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Abstract
Purpose There is a lack of research on whether healthcare use before and after a suicide attempt differs between refugees and 
the host population. We aimed to investigate if the patterns of specialised (inpatient and specialised outpatient) psychiatric 
and somatic healthcare use, 3 years before and after a suicide attempt, differ between refugees and the Swedish-born indi-
viduals in Sweden. Additionally, we aimed to explore if specialised healthcare use differed among refugee suicide attempters 
according to their sex, age, education or receipt of disability pension.
Methods All refugees and Swedish-born individuals, 20–64 years of age, treated for suicide attempt in specialised healthcare 
during 2004–2013 (n = 85,771 suicide attempters, of which 4.5% refugees) were followed 3 years before and after (Y − 3 to 
Y + 3) the index suicide attempt (t0) regarding their specialised healthcare use. Annual adjusted prevalence with 95% confi-
dence intervals (CIs) of specialised healthcare use were assessed by generalized estimating equations (GEE). Additionally, 
in analyses among the refugees, GEE models were stratified by sex, age, educational level and disability pension.
Results Compared to Swedish-born, refugees had lower prevalence rates of psychiatric and somatic healthcare use during the 
observation period. During Y + 1, 25% (95% CI 23–28%) refugees and 30% (95% CI 29–30%) Swedish-born used inpatient 
psychiatric healthcare. Among refugees, a higher specialised healthcare use was observed in disability pension recipients 
than non-recipients.
Conclusion Refugees used less specialised healthcare, before and after a suicide attempt, relative to the Swedish-born. 
Strengthened cultural competence among healthcare professionals and better health literacy among the refugees may improve 
healthcare access in refugees.

Keywords Migration · Refugees · Attempted suicide · Cohort · Healthcare · Disability pension

Abbreviations
CI  Confidence interval
GEE  Generalized estimating equations

Background

Suicide attempts present major public health concerns, 
because the behaviour often initiates at an early age, is 
prone to repetition and may result in an adverse health and 
social development [1]. To overcome this public health bur-
den, identification of vulnerable populations is important 
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to plan preventative and rehabilitative strategies. In this 
regard, refugees need attention because of the higher risk of 
depression and anxiety disorders in this population [2, 3]. 
In turn, these disorders are among the main risk factors for 
suicidal behaviour [4, 5]. However, there is knowledge gap 
regarding whether risk of suicide attempt, compared with a 
country’s host population, is different for refugees [6, 7]. A 
recent cohort study in Sweden reported a lower risk of sui-
cide attempt in refugees, compared with the Swedish-born 
population [7]. The knowledge gap in this field seems even 
more prominent in light of the increase in global migration 
in the recent decades.

With increasing migration, the need for adaptability of 
the healthcare system in the host country becomes more 
important. Here, the socio-cultural differences of migrant 
populations (including refugees) also shape their health-
care needs. On one hand, migrants’ access to healthcare is 
dependent, to some extent, on the cultural competency and 
communication skills of the healthcare professionals in the 
host country [8, 9]. On the other hand, culturally determined 
perceptions of healthcare and help-seeking behaviour may 
lead to differential healthcare use in refugees [9, 10]. Addi-
tionally, structural barriers such as location of the healthcare 
centre or the burden of healthcare expenses may exist [9]. 
In some studies, type and quality of healthcare and treat-
ment have been reported to be different in refugees and other 
migrants, in comparison with the host population [11, 12]. 
Here, stigma towards both mental ill-health and suicidal 
behaviour may take shape according to the refugees’ origin 
culture and religion [10, 13].

There is a scarcity of research on potential differences 
concerning healthcare use before and after a suicide attempt 
between refugees and the host population. In studies where 
refugees and non-refugee migrants were not distinguished, a 
lower healthcare use was reported among migrants in com-
parison with the host populations [14, 15]. Compared with 
the respective host populations in Europe, a higher likeli-
hood of recommending no care at all or non-psychiatric care 
to Non-European migrants after a suicide attempt was found 
[14]. Similar finding of lower psychiatric healthcare use fol-
lowing self-harm was observed in south Asian migrants in 
the UK, compared with the majority population [15].

Although a high prevalence of mental disorders in ref-
ugees has been reported [2, 3, 16], we hypothesised that 
specialised healthcare use might be lower in refugees, 
before a suicide attempt, compared with the Swedish-born 
population. This assumption is based on refugees’ [17] 
and migrants’ (including refugees) [18–21] healthcare use 
in general. While healthcare use before a suicide attempt 
provides crucial knowledge from a prevention perspective, 
healthcare use after a suicide attempt gives necessary infor-
mation on adequate follow-up care. The National Board of 
Health and Welfare in Sweden recommends adequate and 

special follow-up care e.g. ASSIP (Attempted Suicide Short 
Intervention Program) for individuals who attempted sui-
cide so that future suicidal behaviour can be avoided [22]. 
Under the national health insurance system, refugees who 
are granted residence permit in Sweden are entitled to the 
same access to healthcare as the majority Swedish-born 
population. Even then, compared with the Swedish-born, 
a lower healthcare use after a suicide attempt in refugees is 
hypothesised, owing to the aforementioned barriers [8–10].

Furthermore, previous studies have reported variabil-
ity in migrants’ specialised healthcare use according to 
healthcare settings (inpatient vs outpatient healthcare) and 
type of healthcare (psychiatric vs somatic) [20]. Special-
ised psychiatric healthcare use is primarily interesting in 
relation to a suicide attempt. Likewise, in case of refugees, 
somatic healthcare use may carry complementary informa-
tion regarding comorbidity. Somatic healthcare use, particu-
larly the length of care, following a suicide attempt may also 
vary according to the method used, i.e. whether a violent 
method was used or not. Furthermore, idioms of distress in 
refugees may present as physical symptoms or somatisation, 
which in turn can influence their somatic healthcare use [23]. 
Refugees may also express somatic symptoms of underlying 
mental illness to the healthcare professionals due to cultur-
ally influenced stigma associated with mental ill-health [24].

The patterns of healthcare use before and after a suicide 
attempt are also likely to show considerable individual vari-
ation between refugees. These variations might be due to 
discrepancies in e.g. socio-demographic factors, such as 
sex, age and educational status. Psychiatric healthcare use 
was found to be varying between refugee women and men 
[25, 26] and according to age groups among migrants [18, 
20]. Socioeconomic status measured as educational attain-
ment is often considered as a determinant of healthcare use 
in migrants, although the evidence regarding this is incon-
clusive [20]. Similarly, variability in healthcare use among 
refugees may arise due to differential marginalisation in the 
labour market. Unemployment, sickness absence and disabil-
ity pension altogether can be conceptualised as labour mar-
ket marginalisation from a social insurance perspective [27]. 
Here, variability in healthcare use according to disability 
pension status is particularly interesting, because disability 
pension can be considered as the permanent marginalisa-
tion from the labour market, as compared to unemployment 
and sickness absence, which are temporary marginalisation. 
Capturing such differences in healthcare use according to 
socio-demographic and labour market marginalisation char-
acteristics is, therefore, important for designing culturally 
sensitive preventive strategies.
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Aims

We aimed to investigate if the patterns of specialised psy-
chiatric and somatic healthcare use, within an observa-
tion window of 3 years before and 3 years after a suicide 
attempt, differ between the Swedish-born population and 
refugees in Sweden. A secondary aim was to explore if 
patterns of specialised healthcare use differ among refugee 
suicide attempters according to their sex, age, education 
or receipt of disability pension.

Materials and methods

Study population

The study population comprised an open cohort of all indi-
viduals, 20–64 years of age with at least one hospitalisa-
tion or visit in specialised outpatient healthcare due to 
suicide attempt between January 1st 2004 and December 
31st 2013 (n = 99,050 suicide attempters) in Sweden. The 
observation period regarding healthcare use was 3 years 
before and 3 years after the index suicide attempt. Indi-
viduals not residing in Sweden during the 3 years prior 
to the index suicide attempt were excluded (n = 2062). 
Moreover, those with incomplete information on their 
country of birth (n = 13) and reason for residence in Swe-
den (n = 3534) were excluded. Because the population of 
interest in this study comprises Swedish-born and refu-
gees, non-refugee migrants (n = 7670) were not included. 
The final study population included 85,771 individuals, of 
which 81,916 were Swedish-born and 3855 (4.5%) were 
refugees.

Refugees and the Swedish‑born population

Following an asylum seeking period, individuals who 
are granted permanent residence in Sweden are identi-
fied as refugees in this study. The definition provided by 
the Geneva Convention on Refugees [28] is used by The 
Swedish Migration Agency to grant residence permits with 
the following ‘reasons for residence’: ‘refugee’, ‘in need of 
protection’ and, ‘humanitarian grounds’ [29]. A sensitivity 
analysis, including or excluding the latter two ‘reason for 
residence’ groups as refugees, showed similar results (data 
not shown). All individuals born in Sweden were identi-
fied as ‘Swedish-born’. Refugee status was measured in 
the year of index suicide attempt or in the year before that.

Registers

Suicide attempts were identified from the National Patient 
Register (national coverage available from 1987 for inpa-
tient and from 2001 for specialised outpatient healthcare). 
Individual data were linked to information from the fol-
lowing registers, using anonymised unique Swedish per-
sonal identity number:

1. Statistics Sweden: LISA database (longitudinal inte-
gration database for health insurance and labour market 
studies) [30] contains personal data on socio-demo-
graphic factors and labour market marginalisation char-
acteristics such as sex, age, country of birth, educational 
level, family situation, type of residential area, number 
of annual net days with sickness absence benefits, dis-
ability pension and number of annual days with unem-
ployment; STATIV database (longitudinal database for 
integration studies) includes data on reason for residence 
(e.g. refugee).

2. National Board of Health and Welfare: National Patient 
Register with data on date and diagnosis of inpatient and 
specialised outpatient healthcare; and the Cause of death 
register (data on date and cause of death) [31].

Suicide attempts

In this study, suicide attempt was coded according to the 
International Classification of Diseases version 10 (ICD-
10): Self-harm (ICD-10 code X60-X84) and events of 
undetermined intent (ICD-10 code Y10-Y34). In analogy 
with previous studies [32, 33], events of undetermined 
intent were included as suicide attempts in this study. This 
method has shown to reduce bias from underreporting and 
to ensure coherence in case ascertainment [32–34]. The 
inclusion of events of undetermined intent can be consid-
ered as a strength in refugee studies because the underre-
porting of suicide attempts might be considerably larger in 
refugees than in the host population, as refugees might be 
more inclined to refuse or hide their intents as a psychologi-
cal defence mechanism or due to the fear of stigmatisation 
[7]. However, this inclusion may have introduced misclas-
sification. Therefore, a sensitivity analysis was conducted 
excluding undetermined intent which showed comparability 
of the results. The first hospitalisation or visit in specialised 
outpatient healthcare due to a suicide attempt in the period 
2004–2013 was referred to as the index suicide attempt. The 
inclusion of suicide attempters seeking healthcare in the spe-
cialised outpatient led to a different sex distribution (more 
men than women) in our cohort than what is generally found 
in this research field, i.e. more women attempts suicide than 
men [35]. For this reason, sensitivity analyses were carried 
out by excluding suicide attempters who sought healthcare 
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in the specialised outpatient. These analyses showed similar 
results to our main analyses (data not shown).

Outcome

Outcome measures comprised psychiatric and somatic 
healthcare use, measured separately from inpatient and spe-
cialised outpatient healthcare. First, we calculated crude 
prevalence rates defined as the proportion of individuals 
having had such healthcare (Yes/No) during each observa-
tion year (Y − 3 to Y − 1 and Y + 1 to Y + 3). Second, esti-
mated prevalence of healthcare use was calculated after 
adjusting for several covariates. Finally, healthcare use was 
also conceptualised as the mean annual number of visits to 
inpatient or specialised outpatient healthcare and the mean 
annual duration (days) of hospitalisation among those who 
had such healthcare during each of the observation years. 
In case of overlapping spells of inpatient healthcare, days 
that overlapped were only counted once to calculate the 
total duration [36]. All healthcare use due to ICD-10 codes 
F00-F99 as the main diagnoses were regarded as psychiat-
ric healthcare use. All other ICD-10 codes (except ‘F’, ‘O’, 
‘P’ and ‘Q’ codes) as the main diagnoses were regarded as 
somatic healthcare use.

Covariates

The following factors were considered: A. Socio-demo-
graphic factors (sex, age, educational level, family situation 
and type of residential area); B. Labour market marginali-
sation factors (unemployment, sickness absence, disability 
pension); C. Factors related to index suicide attempt (year 
of index suicide attempt, method of suicide attempt, his-
tory of any inpatient (during 1987–2003) or specialised 
outpatient (during 2001–2003) healthcare due to suicide 
attempt, mental disorder as main or secondary diagnosis 
in specialised healthcare at index suicide attempt). Socio-
demographic covariates were measured as of 31 December 
of the year before the index suicide attempt. Labour market 
marginalisation factors were measured for the entire year 
before the index suicide attempt. Missing values for a covari-
ate were categorised in separate categories. Table 1 shows 
the categorisation of sociodemographic and labour market 
marginalisation factors. Supplementary Table 1 shows the 
categorisation of the factors related to index suicide attempt.

Statistical analyses

Differences in the distributions of baseline socio-demo-
graphic, labour market marginalisation characteristics 
and factors related to index suicide attempt among the 
suicide attempters were tested using the Chi-square test. 
The date of the index suicide attempt was defined as time 

point ‘t0’ and the 3 years of observation before and after t0 
comprised Y − 3 to Y − 1 and Y + 1 to Y + 3, respectively. 
Annual crude prevalence rates of healthcare use (inpatient 
and specialised outpatient healthcare due to psychiatric or 
somatic diagnoses) were calculated in the entire cohort of 
refugees and the Swedish-born population and group dif-
ferences were tested using the Chi-square test. Mean num-
ber of visits to specialised outpatient healthcare and mean 
duration and number of hospitalisations for a particular 
observation year were calculated only among those with 
such healthcare. The differences in these means between 
the refugees and the Swedish-born were evaluated by inde-
pendent sample t tests.

Annual adjusted prevalence rates of specialised health-
care use with 95% confidence intervals (CI) were assessed 
using repeated measure logistic regression analysis with 
the generalized estimating equations (GEE) method and an 
autoregressive correlation structure [37]. All GEE models 
were adjusted for sex, age, educational level and year of 
index suicide attempt. Due to risk of over-adjustment in 
the GEE models, we could not adjust for differences in 
baseline labour market marginalisation between the Swed-
ish-born and the refugees. Therefore, a sensitivity analyses 
was done in a cohort of suicide attempters who had no 
unemployment, sickness absence or disability pension in 
the baseline year. When specialised healthcare use was 
compared between the Swedish-born and refugees in this 
selected cohort, it generally did not differ between these 
groups during the observation window (Supplementary 
Fig. 1).

Additionally, GEE models were used to analyse the esti-
mated annual adjusted prevalence of specialised healthcare 
use among the refugees, stratified by sex, age, educational 
level and receipt of disability pension at baseline (These 
covariates were mutually adjusted in the respective mod-
els). Healthcare use was considered as missing in the 
subsequent follow-up years for individuals who died or 
emigrated during Y + 1 and Y + 2 (n = 2917 individuals, 
of which 80 refugees). All analyses were conducted in 
SAS v. 9.4 except the GEE analyses were carried out in 
SPSS v. 25. For all analyses, a p value less than 0.05 was 
considered statistically significant.

Ethics

Ethical approval was obtained from the Regional Ethical 
Review Board, Karolinska Institutet, Stockholm, Sweden 
(Dnr: 2007/762-31).
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Table 1  Socio-demographic and labour market marginalisation 
characteristics of 81,916 Swedish-born and 3855  refugeesa, aged 
20–64 years and residing in Sweden in the baseline  yearb who sought 

inpatient or specialised outpatient healthcare due to a suicide attempt 
(index suicide attempt) in between 2004 and 2013 in Sweden

Differences between the Swedish-born individuals and the refugees regarding all socio-demographic and labour market marginalisation factors 
were statistically significant based on Chi-square tests (p < 0.05)
a Individuals who settled in Sweden as ‘refugee’ or ‘in need of protection’ or, ‘humanitarian grounds’
b The year prior to the index suicide attempt
c Measured during the baseline year
d Single/divorced/separated/widowed
e Type of residential area: big cities—Stockholm, Gothenburg and, Malmö; medium-sized cities—cities with more than 90,000 inhabitants within 
30 km distance from the centre of the city; small cities/villages
f ‘No unemployment’ category is not presented
g ‘No sickness absence’ category is not presented
h ‘No disability pension’ category is not presented
i Individuals having a disability pension during the baseline year

Characteristics All, n (%) Swedish-born, n (%) Refugees, n (%)

85,771 (100.0) 81,916 (95.5) 3855 (4.5)
Socio-demographic  factorsc

 Sex
  Women 40,716 (47.5) 38,933 (47.5) 1783 (46.3)
  Men 45,055 (52.5) 42,983 (52.5) 2072 (53.7)

 Age (years)
  20–24 19,678 (22.9) 18,838 (23.0) 840 (21.8)
  25–34 19,472 (22.7) 18,427 (22.5) 1045 (27.1)
  35–44 17,697 (20.6) 16,712 (20.4) 985 (25.6)
  45–54 16,296 (19.0) 15,550 (19.0) 746 (19.4)
  55–64 12,628 (14.7) 12,389 (15.1) 239 (6.2)

 Educational level (years)
  Compulsory school (0–9) 22,730 (26.5) 21,356 (26.1) 1374 (35.6)
  High school (10–12) 46,088 (53.7) 44,558 (54.4) 1530 (39.7)
  College or university (> 12) 16,057 (18.7) 15,233 (18.6) 824 (21.4)
  Missing 896 (1.0) 769 (0.9) 127 (3.3)

 Family situation
  Married/cohabiting without children living at home 10,037 (11.7) 9,646 (11.8) 391 (10.1)
  Married/cohabiting with children living at home 15,383 (17.9) 14,316 (17.5) 1067 (27.7)
  Singled without children living at home 54,312 (63.3) 52,281 (63.8) 2031 (52.7)
  Singled with children living at home 6039 (7.0) 5673 (6.9) 366 (9.5)

 Type of residential  areae

  Big cities 26,087 (30.4) 24,236 (29.6) 1851 (48.0)
  Medium-sized cities 31,707 (37.0) 30,388 (37.1) 1319 (34.2)
  Small cities/villages 27,977 (32.6) 27,292 (33.3) 685 (17.8)

 Labour market marginalisation  factorsc

  Unemployed, 1–180  daysf 14,193 (16.5) 13,296 (16.2) 897 (23.3)
  Unemployed, > 180  daysf 3311 (3.9) 2967 (3.6) 344 (8.9)
  Sickness absence, 1–90 net  daysg 9315 (10.9) 9023 (11.0) 292 (7.6)
  Sickness absence, > 90 net  daysg 8680 (10.1) 8390 (10.2) 290 (7.5)
  Disability  pensionh,i 16,923 (19.7) 16,411 (20.0) 512 (13.3)

 Index suicide attempts
  From inpatient healthcare 40,091 (46.7) 38,120 (46.5) 1971 (51.1)
  From specialised outpatient healthcare 45,680 (53.3) 43,796 (53.5) 1884 (48.9)
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Results

Socio‑demographic and labour market 
marginalisation characteristics

There were more men than women, both among refugees 
and among the Swedish-born population (Table 1). Com-
pared with the Swedish-born, refugees had a lower propor-
tion of 55–64 year old individuals, more individuals with 
0–9 years of education, more individuals who were married/
cohabiting with children living at home and more big-city 
dwellers (Table 1). A greater proportion of refugees than 
the Swedish-born were unemployed during the year prior to 
the index suicide attempt (32.2% vs 19.8% respectively). A 
lower proportion of refugees received sickness absence ben-
efits or disability pension (Table 1). The differences in the 
distribution of socio-demographic and labour market mar-
ginalisation factors among the Swedish-born and refugees 
were all statistically significant (Table 1, p < 0.05).

Characteristics related to index suicide attempt

A lower proportion of refugees had a history of hospi-
talisation or visit to specialised outpatient healthcare 
due to suicide attempt, compared with the Swedish-born 

(Supplementary Table 1). Compared to Swedish-born, ref-
ugees were more often diagnosed with depressive, anxiety 
or post-traumatic stress disorders (13.3% vs 9.1%). All the 
differences in the distributions of characteristics regarding 
index suicide attempt among the Swedish-born and refu-
gees were statistically significant (Supplementary Table 1, 
p < 0.0001).

Prevalence of inpatient psychiatric healthcare

Patterns of inpatient psychiatric healthcare were similar 
among the refugees and the Swedish-born. In both groups, 
adjusted prevalence rates of such healthcare increased from 
Y − 3 to Y + 1 and then decreased sharply in Y + 2 (Fig. 1). 
The crude prevalence of inpatient psychiatric healthcare 
showed that during the entire observation period, refugees 
had lower level of inpatient psychiatric healthcare than the 
Swedish-born and these differences were statistically signifi-
cant (Table 2, p < 0.05). Similar patterns were also observed 
in the adjusted analyses (Fig. 1).

Prevalence of specialised outpatient psychiatric 
healthcare

Following the index suicide attempt, 36% Swedish-born 
and the same proportion of refugees were using outpatient 

*Y-3: 3 years before; Y-2: 2 years before; Y-1: 1 year before; Y+1: 1 year after; Y+2: 2 years after; Y+3: 3 years after index suicide attempt.
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Fig. 1  Estimated annual prevalence of specialised psychiatric and 
somatic healthcare use, adjusted for sex, age, educational level and 
year of index suicide attempt, at different time points* 3 years before 

and after seeking inpatient or specialised outpatient healthcare due to 
a suicide attempt (index suicide attempt) in between 2004 and 2013 
(error bars indicate 95% confidence intervals)
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psychiatric healthcare during Y + 1. The crude prevalence 
estimates declined slightly in the next two follow-up years 
in the Swedish-born but declined to a greater extent in 
refugees (Table 2). Adjusted prevalence of specialised 
outpatient psychiatric healthcare use had similar patterns 
in refugees and the Swedish-born—a sharp increase from 
Y − 3 to Y + 1 was followed by a steady decrease in both 
groups (Fig. 1). During all of the six observation years, 
refugees had lower adjusted prevalence of specialised out-
patient healthcare due to psychiatric diagnoses, compared 
with the Swedish-born (Fig. 1).

Psychiatric healthcare visits and duration 
of hospitalisation

Refugees’ mean number of specialised healthcare vis-
its due to a psychiatric diagnosis, before the index sui-
cide attempt did not differ from that of the Swedish-born 
(Table  2). On the other hand, specialised psychiatric 
healthcare visits after the index suicide attempt, were gen-
erally fewer in refugees than the Swedish-born, both in 
inpatient and specialised outpatient healthcare (Table 2). 
Both before and after the index suicide attempt, there were 
no significant differences in psychiatric healthcare use, 
in terms of the mean duration (days) of hospitalisation, 
between the Swedish-born and the refugees. Nonetheless, 
the point estimates showed that refugees generally had 
higher mean duration of hospitalisation than the Swedish-
born during the follow-up (Table 2).

Prevalence of inpatient somatic healthcare

Crude prevalence of inpatient somatic healthcare use in refu-
gee suicide attempters was generally lower during all the six 
observation years than the Swedish-born suicide attempters 
and these differences were statistically significant (Table 3, 
p < 0.05). The highest crude prevalence for both groups was 
during Y + 1 when 22.2% Swedish-born and 18.6% refu-
gees received inpatient somatic healthcare. Although the 
crude prevalence of healthcare use declined following Y + 1, 
the levels at Y + 3 were still higher than the levels at Y − 3 
(Table 3).

Similar patterns of inpatient somatic healthcare use were 
observed among the refugees and the Swedish-born, i.e. in 
both groups, adjusted prevalence of somatic healthcare use 
increased from Y − 3, reached peak at Y + 1 and then stead-
ily decreased in Y + 2 and Y + 3 (Fig. 1). During all of the 
observation years, refugees had lower adjusted prevalence 
of inpatient somatic healthcare use than the Swedish-born 
(Fig. 1).

Prevalence of specialised outpatient somatic 
healthcare

Crude prevalence of specialised outpatient somatic health-
care use among the Swedish-born and the refugees were 
similar during Y + 1 but slightly higher among the refugees 
during Y + 2 and Y + 3 (Table 3, p < 0.05). Adjusted preva-
lence of specialised outpatient healthcare use due to somatic 
diagnoses followed slightly different patterns in refugees 
than the Swedish-born. Although, for both groups a simi-
lar sharp increase was observed until Y + 1, the decrease 
in healthcare use from Y + 1 to Y + 2 was more prominent 
among the Swedish-born than the refugees (Fig. 1). It is 
also shown that refugees had higher adjusted prevalence of 
specialised outpatient somatic healthcare use during Y + 2 
and Y + 3 than the Swedish-born (Fig. 1). Approximately 
47% Swedish-born and 51% refugees received specialised 
outpatient somatic healthcare during Y + 3, and these mul-
tivariate-adjusted prevalence estimates differed significantly 
(Fig. 1).

Somatic healthcare visits and duration 
of hospitalisation

Refugees, compared with the Swedish-born, generally had 
lower inpatient somatic healthcare use in terms of both mean 
number and mean duration (days) of hospitalisations, both 
before and after the index suicide attempt (Table 3). The 
mean number of healthcare visits to specialised outpatient 
did not differ between the groups during Y − 2 and Y − 3, 
but otherwise, was lower in refugees during the rest of the 
observation years, in comparison with the Swedish-born 
(Table 3).

Determinants of all‑cause specialised healthcare 
use in refugees

In the crude models, specialised healthcare use among refu-
gees differed by sex, age and according to receipt of disabil-
ity pension but not by educational level (data not shown). In 
the adjusted models, specialised healthcare use among refu-
gees differed only according to receipt of disability pension 
(Fig. 2). A significantly higher proportion of refugees who 
were disability pension recipients at index suicide attempt 
used specialised healthcare during all of the observation 
years than refugees who did not receive disability pension 
(Fig. 2). Among the refugees who did not receive disabil-
ity pension at baseline, adjusted prevalence of healthcare 
use rose sharply from Y − 3 to Y + 1 (from 45 to 74%) and 
then dropped sharply in Y + 2 (60%). In contrast, refugees 
with disability pension only used specialised healthcare to 
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a greater extent during Y + 1. For rest of the observation 
years, their adjusted prevalence of specialised healthcare use 
remained somewhat constant (Fig. 2).

Discussion

Main findings

In this nationwide open cohort of 85,771 index suicide 
attempters seeking specialised healthcare during 2004–2013 
in Sweden, we found a lower crude and adjusted prevalence 
of psychiatric and somatic healthcare use in refugees dur-
ing an observation window of 3 years before and 3 years 
after the index suicide attempt, compared with Swedish-
born individuals. Higher specialised healthcare use was 
observed among refugees receiving disability pension at 
the index suicide attempt, compared with disability pension 
non-recipients.

Patterns of healthcare use in refugees

We found a lower specialised healthcare use in refugees, 
in general, compared with the Swedish-born. However, the 

patterns were somewhat similar during the 6 observation 
years in both groups, i.e. increase in healthcare use until 
Y + 1 and then decrease. Such patterns of healthcare use 
were expected as previous studies in general populations 
showed an increased use of healthcare services during the 
years before and after a suicide attempt [38, 39]. Our study 
showed that the same pattern holds also for a cohort of refu-
gee suicide attempters.

Specialised psychiatric and somatic healthcare use

Both crude and adjusted prevalence rates of specialised psy-
chiatric healthcare use were lower in refugees, compared 
with the Swedish-born in this study. Due to the lack of simi-
lar previous studies, direct comparisons are not possible. 
However, these results can be considered to be comparable 
with studies that reported lower psychiatric aftercare fol-
lowing a suicide attempt [11]. Non-European immigrants 
to Europe received lower referral to specialised healthcare 
by healthcare professionals after a suicide attempt [14] and 
south Asian migrants were less likely to be offered specialist 
psychiatric health services following self-harm in the UK, 
than the majority population [15].

* Adjusted for all other covariates (sex, age groups, educational level and receipt of disability pension) except the stratification variable
**Y-3: 3 years before; Y-2: 2 years before; Y-1: 1 year before; Y+1: 1 year after; Y+2: 2 years after; Y+3: 3 years after index suicide attempt.
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Fig. 2  Estimated annual adjusted* prevalence of any specialised 
(inpatient or specialised outpatient) healthcare use in refugees, strati-
fied by sex, age, educational level and receipt of disability pension, 
at different time points** 3 years before and after seeking inpatient 

or specialised outpatient healthcare due to a suicide attempt (index 
suicide attempt) in between 2004 and 2013 (error bars indicate 95% 
confidence intervals)
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A lower inpatient somatic healthcare use in refugees, 
in comparison with the Swedish-born was also observed. 
On the other hand, the adjusted prevalence of specialised 
outpatient somatic healthcare use did not differ between 
the refugees and the Swedish-born during Y − 3 to Y + 1. 
Also, specialised outpatient somatic healthcare use, in terms 
of the mean number of visits, did not differ between the 
two groups. It is also difficult to explain the slightly higher 
adjusted prevalence of specialised outpatient somatic 
healthcare use in refugees during Y + 3. Somatisation was 
explained as idioms of distress in refugee populations before 
[23]. Moreover, cultural unfamiliarity with symptoms of 
mental ill-health, lack of confidence on host-country’s men-
tal healthcare system or stigma towards mental illness [9] 
may influence the refugees to express their mental health 
issues as somatic problems. All these factors might have 
contributed to over or underestimation of specialised psy-
chiatric healthcare use in refugees and may have led to these 
contradictory findings. As no previous study has investigated 
somatic healthcare use in refugees or immigrants following 
a suicide attempt, direct comparisons could not be drawn. 
Previously, only male refugees were found to be more likely 
to use primary healthcare in Canada than in long-term resi-
dents [26]. Future studies including primary healthcare use 
in refugees may help explain this phenomenon.

Healthcare use before and after a suicide attempt

Although the crude and adjusted prevalence of healthcare 
use was generally lower in refugees, compared with the 
Swedish-born, some deviations from this general trend are 
noteworthy. First of all, inpatient psychiatric healthcare, in 
terms of mean number of hospitalisations, did not differ 
between the groups. Moreover, duration of hospitalisation 
did not differ much between the refugees and Swedish-born 
healthcare users. Among those who had specialised health-
care, it seems like the difference in psychiatric healthcare 
use between these groups was not as prominent as the whole 
cohort. As the national health insurance system in Sweden 
ensures universal access to healthcare for everyone, limited 
access should not be a problem only for refugees. Still, sev-
eral barriers to healthcare access, both on the receiver’s and 
the provider’s side may explain this phenomenon of lower 
healthcare use both before and after a suicide attempt in 
refugees.

Owing to language barriers, lack of information and inad-
equate knowledge of how the healthcare system works in 
Sweden, refugees may become less prone to seek healthcare 
than the Swedish-born. Furthermore, stigma towards mental 
ill-health and perceived negative experience with healthcare 
services [8] may make the refugees decline adequate after-
care following a suicide attempt which might be reflected 
in our results.

Barriers to healthcare access can also arise from the ser-
vice provider’s side. Healthcare professionals may misinter-
pret the health problems expressed by the refugees because 
of language issues and cultural differences [8]. Also, clini-
cians may consider the suicidal behaviour in refugees as 
‘less serious’ than the Swedish-born because they might 
view the suicide attempt in refugees as a ‘general’ response 
to prior traumatic life events and may overlook other reasons 
behind the suicidal behaviour. This may lead to inadequate 
referral following a suicide attempt and consequently, lower 
healthcare use in refugees. To overcome some of the barri-
ers to healthcare access, more cultural competence among 
healthcare professionals may be necessary, especially when 
managing suicide attempters. Moreover, improving the 
health literacy among refugees and ensuring adequate after-
care may also diminish the gap in healthcare use between 
the Swedish-born and the refugees, both before and after a 
suicide attempt. Access to healthcare can also be negatively 
affected in refugees due to worry about healthcare expenses 
or if attending a healthcare visit is not possible due to a 
precarious job situation or due to childcare at home [9]. For 
such instances, social support and the welfare system may 
play a vital role to improve healthcare access.

Apart from the barriers to healthcare access, the “healthy 
migrant” hypothesis [18] may also explain the lower health-
care use in refugees in this study. That is, refugees in Swe-
den could be a selected group who, because of their better 
health, were able to undertake the physically and mentally 
demanding process of migration to Sweden [18]. Consider-
ing this hypothesis, one of the explanations underlying the 
finding of lower healthcare use in refugees could be that 
refugees sought healthcare services less because of their 
comparatively better health status. A study on the general 
population in Sweden [7] showed similar differences regard-
ing morbidity factors at baseline between the Swedish-born 
and refugees. This may hint that if a positive selection exists 
in refugees belonging to the general population in Sweden, 
it probably also exists among the refugees who attempted 
suicide. Further investigation is required to understand these 
mechanisms in refugee suicide attempters.

Determinants of healthcare use

We found higher specialised healthcare use in refugees 
receiving disability pension at baseline compared with 
the non-recipients. Receipt of disability pension in Swe-
den requires a temporal or permanent reduction of work 
capacity due to disease or injury [30]. Individuals below 
30 years of age can also be granted disability pension if 
they have not completed compulsory education. Because 
of the disease or injury that led to the disability pension, 
these refugees were possibly in greater and more fre-
quent need of healthcare services than any other group. 
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Therefore, the pattern of specialised healthcare use in this 
group did not vary much during the observation period 
except for the year immediately after the index suicide 
attempt.

Methodological considerations

The possibility to prospectively follow all refugees as well as 
the Swedish-born population, who were treated for suicide 
attempt in specialised healthcare, by linking several popula-
tion-based nationwide high-quality registers [30, 31, 40, 41] 
is the main strength of this study. This study design allowed 
us to avoid recall bias regarding the measured variables and 
selection bias from non-response. Another strength is that 
we could consider several key variables in our analyses.

The study, however, has also limitations. First, we could 
only consider specialised healthcare use, which limits gen-
eralisability to healthcare use due to less severe forms of 
morbidity. Because national level primary healthcare data 
was not available, we could not compare such healthcare 
use patterns between the Swedish-born and refugees. Sec-
ond, due to the nature of the data collection, i.e. register 
data, we could only include individuals who were treated 
for suicide attempt in specialised healthcare. According to 
surveys, only about half of the suicide attempts in Sweden 
receive inpatient healthcare [42]. Moreover, because the 
data related to the index suicide attempt originate from spe-
cialised healthcare, there could be more underreporting of 
suicide attempts among refugees due, for example, to stigma 
associated with suicidal behaviour. However, we think that 
we could diminish bias due to differential underreporting 
by including events of undetermined intent (ICD-10 codes: 
Y10–Y34) as suicide attempts in our study.

Additionally, a sensitivity analysis revealed that special-
ised healthcare generally did not differ between the Swedish-
born and refugees if we restrict our cohort to only those 
without any baseline labour market marginalisation. This 
may indicate that the lower use of specialised healthcare in 
refugees, compared with the Swedish-born, is particularly 
found among refugees who are marginalised in the labour 
market. However, limited statistical power in this sensitiv-
ity analysis restricts any firm conclusion based on these 
results. Finally, in addition to the conventional definition of 
refugees, we have also included individuals in the refugee 
sample who were granted residence permit on ‘in need of 
protection’ or ‘humanitarian grounds’. This way, a negative 
health selection among our refugee population might be 
possible, because individuals granted residence permit on 
‘humanitarian grounds’ in Sweden were found to be less 
healthy than any other groups [43]. However, similar health-
care use patterns were observed in our sensitivity analyses, 
including and excluding these individuals (data not shown).

Conclusion

Our study revealed that during a period of 3 years before and 
3 years after the index suicide attempt, refugees generally 
used specialised healthcare less than the Swedish-born pop-
ulation. Among refugee suicide attempters, higher special-
ised healthcare use was observed among disability pension 
recipients compared with non-recipients. Future research, 
preferably qualitative in nature, should focus on finding spe-
cific mechanisms behind the underutilisation of healthcare 
in refugee suicide attempters, so that specific measures can 
be taken to improve healthcare use in this vulnerable group.
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