifth largest 
city with over 135,000 inhabitants (Annual Report 2001:4). In Linköping 15% of the total 
population are immigrants. The largest group of immigrants comes from Finland followed by 
immigrants respectively from Yugoslavia, Iran, Iraq, Germany, Norway, and Turkey. The 
Municipality of Linköping has an agreement with the State since 1984 to take a given number 
of refugees. Between the periods of 1994-1999, it has taken about 4300 refugees. About 35 
nationalities are represented. In the 1980s the Iranian group was dominant, while in the 1990s 
the dominant group was Yugoslavs (Linköping Kommun 2003:9). The Linköping municipality 
has an elaborated integration policy for newcomer refugees and other immigrants which 
focuses on: 
 
• Practical and basic information on the Swedish society and general information on the 

Linköping municipality, information on accommodation 
• Drawing up plans for immigrants that would be followed during the integration process, 

evaluation and assessment of past education level and professional experiences 
• Basic Swedish language instruction, study counseling, information on the citizen’s rights 

and obligations 
• Initiating contacts with the Swedish labour market through the labour agency 
• Encouraging work placement, supporting self-initiatives for immigrants who want to start 

their private business 
• Support for immigrant  children in school 
• Advices to immigrant families and to individuals 
• Facilitating contacts with Swedish associations by giving immigrants detailed information 

on different associations in the society 
• Support for elderly immigrants to facilitate their adaptation in the Swedish society 

(Linköping Kommun 2003:12-29). 
 
In 2003 there were over 700 African Immigrants in Linköping (see table, statistic info 
2004:19). 
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Chapter 5: Results, Interpretation, and Discussion 
 
5.1 Questionnaires 
 
I handed out twenty-five questionnaires to African immigrants. Only respondents who fulfilled 
the criteria to participate in the study as stated in the methodology chapter were selected and 
approached. All the twenty-five questionnaires were filled accordingly and submitted back to 
me. Those who took part in this study come originally from different countries in Africa. All 
the respondents filled out the questionnaires in my presence and this was done in the form of 
open discussion (in-depth interview) .The researcher-respondents encounter was primarily 
initiated through telephone and a face to face meeting was scheduled thereafter. I always made 
a brief personal presentation whenever I called the respondents. I always explained the aims of 
the study and the modalities of participation in the study, which involved willingness and 
confidentiality. All the 25 African immigrants participated willingly in the study. After getting 
approval from the respondents to participate in the study, arrangements were made to meet 
them. I met almost all the respondents at their residences and I had the opportunity to observe 
how immigrants live in every day life. Except for three respondents who met me out of the 
usual home setting; these respondents personally invited me to have a chat over a meal or a 
beverage. Generally the” researcher –respondents” discussion lasted from one to two hours. 
The atmosphere surroundings the discussions was cordial, open, friendly, and relaxed. 
                 
5.2 Interpretation of Results 
 
The respondents were asked 26 questions. They were categorised into three parts: Immigrant’s 
personal history which consisted of questions on the respondent’s age, marital status, gender,  
occupation, country of origin and duration of stay in Sweden. The second category comprised 
questions on the immigrants personal experiences and health condition before migrating to 
Sweden. The third category consisted of questions on  the immigrants personal experiences 
after migration to Sweden, and their current health situation in Sweden.     
 
Part I.: Immigrant’s personal history 
 
Table 1: Age 
 
Age  Frequency  

10-14 
15-19 
20-24 
25-29 
30-34 
35-39 
40-44 
45-49 
50-54 
55-59 
60-64 
65- above 

1 
1 
2 
2 
2 
7 
5 
2 
0 
1 
1 
0 
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Table 1 shows that the respondent’s age varies from between 10 to 64 years old.  The majority 
of our respondents were middle aged (35-49). 
 
Table 2: Marital Status 
 
Marital Status  Frequency  
Single  
Divorced 
Cohabiting  
Married 
Widow 
Other 

9 
2 
1 
12 
0 
1 

Total 25 
 
Table 2 indicates that a majority of the respondents were married, while another considerable 
number was still single however a small number of the respondents were divorced. One 
respondent did not specify her marital status. 
. 
Table 3: Sex  
 
Sex Frequency 
Female  
Male  

11 
14 

Total  25 
 
Table 3 illustrates that more men than women participated in the study, however there is a 
slight difference in number between male-female respondents who participated in the study. 
 
 
Table 4: Occupation 
 
Occupation  Frequency  
Working 
Unemployed  
Retired 
Work Placement  
Education 

14 
  2 
  1 
   0 
   8 

Total  25 
 
Table 4 reveals that the majority of the respondents work, one third of the respondents study 
while only two of the respondents were unemployed. 
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Table 5: Country of origin 
 
Country of Origin Frequency 
Benin 
Burundi 
Democratic Republic of Congo 
Eritrea 
Ethiopia 
Gambia 
Ghana 
Kenya  
Rwanda 
Somalia 
Sudan 
Tanzania 
Togo 
Uganda 

1 
1 
1 
1 
1 
1 
2 
1 
2 
9 
1 
1 
2 
1 

Total 25 
 
Table 5 indicates that the respondents came from 14 African countries with the majority of the 
respondents coming from Somalia. Other respondents came respectively from Benin, Burundi, 
Democratic Republic of Congo, Eritrea, Ethiopia, Gambia, Ghana, Kenya, Rwanda, Somalia, 
Sudan, Tanzania, Togo, Uganda. 
 
Table 6: How long have you been living in Sweden? 
 

Duration of Stay n Sweden (numbers of years Frequency 
5-9 
10-14 
15-19 
20- above 

4 
8 
10 
  3 

Total 25 
 
Table 6 shows that a majority of the respondents have been living in Sweden for between 10 
and 19 years and a small number of respondents have lived in Sweden for between 5and 9 
years and from 20 years and above. 
 
Table 7: Reasons for migrating to Sweden 
 

Reasons for Migration Frequency 
Quarter Refugee 
Asylum Seeker 
Work 
Studies 
Family reunification 
Other 

5 
13 
1 
2 
5 
0 

Total  25 
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Table 7 indicates that the majority of the respondents came to Sweden as asylum seekers. 
Almost half of the respondents came to Sweden as “quarter” refugees or under the family 
reunification. Work and studies were the main reasons for few respondents. 
 
Table 8: Respondent’s present legal status 
 

Present legal Status Frequency 
Swedish Permanent Residence (PUT) 
Have  Swedish Nationality 
Swedish Nationality (Pending) 

9 
15 
1 

Total 25 
 
Table 8 illustrates that a majority of the respondents have acquired Swedish nationality while a 
considerable number have Swedish Permanent Residence. One respondent had applied for 
Swedish nationality but at the time the respondent filled the questionnaire, the Swedish 
authorities had not yet made the   final decision for granting her the Swedish nationality or not. 
 

Part II: Immigrants’ personal experiences and health status before migrating to Sweden  
 
Immigrants’ personal experiences before migrating to Sweden 
 
Table 9: Have you ever been a victim of arbitrary arrest in your home country? 
 
Victim of arbitrary arrest in the home country.  Frequency 
At least once 
Often 
Never 

7 
1 
17 

Total  25 
 

         Table 9 indicates that a majority of the respondents had never been a victim of arbitrary arrest 
in their home country.  However slightly more than one third of the respondents had been a 
victim of arbitrary arrest in their home country. 

 
Table 10: “Have you ever witnessed torture in your home country?” 
 

Witnessed torture in the home country Frequency 
At least once 
Often 
Never 

10 
  5 
10 

Total 25 
 
Table 10 shows that more than half of the respondents maintained that they witnessed torture at 
least once or often. While one third of the respondents have often witnessed torture in their 
home country. On the other hand almost half of the respondents never witnessed torture in their 
home country. 
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Table 11: “Have you ever been tortured in your home country?” 
 
Been tortured in the home country Frequency 
At least once 
Often 
Never 

7 
0 
18 

Total 25 
 
Table 11 indicates that more than one fourth of the respondents affirmed to have been tortured 
at least once in their home country. Some of the respondents who have been tortured described 
their experiences as follows: 
 

I was imprisoned in my home country and in the prison I saw how other prisoners were 
being tortured. Although I have never been tortured myself, the memory of that incidence will 
never get off my mind, it is still tormenting me today. 
 

My family was persecuted by the authorities in our home country and I was even denied my 
country’s passport when it was time to join my husband in Sweden because of his political 
activities. 
 

During my military service in my home country we were subjected to rigorous training and 
heavy punishments awaited those who were not up to the task, I saw how my colleagues died in 
the forest, we were thought to hate civilians, we ate ants and slept outside in the cold. I was 
wicked and nasty towards civilians and  it took me a whole year  before I could change my 
character. When I came to Sweden I was violent but then I had to live according to the law. 
 

When the war broke up, my house was burnt down, my wife died and I was deeply hurt, I 
was a half dead man when I came to Sweden and my left hand was totally destroyed. 

 
Table 12” Sought medical help in Sweden because of torture and arbitrary arrest in the home 
Country” 
 
Sought medical help in Sweden because of 
torture, arbitrary arrest in home country. 

Frequency 

Yes 
No 

1 
24 

Total 25 
 
Table 12 shows that only one person sought medical help with regard to torture suffered in the 
home country.  
 
I was admitted in the hospital the day I arrived in Sweden where Doctors relentlessly tried to 
revive me, I was half dead, unconscious with injuries all over my body 
 
On the other hand, a majority of the respondents did not seek medical help. 
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Table 13 “Health status before migration to Sweden” 
 
Health condition before coming to Sweden Frequency 
Very Good 
Relatively good 
Not Good 
Poor Health 

12 
12 
  0 
   1 

Total 25 
 
Table 13 illustrates that a majority of the respondents reported to have been either in good 
health or relatively good health before migrating to Sweden. Only one respondent attested to 
have been in poor health upon migration. 
 
 
Part III:  Immigrants’ personal experiences after migration to Sweden  
               Immigrants’ health status after migration to Sweden 
 
Table 14” Description of the health condition after staying in Sweden” 
 

Health condition after staying in Sweden Frequency 
Very Good 
Relatively Good 
Improved 
Not Good 
Still experiencing poor health 

10 
9 
3 
3 
0 

Total  
 
Table 14 indicates that after their stay in Sweden,  a majority of the respondents alleged to be 
either in very good health or in relatively good health. On the other hand one fifth of the 
respondents affirmed that their health has been improved after their stay in Sweden. However 
some respondents indicate that they have poor health. 
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Table 15” How often do you seek medical help in Sweden”? 
 

Rate of seeking medical help in Sweden  Frequency 
Regularly 
Occasionally 
When necessarily 
Scarcely 
Other 

2 
3 
13 
5 
2 

Total 25 
 
Table 15 shows that a majority of the respondents seek medical help when necessary .On the 
other hand  one fifth of the respondents seeks medical help either regularly or occasionally. 
 
My going to the hospital depends on how I feel; some times I can go there twice in one month, 
once in one month, or even four, five, six times. It all depends on how I feel. 
 
Some times ago they discovered that I have cancer, and I was asked to go for check ups every 
two years. 
 
I am an allergic patient so when I have difficulties with breathing I do go to the hospital 
 
As a diabetes and high blood patient I do go to the hospital for control routine 
 
 
Table 16.” Health problems experienced in Sweden” 
 

Health problems experienced in Sweden Frequency 
Fatigue 
Stress 
Insomnia 
Headache 
Others: 
Diabetes 
Pneumonia (lugninflamation) 
High blood pressure 

6/25 
13/25 
4/25 
5/25 
 
1/25 
1/25 
1/25 
 

 
Table 16 indicates that almost all of the respondents experience one or more health problems 
presently in Sweden.  A majority of the respondents suffer from stress, fatigue (tiredness), 
headache, and insomnia (difficulties to Sleep). 
 
In Sweden , time is never enough  [ Man har ont om tiden]. 
 
I have become forgetful, here one lives and functions like a machine 
 
It is hard to describe how one feels, I feel discomforted, and a certain unease in my whole body 
 
Sometimes I think too much about my future in Sweden 
A small number of the respondents experience other health problems such as diabetes, 
pneumonia, and high blood pressure. 
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Table 17 “How often do you feel homesick since your arrival in Sweden?” 
 
 
 
 
 
 

Table 
17 illustrates that a majority of the respondents sometimes feel homesick 
 
As soon one sees the snow, one misses home so much. 
 
When I see film or documentaries on my country I become home sick, or when someone talks 
about my country , I really become home sick, but since I have lived here for quite a long time 
now , I do not feel homesick that much. 
 
In the beginning it was so difficult to handle “homesickness”. I came here alone and left all my 
family members behind, and then later I settled down, I got married and had children, and I 
thought they will fill that gap, but I still feel home sick, I returned three times in my home 
country since I came to Sweden. 
 
Few of the respondents affirmed never to feel homesick since they came to Sweden. 
 
The more you live here, the more you get use to it. 
 
I have a wife and children here, it is only relatives one miss much. 

 
 
Table 18: “How often are you in contact with people, friends, and relatives in your home 
country? 
 

Contact with people, friends, in home countryFrequency 
Regularly 
Occasionally 
Scarcely 
Never 

14 
6 
4 
1 

Total 25 
 
Table 18 indicates that a majority of the respondents keep in touch with friends and relatives in 
the home country either regularly or occasionally. 
 
 I keep in touch with my family back home through Internet and telephone, I call them so often. 
 
Few respondents scarcely or never keep in touch with friends, people, and relatives in home 
country. 
 
I hardly call back home however one is aware of what is going on there. 
 

Feeling Homesick since arrival to 
Sweden 

Frequency 

Always 
Sometimes 
Never 

6 
15 
4 

Total  25 
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Table 19” How often are you in contact with your countrymen in Sweden”? 
 

Contact with your countrymen in Sweden Frequency 
Regularly 
Occasionally 
Scarcely 
Never 
 

14 
6 
4 
1 

Total 25 
 
Table 19 shows that a majority of the respondents are regularly or occasionally in contact with 
their countrymen in Sweden. 
 
They can come to us anytime; they do not need to call or book the time before coming. 
 
Few respondents scarcely or never have contact with their countrymen in Sweden. 
 
It becomes very difficult to meet with them, we just don’t find time. (Man hinner aldrig)! 
 
    Table 20 “How often do you meet and interact with other people from Africa? 
 

Meeting and interacting with other people  
from Africa 

Frequency 

Regularly 
Occasionally 
Scarcely 
Never 

7 
11 
 4 
 3 

Total 25 
  
 Table 20 indicates that a majority of the respondents meet and interact with other people from 
Africa either regularly or occasionally. Few respondents scarcely or never meet other people 
from Africa. 
 
Table 21 “What do you miss most in your home country?” 
 

What is mostly missed in the home country Frequency 
People 
Food 
Culture 
Tradition 
Others (specify) 

20/25 
13/25 
20/25 
12/25 

 
Table 21 illustrates that what a majority of the respondents missed and longed for most were 
people, food, and culture. 
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People 
 
I miss people warmth, which I find difficult to get in Sweden, in Africa people care much about 
each other. 
 
 I am now a Swede, but I will never become one and I do not consider myself to be a Swede, I 
am always an African. 
 
In Africa people are not isolated and communication is very easy, unlike in Sweden where you 
can stay for ten years without knowing whom your next-door neighbour is. “I miss the social 
life in Africa. 
 
Here I feel lonely and isolated.  
 
Culture 
 
In my country, and I guess that is most common in other African countries also, the child does 
not necessary belong to the immediate family rather to the whole society. Therefore if a child 
does wrong, someone in the society can summon, correct, and advise him or her. The person 
doing this does not need the parent’s permission or approval to intervene. Unfortunately things 
are different in Sweden.”  
“In my country children respect the elders; you don’t look at them in their eyes. Here we lack 
that respect towards our elder people. 
 

Food 
 
In Africa we have fresh food, which it is hard to find here, only frizzed food is available which 
you have to freeze again. At the end of it, the food one eats has lost its taste. 
 

              Half of the respondents also missed other things beside culture, tradition, and people. 
 
                  There are those unique experiences one misses most like the” harvest”, the sea,  time 

spent with your grand parents, it is rather unfortunate that one can no longer find such things 
in Sweden. 

 
 
 

Table 22: Meeting and socializing with Swedes 
 

Meeting and socializing with Swedes Frequency 
Very often 
Regularly 
Occasionally 
Rarely 
Never 
 

9 
5 
6 
4 
1 

Total 25 
 
Table 22 illustrates that a majority of the respondents meet and socialize with Swedes very 
often, regularly, or occasionally. 
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When we were living in a small area it was easier to meet and interact with Swedes, we used to 
meet each other on regular basis, but now when we moved to a bigger town things changed, it 
is very difficult to meet them except those who help me to repair my car and my children’s 
bikes. 
 
Few of the respondents however acknowledge never or rarely meeting and socializing with 
Swedes. 
 
Table 23 “How would you characterize your relationship with Swedes?” 
 

Description on the nature of the relationship with Swedes. Frequency 
Cordial 
Superficial 
Reciprocal 
One way relationship 
Other 

7 
8 
3 
1 
6 

Total 25 
 
Table 23 indicates that a majority of the respondents characterize their relationship with 
Swedes as cordial and reciprocal. 
 
 My Swedes friends taught me how to cook when I was admitted at the hospital and this has 
helped me greatly since I live alone without any relative to help me.  
 
I really have good relationship with Swedes and our relation is based on “the take and give 
relationship”. We teach them our traditional dances and in return they help us pay our 
rehearsing hall. Let me give you another example, when my family was to join me here in 
Sweden, my Swedish friends helped me with financial means to enable them get here. 
 
Swedes are not spontaneous, but once you establish contact, the relation is real and lasting. 
 
 Other respondents characterize their relationship with Swedes as being either superficial, or as 
a one-way relationship. 
 
Swedes are afraid of strangers but once they have known you, and known who you are, that fear smelt away. 
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Table 24: Meeting and interacting with Swedes through associations, institutions, and 
organisation 
 
Organisations/ Association/ Institutions Frequency 
Church 
PTA (Parents Teacher Association) 
Tenants Association (Hyresgäst Förening) 
Political Party 
Other Associations: 
 
SULF (Sveriges Universitet Lärare Förbundet) 
Svenska Läkare Förbundet 
Trade Union (Kommunal Fackförbundet) 
Student Organisation 
Red Cross 
Work Organisations 
Företag Förening 
Afrika Grupperna 
School 
Leisure Association 

6 
6 
6 
0 
 
 
1 
1 
3 
1 
1 
1 
1 
1 
1 
1 

 
Table 24 illustrates that a majority of the respondents are members of various associations 
where they do meet and interact with Swedes. Some are members of the Church, Parents and 
Teacher Association, Tenants Association, Medical Doctors Association, Swedish Association 
of University Lecturers, Communal Trade Unions, Red Cross, Work Organisation, School 
Associations, African Association, Leisure Association, Business Association.  
 
Table 25: Types of relationships with Swedes  
 
Types of relationship Frequency 
Emotional Support 
Practical Guidance 
Socializing 
Other 

2 
9 
16 
3 

 
Table 25 indicates that a majority of the respondents attest that their relationship with Swedes 
is mostly on a social and practical guidance basis. Few of the respondents on the other hand 
consider their relationship with Swedes as either being   of emotional support or other kind. 
 
Table 26: Do you consider yourself as part of the Swedish society?  
                   
  
Consider oneself as part of the Swedish    
    Society 

Frequency 
 

Yes  19 
No   6 
Total 25 

 
Table 26 illustrates that majority of the respondents consider themselves as part of the Swedish 
Society. 
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Table 26 a.  : “Yes, Because “: 
 
   “Reasons for considering oneself as part of the Swedish society” 
 
Reasons of considering oneself  
as part of the Swedish  the Society   

      Frequency 

I have and I enjoy the same rights like Swedes 
 
I can participate in the society’s various activities. 
 
I have the support from the Swedish friends and 
authorities. 
 

14 
 
14 
 
  9 

  
Table 26a indicates that the reasons which make a majority of the respondents  consider 
themselves as part of the Swedish society are  based on the fact that they have and enjoy the 
same rights like Swedes, that they can participate in the society’s various activities and that 
they have support from  Swedish friends and authorities. 
 
Table 26.b: “Consider oneself as not belonging to the Swedish society” 
 
Consider one as not belonging to the Swedish Society. Frequency 
No 6 
Total 25 
 
One fourth of the respondents consider themselves as not belonging to the Swedish Society. 
 
Table 26 b.1 “Reasons for considering oneself as not belonging to the Swedish society” 
 
Reasons for considering oneself as not 
 belonging to the Swedish Society 
 

Frequency 

I am excluded from the Society 
I am discriminated against with regard to: 
Job 
Accommodation 
Other reasons. 

1 
2 
2 
1 

 
Table 26 b illustrates that amongst the reasons offered by the respondents who do not consider 
themselves as part of the Swedish society, the feelings of exclusion and discrimination 
experienced by the respondents in the labor market or discrimination against them with regard 
to accommodation made them feel like outsiders. 
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5.3 Interview with respondents 
The interview with the respondents consisted of questions on their personal background, 
experiences before migration to Sweden and experiences after migration to Sweden. The aim 
of the interview was   to find out if there would be similarities in the responses both from the 
interview and the questionnaires. Those who were interviewed were the same people who 
answered the questionnaires. I also wanted to see if migration and integration could affect the 
health of African immigrants in the Swedish society. This was done by talking at length with 
the respondents about their experiences before and after migration to Sweden. Since it is 
almost impossible to transcribe all the 25 interviews, I have chosen to present excerpts of four 
interviews. These four cases represent the five types of migration in the study namely, labour 
migration, family reunification migration, political migrants, resettled refugees, and asylum 
seekers. 
                 
  Case A 
 
A is from Ghana; she is in her middle fifties. She came to Sweden 17 years ago when her 
husband got a job in Sweden. By the time she came to Sweden she was in her late thirties and 
mother of two young children. She held a University Degree in Education and a Postgraduate 
diploma in Religious studies. She had been a teacher for 13 years both in her country and in 
other various African countries where her husband was appointed as a researcher. When I 
asked how it felt like to come to Sweden she answered: 
 
Well, I had not expected to encounter many difficulties. I had to stay at home for the first two 
and half years to take care of my children. We could not afford a nanny, and we did not receive 
any social help as my husband was working. However it did not take long before we realized 
that I had to look for a job, my husband salary was not enough to support our family. Then 
there was a language problem. I had to start from scratch in order to learn the Swedish 
language, which was not easy as I was getting older. 
 
When I asked how it was like to look for a job, the answer was: 
 
To my greatest dismay everywhere I went to search for a job I got the same answer:” No 
Job,”you have no experience” Yet I had 13 years of experience. This was in the late eighties, 
when I turned to Arbetsförmedlingen (labour agency) with my Degree certificates, a lady there 
said to me:”Du kan glömma den här. Utbildningen gäller inte I Sverige.” “Forget about your 
education, it is not useful here, now you are in Sweden.” How could I forget about all the years 
I spent at school to earn my degree? I even sent my papers to HSV (HögskolVerket) for 
validation of my certificates but to no avail. I went through a tough time and later I realized 
that there was no other alternative than to comply with their requirements which meant to start 
my teachings studies all over again and this time in the Swedish language. It took years but 
finally I got my Swedish Diploma. Unfortunately the Swedish teaching Diploma did not remove 
the previous barriers, which I have earlier encountered while searching for a job. Upon 
graduation another struggle began that of getting a job for which I was qualified .It took 
several years before I got a permanent job as a teacher despite my Swedish teaching Diploma. 
 
When I asked A if she considered herself as part of the Swedish society after having lived in 
Sweden for two decenies, she replied in this way: 
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Of course not!   
Why? I asked 
 
Because the Society shut me out , it took me years to prove my worth, here in Sweden people 
are very suspicious of foreign certificates, therefore , you have to prove who you are  and what 
you are capable of doing especially when you are an immigrant , before people can earn you 
some respect. 
 
Do you think what you went through has affected your health? I asked  
 
Oh! Yes! Tremendously! Before I came to Sweden I had no stomach pains, I also started to 
have sleeping problems and I was always tired. It did not stay for long before I developed high 
blood pressure; later on I was diagnosed with diabetes. Had it been I was in Africa and faced 
the same problems; relatives could have been there to help me. I would not have carried the 
burden alone. It took me time to get used to the cold climate and to the loneliness.  
 
How would you describe briefly your encounter with medical professionals in Sweden? 
 
Well I go to the hospital for check ups, it has happened to me several times when I sought 
medical help to hear the physician ask the same questions, questions such as how long have 
you been in Sweden? Do you have a job? Are you married? Do you have children? Etc… this 
is a clear indication that physicians, nurses, have already their own opinion when it concerns 
immigrants. I will tell you another bad experience, which nearly cost me my life. I was 
prescribed some drugs for my various illnesses .I went with the prescription to collect my 
drugs at the pharmacy. When I came back home I took the drugs as prescribed three times, and 
in the evening as I was going to lay down I collapsed and lost conscience .I was rushed to the 
intensive care unit (ICU, Akut mottagning) where they discovered that I had taken two 
incompatible drugs. Had it not been I was rushed in on time, I would have died. When I think 
about it I wonder who to blame? The physician who prescribe the drugs or the pharmacist who 
could have warned me of the sight effects of the incompatible medicines? 
 
Case B 
 
B is from Togo, he is in his middle thirties. Before he came to Sweden he earned a Degree in 
Economics. He came to Sweden as a quarter refugee for political reasons. He has been living in 
Sweden for eight years. Today he is self employed running a private business company 
(företagare).When I asked him the difficulties he encountered when he arrived in Sweden, B 
replied: 
 
I did not like the way we were taught the Swedish language. I was studying with people who 
have never gone to school and this was dragging us behind; I would have liked the authorities 
to separate those who have an education from those who do not. Swedes do not realize that 
when one finds himself in this situation one looses self esteem. 
 
When I asked him how he would define integration, B replied: 
 
In my opinion, integration is the ability and the capability of an immigrant which will enable 
him to be self reliant in the Swedish society. Integration is also being part of the Swedish 
society through the accomplishment of various activities. In other words being able to 
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contribute to the development of the Swedish Society. In my views, work and the Swedish 
language are the prerequisites of good integration in the Swedish society. 
 
 
When I asked him if he was integrated in the Swedish society, B replied:  
 
It is very difficult to say. I am trying my best but the results seem not to be encouraging. I give 
you a practical example. As a businessman I bought a car for my business in Germany. Before 
I could register and use the car in Sweden I had to do a car control (bil besiktning). Basically 
since the car was bought in Germany which is another European Union country in principle 
there should not have been any problem with the car control. Far from it, despite the fact that I 
had all the required papers, it took several months before I could be called in for an interview. 
Thanks to a Swedish friend to whom I had explained my problem. He took my papers, and it 
did not stay long before I was called in for the car control. It is really frustrating. Another 
example, I have applied for a loan to establish my own business, I presented to the Bank a 
project, which was considered feasible. But the Bank, set up some conditions: I had to start the 
project with my own funds to show how serious I was. When I did, the Bank kept on postponing 
the approval of the loan with no reason. 
 
 
 
How do you see the future of the integration process in the Swedish society? 
 
The future may be bright if people are encouraged. Sweden is a country with rich values, the 
basic rights, like human rights are respected and promoted. What I have seen is that Swedes 
lack much information on Africa and Africans. 
 
How would you describe the medical sector in Sweden? 
 
Medical Professionals also lack information and experiences when it comes to treat Africans. 
Africans have different pigmentation and morphology and this is overlooked while treating 
them.  
 
Case C 
 
C comes from Gambia and is in her early forties. C came to Sweden 20years ago to be reunited 
with her husband with whom she had four children. C works as a cleaner, a job she has been 
doing for years and which she loves so much and is dedicated to. I asked C how she would 
describe her first years in Sweden.  
 
My first days in Sweden were mostly spent in the house as a house wife. I never knew what was 
going on outside. I became pregnant and therefore could not attend the Swedish classes, as I 
was very weak. So the first years I gave birth and raised my children at home.  Later on the 
atmosphere in my house was detoriating and eventually I ended up divorcing my husband. I 
was on my own and I needed a job. I went everywhere searching for a job, after a while I got a 
job as a cleaner. Later I could clean at different places. Cleaning became part of me. It is a 
passion and I am well paid and I like my job.  
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Do you consider yourself as part of the Swedish society? 
 
Yes, absolutely! Sometimes I think and act as a real Swedish given the fact that one has lived 
here for years. For example at home we use Swedish as language of communication. All my 
kids were born here. Although they do speak my mother tongue, they are more fluent in the 
Swedish language. Do you know what? I realized that the only time I do not speak in Swedish 
is when I am angry. I find myself  talking my mother tongue. 
 
 
So you consider yourself as a Swedish? I asked 
 
Yes but under certain circumstances no. for example when you meet Swedish who ask you what 
you are doing in Sweden (Vad gör du i Sverige?) Or why did you come to Sweden? (Varför 
kom du till Sverige?) I become very discouraged and feel like no matter what kind of efforts 
one makes to be part of the Swedish society, one remains African in the eyes of Swedes. One 
day I was sitting in a bus from my job two Swedes shouted at me “nigger du lever på vår 
skatter”, “nigger you live on our taxes”” I could not take it and I stood up and told them that 
every blessed I get up at 5 and leave my home at 6 and I am not back home before three o 
clock. I told them I was an honest citizen who pays her taxes to the state every month. The 
whole buss applauded me. I realized that those who said that were drunkards who blame their 
misfortunes on others. 
 
Could you tell me the difficulties (if any) you have encountered to be integrated in the Swedish 
society? 
 
As an African what I find very difficult here in Sweden is the child upbringing. I speak as a 
parent. Parents become powerless, they can not scold their children if they do wrong. When 
there is a problem between a parent and his child, the social workers always give reason to the 
child. How would the children not disobey their children if they know that the authorities 
would back them up? There is also a “laissez faire “ in school. “Skolan måste anpassar sig till 
barnet istället att barnet ska anpassar sig till skolan” . In other words the school must fit to the 
taste of the child instead of the child to conform to the rules and regulations of the school. 
 
Do you have any health problems? How would you describe the medical sector in Sweden? 
 
I go to the hospital when necessary. But few years ago I was diagnosed with diabetes so I have 
to go to the hospital for check ups. I wait until the hospital sends me an appointment to meet 
with my physician. I am now also suffering from permanent headaches and tiredness. 
 
Case D  
 
D is from Benin and came to Sweden nine years ago to be reunited with her family. She had 
upper secondary certificate from her home country. D is in her late twenties and mother of two. 
Failure to validate her diplomas, she started her secondary education in Swedish and after 
completing it she was admitted at the University to study statistics. 
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How was it like to come to Sweden? 
 
Everything was different. I had to adapt to the climate, which I found harsh and very cold. I 
started to dress up in a strange manner: with many heavy clothing to protect myself against the 
cold. I remember how I faced language problems in the beginning and I had to carry a 
dictionary with me everywhere. And of course I had to fill in a lot of administrative papers. 
 
What were your first impressions?  
 
I was enthusiastic to meet people, but I was disappointed to meet reserved people. Swedes are 
very reserved; it took me years before I got “real” friends. Swedes do not open up to the 
strangers no matter how you try to come closer. I had to learn the language, and later on I had 
to start all over my secondary education despite that I had a certificate, which could be 
validated. 
 
How would you describe the Swedish society? 
 
What I like in Sweden is that the state gives the possibilities to everyone to be educated 
irrespective of where you come from, your status, sex, everybody is entitle to free education. 
this we do not have in our own countries. I have also noticed that women are encouraged in a 
more particular way. Unlike in our societies where a woman stays at home especially after 
delivery. Here in Sweden after you have put to bed, you return to your studies and continue 
where you have ended.” 
 
 
How would you define integration? 
 
For me integration is playing a vital role in our Swedish society, being responsible and able to 
participate in the development of our society and this is done through work. Integration is also 
being part of the society that is to able to master the Swedish language and culture. 
 
How would you describe your interactions with medical professionals in Sweden? 
 
I meet with medical professionals on several occasions. It may be when I bring my children to 
the hospital or when I seek medical help myself. When I was expecting my first child I often 
went to the hospital for check ups. I had good relationship with the doctors and the midwife. 
They followed up my pregnancy until the day of delivery. The day I was due to deliver I went to 
the biggest hospital in town when I was placed under observation. The nurse midwife who was 
in charge that night did not however detect an abnormality in my child breathing which 
occurred during that day. It was in the evening when a doctor was making his final round that 
he discovered that my child’s heart was not longer beating, by that time I had lost 
consciousness and the only way out was an immediate operation to remove the dead child and 
try to save my life. Before the operation my husband who was shattered by what was going on 
asked the medical team to pray, he believed God would perform miracles. I was operated 
upon, and the child was removed. Miracoulsly I survived and so did my child. We were kept in 
the hospital for more days under observation. If not of divine mercy I would have died and my 
child would have died as a result of a nurse’s carelessness. The hospital staff stood by us and 
even told us that we could sue the nurse. We never did as God was so kind to give us a living 
son. Since then all other nurses and physicians I came across have been kind so far. 
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5.4  Discussion  
 
The results came as a surprise and were unexpected. The revelations were astonishing. I had 
expected to meet sick immigrants as my starting point was the assumption that “generally 
immigrants tend to have poor health compared to that of the native population in the host 
country. However, the fact that a majority of the respondents affirm and reported to be in good 
health condition can be explained in many ways. A majority of the respondents are  middle 
aged (10- 49 years old) and they have been living in Sweden for between 5 to 20 years and 
above (see Table 1& 6). This therefore implies that when they came to Sweden they were 
young, strong and healthy. Previous studies in immigrant’s host countries indicated that 
selected immigrants are healthier.The health status of a particular migrant group may be due to 
differential selection effect of that group. Sharma et al(1990) cited in Mc Kay(2003) found 
that immigrants from Europe, Asia, Africa, and North, South and Central America  had higher 
life expectancy than both the Canadian born host population and the native born in their places 
of origin. In this case, the immigration process seems to be highly selective in nature with 
immigrants being healthier. According to Mc Kay (2003), selective migration is an important 
factor, which entails the movement of a “selected” group of healthy or unhealthy migrants. The 
group possesses special characteristics and may differ sharply from their non- migrant 
counterparts back home.  
 
Duration of stay is an other determinant of immigrants’ health in their host countries. A 
majority of the respondents have lived in Sweden for a long period ranging from five to twenty 
years and above (see table 6). Vogel (1996) asserted that newly arrived immigrants (nylända 
invandrare) tend to have poor health condition as compared to immigrants who have lived in 
Sweden for 10 or more years. Therefore, he argues that in this way migration has a positive 
effect on the health of immigrants. Stein (1986) cited in Hermansson (1996) also maintained 
that duration of stay is important in the life and development of the immigrant in the host 
country. He enumerated various phases, which influence the immigrant’s health. According to 
Stein,   upon arrival the refugees (immigrants) are confronted by the reality of what has been 
lost, culture, identity, etc. During a period of one or two years, there is an impressive drive to 
recover what has been lost and to rebuild everyday life structures. After four to five years, the 
refugee has completed the major part of adjustment i.e., he has acquired the language, the 
culture, has been retrained and maybe worked hard. If the goal is not near or at hand now, the 
refugee (the immigrant) is likely to abandon the effort. Little change occurs after this point. 
However not until after 10 years is a certain stability achieved. 
 
Acculturation is a process, which may affect the experience of migration. According to 
Adampoulu et al (1990) and cited in Mc Kay (2003) Greek- Cypriots in England have fewer 
psychological problems when they were more acculturated. Similarly Cochrane & Stopes-
Roes (1981) cited in Mc Kay (2003) found that stable psychological adjustment among Indian 
immigrants in England was related to their acculturative life. Bagley  
( 1993) cited in Mc Kay also found that the more acculturated, long established Chinese 
immigrants were in Canada,  the more their physical health, mental health and social 
participation profiles similar to those of the Canadians. On the other hand, Chinese who 
recently migrated to Canada expressed more depression and anxiety. Economic and 
psychosocial needs of Chinese in Canada were usually met through family and community 
support. 
 
A large number of the respondents reported stress, tiredness, constant headaches, insomnia, 
diabetes, pneumonia, high blood problems (see Table 16). These are psychosomatic symptoms 
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and an indication that all is not well with them despite the fact that majority of the respondents 
affirmed to be in good health (see Table 14). Vogel (1996) indicated that all immigrants who 
report poor health condition suffer from pains of various nature, constant headaches, pains in 
the joints and the shoulder. However, the immigrant’s perception and understanding of health 
in this study is unique. When I asked them what they understood by the concept of health, 
majority answer as follow:  
 
“Health is a combination of physical and psychic, well being” 
 
“Health is to be happy and glad” 
 
“Health is a prerequisite of good life; you can not enjoy life, if you are not in good health” 
 
“Health is supreme, is not money nor riches” 
 
“Health is feeling good” 
 
“Health is self realization and self esteem” 
 
“Health is being able to achieve your dreams and aspirations” 
 
“Health is doing fine, loving the life you live, enjoying life, you feel it is good to live, health is 
accepting who you are even of others do not accept you as you are, health is overcoming 
obstacles that come your way, health for me is the peace and harmony within me” 
 
Gunilla Tegern (1994) observed that lay people perceive the concept of health differently. She 
identified five significant meanings attributed to health. In her study, health was equated to 
strength, ideal, balance, well being, and health as the absence of the disease. Therefore the 
individual personal perception of the concept of health can influence his or her style of life by 
affecting health either positively or negatively.  In table 15, I noticed that a majority of the 
respondents hardly go to the hospital. They seek medical help only when necessary. One would 
argue therefore that it is obvious that they do not go the hospital given the fact that we know 
that majority of the respondents affirmed to be healthy. This tendency of not going to the 
hospital so often can be related to a culture pattern or a habit. Sunqvist (1994) had discovered 
that African and Asian immigrants in Lund and Malmö made few visits to the hospital. 
Similarly Essen (2002) showed that the perinatal deaths among immigrant mothers from the 
Horn of Africa in Sweden  was  a result of delay in seeking health care, refusing caesarean 
sections , inadequate  medication, insufficient surveillance of intrauterine growth , and  
interpersonal miscommunication. 
 
On the other hand, the respondents have strong social networks with people, relatives and 
friends at home and with both their compatriots and other Africans in Sweden and with Swedes 
(see tables 18, 19, 20, 22). Putman (2000) argued that a strong social network enhances the 
health of people. A majority of the respondents affirm and consider themselves to be part of the 
Swedish society (see table 25) because they participate in the society’s different activities, and 
because they feel they enjoy and benefit from the same rights as native-born Swedes. In 
addition a large part of our respondents claim to receive the necessary support needed from the 
Swedish society and Swedes (see table 25 a). However another considerable number of the 
respondents consider themselves as outsiders in the Swedish society (see table 26). The reasons 
advanced for the exclusion from the Swedish society are amongst others the discrimination in 
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the labor market, and accommodation. A majority of the respondents are either working or 
involved in some form of education. Only few respondents are unemployed (see table 4). In 
addition, majority of the respondents are naturalized Swedish citizens while another significant 
portion has permanent residence permits thus enjoying the same rights as native born Swedes 
(see Table 8). All the respondents have a good command of the Swedish language. It is worth 
recalling that the interviews with the respondents were conducted in Swedish and this is proof 
of a high degree of integration. 
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Chapter 6: Conclusion and Recommendations 

 
This study portrays the views of African immigrants who have lived in Sweden for a period 
ranging from 5 to 20 years and above. Immigrants self rate their health and describe their 
encounter with medical professionals. African Immigrants also give an account of their 
experiences prior to migration to Sweden and post migration period. The results in this study 
indicate that a majority of African immigrants affirm to be in good health despite that a 
significant number of immigrants reported psychosomatic illnesses such as permanent 
headache, uneaseness, tiredness, and anguish. However it was revealed that African 
immigrants in the city of Linköping have strong social networks with their fellow Africans 
nearby and back home, they also interact with Swedes. Loneliness, child upbringing and 
unemployment were mentioned several times by African immigrants as the most common 
difficulties encountered in the Swedish society. Mastery of the Swedish language and more 
flexible job opportunities were referred to as prerequisite and vital tools for the integration of 
African immigrants in to the Swedish Society. It was shown in the study that African 
immigrants do not seek medical attention except when necessary. 
 
Coming to a new place, changing the living style, adjusting to a new environment, settling 
down, learning a new language, and becoming part of a new society is challenging for African 
immigrants. These changes which occur between the pre and post migration period, may affect 
the health of African immigrants. To leave one’s home country, to be separated from relatives 
and friends, to be governed by new rules and regulations and to start life all over again can 
cause anxiety, homesickness and anguish. It was shown in this study that although there are 
strong social networks which exist between African immigrants and Swedes and other 
Africans. Majority of African immigrants still feel homesick and lonely. However the results in 
this study indicate a high degree of social and average economic integration by African 
immigrants in the Swedish society. A majority of the respondents speak the Swedish language 
fluently and many of them do work. It was also noted that majority of the African immigrants 
do seek medical attention when needs arise. Previous studies have shown the same results 
(Sundvist1994, fhvc2005, Noli1996).  
 
Why do Africans immigrants not seek medical attention except when necessary? Is it 
something embedded in their culture? Or is it because of bureaucratic barriers which exist in 
the Swedish health care system? That is calling and booking the time with first the district 
nurse who will determine if the patient has to see the doctor or not. In order to encourage a 
high turn up of African immigrants  seeking medical help, politicians who are often the 
decision makers should encourage such projects whose prime goals are the empowerment of 
immigrants. An example of such a project is the Malmö project whose objectives are to 
improve the health of immigrants residing in that city. Malmö is the second largest city in 
Sweden with 23% of immigrants making up the total population of the city. The project is 
managed by immigrants themselves and financed by the Swedish Integration Board. 
Immigrants who previously had health care education in their countries of origin are trained for 
one year to get acquainted with the Swedish health care system and then they are integrated in 
the Swedish health care services to be health facilitators (Hälso Kommunikatör).  
The immigrant trainees are therefore a bridge between the medical professionals and other 
immigrants. This has proven to work. The project has raised awareness on health issues, 
especially on prevention diseases and promotion of health in the various immigrants’ 
communities. Also the possibilities to employ immigrant’s personnel in hospitals and various 
primary health care should not be excluded as advocated by members of the County Council in 
the Östergötland region (landstinget). It was also ascertained that only the Skäggetorp primary 
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health care in Linköping had integrated immigrant’s health professionals in their medical team. 
It should be noted that Skäggetorp is  one of  the areas most populated  by immigrants in the 
city of Linköping.  
 
 Studies conducted in the Östergötland region have shown that lack of information on the 
Swedish health care system in the immigrant’s languages continue to be a barrier for 
immigrants who seek medical attention. It was therefore suggested that information on health 
care and health in general be translated into various languages as to facilitate and ease 
communication and interaction between immigrants and the health professionals (Melin, 
2005). The role of culture should not also be undermined. Previous studies have shown that 
culture was a determinant factor of health (FHIi, 2003). Lack of integration impedes the health 
of immigrants. However good integration enhances the health of immigrants. Therefore 
opportunities for an economic integration should be set up. Employers should be more open to 
integrate immigrants in the labour market. According to the Swedish minister of finance Pär 
Nuder “ In Sweden only a handful employers realize the value of immigrants who are in the 
country”. “Inte minst kan de få arbetsgivare att inse värdet hos invandrare som redan finns 
här”(Metro finans May 2005:8). For Nuder, immigrants (utländsfödda) are the hope of the 
Swedish welfare. Nuder argues  that the welfare is financed by the number of working hours, 
so if more immigrants whose average working hours is 60% as compared to that of their 
Swedish counterparts which is 80% could be increased , then Sweden would have 115000 
more people in the labour market. And this means that between 17-18 billion Swedish crowns 
surplus in the public sector. 
 
No matter how informative this study seems to be, it is still early to draw general conclusions 
pertaining to African immigrants as a whole. This study has laid the grounds for further 
studies. In the future comparison needs to be made. It would be interesting for instance to find 
out if the same results may be obtained if the same study is conducted in other cities of Sweden 
with African immigrants. Alternatively African immigrants in other Nordic countries and even 
in other European countries. 
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6.2 Appendix 
Questionnaire 

 
                                                                                      Isis Marie Aimée U. Nyampame 
                                                                                     Department of Health and Society 
                                                                                     Faculty of Arts and Sciences 
                                                                                     University of Linköping. 
                                                                                    Umuny454@student.liu.se 
 
Dear Respondent, 
 
I am Isis Marie Aimée Nyampame, a Master student in the Department of Health and Society 
at the University of Linköping. I am currently conducting a study for my thesis on   “The 
Impact of Migration and Integration on the Health of African Immigrants in the Swedish 
Society. “: A case study of The Linköping County. 
 
Your answers to the attached questions would be of invaluable help in my inquiry. I therefore 
count on your objectivity while answering the questions. Rest assured of the confidentiality of 
whatever information you will provide, it will be used for academic purpose only. 
 
I thank you in anticipation for your kind cooperation and willingness to participate in this 
study. 
 
Kind regards, 
Isis Marie Aimée U. Nyampame. 
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Questionnaire for African Immigrants. 
 
General  Information. 
 
1. Age:  

 
2. Marital Status:  □ single           □       Divorced             □    Cohabiting 
 
                                           □   Married       □     Widow (er)         □          Other  
 
3. Sex:                    □ Female         □   Male 
 
4. Occupation:                 □    Working    □   Unemployed 
 
                                   □     Retired      □ Praktik(Job placement)  
 
                                         □ Education  
 
 
Q 5. How long have you been living in Sweden? 
        □  5-9 years 
        □ 10-14 years 
        □  15-19 years 
        □  20- above years 
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________ 
 
Q6.Amongst the following reasons which one prompted your coming to Sweden? 
 
      □  Quarter Refugee 
      □  Asylum Seeker 
      □  Work 
      □  studies 
      □  Family reunification 
      □ Other ( specify) 
 
 
 
 
Q7. What is your present status in Sweden? 
          □  Permanent Residence Permit (PUT) 
          □  Got  Swedish Nationality 
          □  Swedish Nationality/ pending( You have applied for the Swedish nationality but   you 
have not gotten  the final decision from the authorities.) 
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________ 
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Q8.  Have you ever been a victim of arbitrary arrest in your home country? 
        □  At least once 
        □  often 
        □ never 
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________ 
 
Q9.Have you ever witnessed torture in your home country? 
          □ at least once 
             □ often 
             □  Never 
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________ 
 
Q10. Have you ever been tortured in your home country? 
             □  At least once 
             □  often 
             □  never  
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________ 
  
Q11. Because of the above have you sought medical help upon your arrival to Sweden? 
             □ Yes  
             □  No 
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________ 
 
Q12. How was your health condition before you came to Sweden? 
 
             □ Not Good 
             □  Relatively Good 
             □  Very good 
             □  Poor health 
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Q13. How will you describe your health condition today after your stay in Sweden? 
             □ Improved  
             □ Not good 
             □ relatively Good 
             □ very Good 
             □  still experiencing poor health 
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________ 
 
Q14.How often do you seek medical help in Sweden? 
        □ Regularly  
        □ occasionally 
        □ scarcely 
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________ 
 
Q15. What kind of health problems do you experience presently in Sweden? 
       □  Fatigue 
       □  Stress 
       □  insomnia ( sleeping problems) 
       □  Headache  
       □ Others ( specify) 
 
____________________________________________________________________________
____________________________________________________________________________ 
____________________________________________________________________________ 
 
 
Q16. How often do you feel homesick since your arrival in Sweden? 
      □  always 
      □  sometimes 
      □  never 
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________ 
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Q17. How often are you in contact with people (friends, relatives,) in your home Country? 
      □  regularly 
      □ occasionally 
      □ scarcely 
      □  never 
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________ 
 
 
Q18. How often are you in contact with your countrymen in Sweden?  
      □    regularly 
      □    occasionally 
      □    scarcely 
      □    never 
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________ 
 
Q19. What do you miss most in your home country? (Please state 3 items). 
     □  people 
     □  food 
     □ culture 
     □ tradition 
     □ others( specify) 
 
 
 
Q20. How often do you meet and socialize with Swedes? 
    □ Very often 
    □ regularly 
    □  occasionally 
    □  rarely 
    □  never 
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________ 
 
Q21. How will you characterize your relationship with Swedes? 
    □  Cordial 
    □  Superficial 
    □   reciprocal 
    □  one way relationship 
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________ 
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Q22.  Do you belong to one or more of the following Swedish organizations through   which 
you meet and interact with Swedes? 
□ Church 
□ Parents Teacher Association 
□ Tenants Associations ( Hyresgäst förening) 
□ Political Party  
□ Other Associations ( Specify 
____________________________________________________________________________
____________________________________________________________________________
___________________________________________________________________________ 
 

 
 
Q23. What types of relationship do you have with Swedes? 
     □  emotional support 
     □  practical guidance 
     □  socializing 
     □  Other ( specify) 
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________ 
 
 
Q24.  What are the difficulties do you encounter ( if any) during the interaction process             
            With the Swedes?   
   □  Misunderstanding due to Language Barrier 
   □ Misunderstanding due to Culture difference. 
        Lack of affinities due to one’s background 
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
___________________________________________________________________________ 
 
 
Q25.Would you consider yourself as part of the Swedish society? 
         □ Yes  because: 
         □  I have and enjoy the same rights like Swedes 
         □  I can participate in society’s various activities. 
         □  I have support from Swedish friends and authorities. 
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________ 
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    No, Because: 
          □ I am excluded from the society . 
          □ I am discriminated against with regard to : 
          □ Job 
          □ Accommodation 
          □ Other reasons( specify): 
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________ 
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6.3 Population by country of birth in Sweden 
 

 
 
                                   Source:  (scb.se) 
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6.4 The population of the Linköping Municipality by Country of        Origin 
 

 

 
                            Source: (Linkopingkommun.se) 


