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Abstract
Purpose  Labour market marginalisation (LMM), i.e. long-term unemployment (LTU), long-term sickness absence (LTSA) 
and disability pension (DP), among young individuals with common mental disorders (CMDs) are a challenge for the welfare 
system, and refugees and non-refugee migrants seem particularly vulnerable. The aim was to investigate the risk of LMM 
in young adults with CMDs among refugees and non-refugee migrants compared to Swedish-born individuals and the role 
of country of birth, duration of residence and age at arrival.
Methods  A prospective cohort study was conducted including young adults (19–30 years) with inpatient or specialised 
outpatient healthcare due to CMDs and/or antidepressant prescriptions during 2009 (N = 69,515). Cox regression models 
were used to calculate hazard ratios (HRs) with 95% confidence intervals for the risk of LMM during 2010–2013.
Results  Both refugees and non-refugee migrants had a higher risk of LTU compared to Swedish-born individuals (HR 
refugees: Africa: 2.4; Asia: 2.2; Europe outside EU25: 1.6; South America: 1.4) with highest estimates in refugees from 
Afghanistan and Syria. Refugees from Africa and Asia had a lower risk of LTSA compared to Swedish-born individuals (HR: 
0.6 and 0.7, respectively), particularly refugees from Afghanistan and Iraq. Especially among refugees, a longer duration of 
residence and a younger age at arrival were associated with a lower risk of LTU.
Conclusions  The risk of LTU among refugees and non-refugee migrants was higher and the risk of LTSA was lower, com-
pared to Swedish-born individuals. Duration of residence and age at arrival had an influence on the risk of LTU, particularly 
among refugees.

Keywords  Migration · Common mental disorders · Unemployment · Sickness absence · Duration of residence · Age at 
arrival

Background

Nowadays, labour market marginalisation constitutes a con-
siderable public health problem in a number of countries of 
the Organisation for Economic Co-operation and Develop-
ment (OECD), especially among young adults [1–3]. This 
implies an economic challenge for welfare states and adverse 
social and mental consequences for young individuals [1, 2]. 
Labour market marginalisation can be defined in different 
ways, a comprehensive definition of labour market marginal-
isation includes both unemployment, and measures based on 
medical assessments, such as sickness absence and disability 
pension, to have a better understanding of the phenomenon 
[4–6]. In fact, previous research suggested that social con-
sequences of mental ill-health can be underestimated when 
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labour market marginalisation is only defined as unemploy-
ment [7, 8].

Regarding labour market marginalisation, migrants are 
one of the most vulnerable populations. During the last dec-
ades, Sweden has experienced an increase of migrants and 
today around a fifth of the population in Sweden is born 
abroad [9]. Migrants are reported to have more problems in 
finding and keeping a job compared to Swedish-born indi-
viduals [6, 10, 11]. Furthermore, time-related factors, such 
as duration of residence in the new country and the age at 
arrival, were shown to be associated with the risk of labour 
market marginalisation [11, 12]. Some studies reported a 
lower level of unemployment with increasing number of 
years of residence in the host country, others a better inte-
gration with a younger age at arrival [11, 13].

Common mental disorders, defined as either depressive, 
anxiety or stress-related disorders, are among the main 
causes for labour market marginalisation in countries within 
the OECD [3]. This is particularly seen among young adults 
and is in part attributable to the early age of onset and the 
high prevalence of relapses among these disorders [14, 15]. 
Furthermore, the existence of a reverse causation process 
has been shown, where common mental disorders in turn 
increase the risk of labour market marginalisation and, on 
the other side, being marginalised at the labour market can 
lead to common mental disorders [7, 16, 17]. This can be 
particularly harmful in young individuals, when difficulties 
in entering the labour market can play an additional role in 
the risk of marginalisation [18]. Migrants were reported to 
have a higher risk of common mental disorders and refu-
gees were particularly vulnerable [7, 19]. Factors related 
to pre-migration, such as traumatic events, and postmigra-
tion-related aspects such as discrimination in the host coun-
try, can have consequences on the employment outcomes 
[20–22]. Since the number of refugees has increased sharply 
during the last decades, research regarding mental disorders 
and social integration among refugees is warranted [23, 24]. 
This is internationally the first study to investigate specific 
risk groups of refugees with common mental disorders with 
regard to subsequent labour market marginalisation.

Aims

The aim of this study was to investigate: (1) the risk of 
labour market marginalisation, measured as long-term 
unemployment, long-term sickness absence and disability 
pension, among young refugees, non-refugee migrants and 
Swedish-born individuals with common mental disorders 
and (2) the role of country of birth, duration of residence and 
age at arrival for the risk of labour market marginalisation 
among refugees and non-refugee migrants.

Methods

Study population

This population-based prospective cohort study consisted 
of all individuals aged 19–30 years, resident in Sweden in 
2009, who during 2009 had: (a) inpatient or specialised 
outpatient healthcare due to common mental disorders 
or (b) prescribed antidepressants (n = 83,769). Common 
mental disorders were measured as a main diagnosis of 
either a depressive, anxiety, or stress-related disorder 
according to the International Classification of Diseases 
version 10 (ICD-10) codes F32, F33, or F40-F43. Pre-
scribed antidepressants were defined by the code N06A 
according to the Anatomical Therapeutic Chemical Clas-
sification System (ATC). Individuals on disability pension 
in 2009 (n = 11,616) and with missing data on reason for 
settlement (e.g. refugee status) in Sweden (n = 2638) were 
excluded. The final study population included 69,515 indi-
viduals where 26,593 individuals were included due to a 
diagnosis from inpatient or specialised outpatient health-
care and 42,922 individuals were included from having 
been prescribed antidepressants. There was a 26% overlap 
between individuals identified by specialised healthcare 
records and those identified by antidepressant prescription.

Exposure variables

Refugees were defined as: (1) persons who were granted 
asylum in Sweden due to reasons stipulated by the Geneva 
Convention [25], (2) persons in need of protection who 
were granted asylum in Sweden due to other reasons, 
and also resettled refugees arriving to Sweden on request 
by United Nations High Commissioner for Refugees 
(UNHCR) and (3) persons who were granted asylum due 
to humanitarian reasons [6, 25]. Seven countries, that gen-
erated the highest number of refugees to Sweden up until 
2009, were specifically analysed: Somalia, Afghanistan, 
Iraq, Iran, Syria, former Yugoslavia and Chile. Addition-
ally, we considered the following regions of birth covering 
all included countries: Africa, Asia, Europe outside EU25 
and South America. Non-refugee migrants were defined 
as individuals born outside Sweden with a reason for set-
tlement e.g. labour, study, or family reunification. The 
division of refugees and non-refugee migrants can give 
valuable information if traumatic events or the influence of 
culture and religion is the driving force for labour market 
marginalisation. Swedish-born individuals were defined as 
individuals born in Sweden and build the reference groups 
for analyses in Table 2. Moreover, two additional variables 
related to immigration were used as exposure variables: 
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(1) duration of residence in Sweden: <10 and ≥10 years; 
(2) age at arrival in Sweden ≤ 16 or > 16 years.

Register data

Nationwide register data, linked at individual level (based on 
the unique personal number assigned to all residents in Swe-
den), from the following authorities were used: (1) Statistics 
Sweden: Longitudinal Integration Database for Health Insur-
ance and Labour Market Studies (LISA) for age, sex, type 
of living area, educational level, family situation, country 
of birth, number of annual days of receiving unemployment 
benefits, year of immigration and emigration; Longitudinal 
database for integration studies (STATIV) for information 
on reason for settlement in Sweden; (2) Social Insurance 
Agency: information on date, number of days and grade of 
sickness absence and disability pension; (3) the National 
Board of Health and Welfare: National patient register for 
date and cause of inpatient and specialised outpatient health-
care; cause of death register for information on date of death; 
prescribed drug register for information on prescribed psy-
chiatric medication.

Sickness absence, disability pension 
and unemployment

In Sweden, individuals aged 20–64 years who are enrolled at 
the Public Employment Service, are ready to enter the labour 
market at any time and have a job-seeking plan, are covered 
by the basic insurance and can receive unemployment ben-
efits, even without previous work experience. Additionally, 
it is possible to have a voluntary income-loss insurance with 
a requirement to have a minimum of 6 months of employ-
ment to be entitled to such unemployment benefits. Regard-
ing sickness absence, individuals from the age of 16 with 
income from work or unemployment benefits are covered 
by the public sickness absence scheme and can claim sick-
ness absence benefits if they have reduced work capacity due 
to disease or injury at least for 25% [26]. All individuals, 
30–64 years, can be granted permanent disability pension 
if the work capacity is permanently reduced due to morbid-
ity. Individuals aged 19–29 years can be granted temporary 
disability pension if their work capacity is reduced at least 
for 25%, or if compulsory or upper secondary school is not 
finished in due time [27]. Both sickness absence and dis-
ability pension can be granted for full- or part-time at 25, 50 
or 75%. Sickness absence benefits cover 80% and disability 
pension 65% of lost income up to a certain level. Immigrants 
are entitled to enter the labour market and have access to 
social insurance benefits given the abovementioned eligibil-
ity criteria after receiving a residence permit.

Outcome measures

Three different outcome measures during 2010–2013 were 
used: (1) long-term unemployment (> 180 days annually), (2) 
long-term sickness absence (> 90 net days annually), and (3) 
disability pension.

Covariates

Covariates in the analyses were (1) sociodemographic vari-
ables: sex, age (19–24 years; 25–30 years); educational level 
(elementary (0–9 years), high school (10–12 years), univer-
sity/college (> 12 years) and missing); family situation (mar-
ried/cohabitant without children living at home, married/
cohabitant living with children, single/divorced/separated/
widowed without children living at home, single/divorced/
separated/widowed with children living at home, young adults 
(19–20 years old) living with parents); type of living area (big 
cities, medium-sized cities and small cities/villages); (2) vari-
ables related to work: labour market attachment (income from 
work, income not from work and no income); (3) variables 
related to health: comorbid somatic disorders, measured as 
in- or specialised outpatient healthcare 2009 due to somatic 
disorders (including all diagnoses except (ICD-10 codes F00-
99). All these variables were measured at baseline.

Statistics

After testing if the proportional hazards assumption was met 
by visually comparing Kaplan–Maier curves, Cox proportional 
hazard regression models were used to calculate crude and 
adjusted hazard ratios (HRs) with 95% confidence intervals 
(CIs) for the risk of subsequent long-term unemployment, 
long-term sickness absence and disability pension during 
2010–2013. HRs were calculated with different reference 
groups: in Table 2, Swedish-born individuals; in Table 3, 
the lower category of duration of residence from the same 
region of birth; in Table 4 the higher category of age at arrival 
from the same region of birth. Censoring was done in case 
of emigration, death, end of follow-up, whichever occurred 
first. For the analyses, in which long-term unemployment and 
long-term sickness absence were outcome measures, censoring 
was also due to disability pension. All multivariate analyses 
were adjusted for age, sex, educational level, family situation, 
type of living area, labour market attachment and comorbid 
somatic disorders. SPSS version 20.0 was used for all analyses.

Results

In all the three groups (i.e. refugees, non-refugee migrants 
and Swedish-born individuals), there was a higher propor-
tion of women, particularly among Swedish-born individuals 
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(64.6%) (Table 1). Swedish-born individuals had a higher 
proportion of young individuals (45.9% in the 19–24 years’ 
group) compared to refugees (38.4%) and non-refugee 
migrants (34.5%). Refugees had more often a low educa-
tional level (32.7%) compared to non-refugee migrants 
(28.0%) and Swedish-born individuals (21%). A higher pro-
portion of non-refugee migrants (59.9%) had a duration of 
residence > 10 years compared to refugees (36.3%), whereas 
refugees were more often young (0–16 years) when arriv-
ing in Sweden compared to non-refugee migrants (65.9 vs 
42.2%, respectively).

Long‑term unemployment

Both refugees and non-refugee migrants had a higher risk of 
long-term unemployment compared to Swedish-born indi-
viduals (Table 2). According to region of birth, the adjusted 
risk estimates of long-term unemployment were two times 
higher for refugees from Africa, Asia and Europe outside 
EU25 (HR: 2.39, HR: 2.16 and HR: 1.61, respectively). 
According to the country of birth, the highest risk estimates 
for long-term unemployment were observed for refugees 
from Afghanistan (HR: 2.65), Somalia (HR: 2.49), Syria 
(HR: 2.58) and Iraq (HR: 2.36). HRs among non-refugee 
migrants were similar to refugees, but on a slightly lower 
level.

Long‑term sickness absence and disability pension

Refugees from Africa or Asia had lower adjusted HRs for 
long-term sickness absence compared to Swedish-born indi-
viduals (HR: 0.60 and 0.72, respectively). According to the 
country of birth, the estimates for long-term SA were sig-
nificantly lower for refugees from Afghanistan (HR: 0.35) 
and Iraq (HR: 0.39), and for non-refugee migrants from Iraq 
(HR: 0.58). The risk of disability pension was lower for refu-
gees from Asia (HR: 0.50) and for non-refugee migrants 
from Africa (HR: 0.24) and Asia (HR: 0.54) compared to 
Swedish-born individuals.

Duration of residence and age at arrival

Among refugees from Africa and Asia, a duration of resi-
dence in Sweden ≥ 10 years was associated with a lower risk 
of long-term unemployment, compared to the refugees of 
the same continent with a duration of residence less than 
10 years (Table 3). In the same groups, the risk of long-term 
sickness absence was higher for non-refugee migrants from 
Africa and Asia compared to non-refugee migrants from the 
same region of birth with a duration of residence < 10 years. 
Refugees and non-refugee migrants from Asia with a dura-
tion of residence of ≥ 10 years showed also a higher risk 
of disability pension (HR: 1.87 and 1.83, respectively) 

compared to their counterparts with < 10 years. Refugees 
from Africa (HR:0.50) and Asia (HR:0.66) that arrived in 
Sweden at age ≤ 16 years had a lower risk of long-term 
unemployment compared to refugees from the same regions 
of birth with an age at arrival >16 years (Table 4). With 
regard to long-term sickness absence, non-refugee migrants 
from Asia and Africa arriving ≤ 16 years old showed lower 
risk estimates compared to those with the same region of 
birth whose age at arrival in Sweden was > 16 years. 

Sensitivity analyses

The sensitivity analyses showed comparable results for 
individuals with a common mental disorders diagnosis 
from in- or specialised outpatient healthcare and those with 
prescription of antidepressants. Results were similar for all 
three refugee groups i.e. refugees according to the Geneva 
Convention, humanitarian reasons and need of protection.

Discussion

Main findings

In this study on young adults with common mental disor-
ders, the risk of long-term unemployment among refugees 
and non-refugee migrants was higher, compared to Swedish-
born individuals and generally higher among refugees, espe-
cially from Somalia, Afghanistan, Syria and Iraq. Refugees 
and non-refugee migrants from Africa and Asia, who lived 
in Sweden for ≥ 10 years, showed a reduced risk for long-
term unemployment compared to their respective counter-
parts who arrived  <10 years ago. Those who immigrated 
when ≤ 16 years of age had a lower risk of unemployment 
compared to those who arrived when > 16 years of age. The 
risk of long-term sickness absence was instead lower among 
both refugees and non-refugee migrants from Africa and 
Asia compared to Swedish-born individuals.

Long‑term unemployment

Compared to Swedish-born individuals, we found a 
higher risk of long-term unemployment among refugees 
as well as among non-refugee migrants which is in line 
with earlier research on both young and adult populations 
[6, 11, 28–31]. In a comparison with the largest recipi-
ents of refugees in the European Union, Sweden stands 
out as the most liberal country with regard to proving 
support and training to enhance a labour market entrance 
for refugees. The authors conclude that the Swedish poli-
cies for labour market integration during the study period 
are comprehensive, ambitious and enhance labour market 
mobility [32]. Despite these efforts, young migrants with 
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Table 1   Sociodemographic characteristics of individuals, 19–30 years old, resident in Sweden with a common mental disorder (according to a 
diagnosis in specialised healthcare and/or prescription of antidepressants) during 2009

a Type of living 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
b Refugee status: immigrants with reason of settlement as refugee, humanitarian reasons, need of protection
c Migrant with reason for settlement as labour, study or family reunification
d Children living at home

All Swedish-born individuals
n (%)

Refugeesb

n (%)
Non-refugee migrantsc

n (%)

Sex
 Men 22,249 (35.4) 1335 (46.1) 1339 (36.3)
 Women 40,687 (64.6) 1560 (53.9) 2345 (63.7)

Age (years)
 19–24 28,882 (45.9) 1112 (38.4) 1272 (34.5)
 25–30 34,054 (54.1) 1783 (61.6) 2412 (65.5)

Educational level (years)
 Low (0–9) 13,296 (21.1) 947 (32.7) 1030 (28.0)
 Medium (10–12) 31,103 (49.4) 1114 (38.5) 1375 (37.3)
 High (> 12) 18,318 (29.1) 659 (22.8) 1048 (28.4)
 Missing 219 (0.3) 175 (6.0) 231 (6.3)

Family situation
 Married/living with partner without childrend 1340 (2.1) 185 (6.4) 362 (9.8)
 Married/living with partner with childrend 7443 (11.8) 512 (17.7) 879 (23.9)
 Single/divorced/separated/widowed without childrend 44,919 (71.4) 1841 (63.6) 1961 (53.2)
 Single/divorced/separated/widowed with childrend 3243 (5.2) 202 (7.0) 316 (8.6)
 Young adults (≤ 20 years old) living at home 5991 (9.5) 155 (5.4) 166 (4.5)

Type of living areaa

 Big cities 24,566 (39.0) 1316 (45.5) 2053 (55.7)
 Medium-sized cities 23,497 (37.3) 1137 (39.3) 1159 (31.5)
 Small cities/villages 14,873 (23.6) 442 (15.3) 471 (12.8)

Duration of residence
 0–5 years n.a 801 (27.6) 1537 (41.8)
 6–9 years n.a 359 (12.4) 806 (21.9)
 ≥ 10 years n.a 1735 (59.9) 1338 (36.3)

Age at arrival
 0–16 years n.a 1886 (65.9) 1548 (42.2)
 17–30 years n.a 978 (34.1) 2119 (57.8)

Specific countries (% in row)
 Asia without Afghanistan, Iran, Iraq and Syria n.a 307 (28.6) 764 (71.4)
 Afghanistan n.a 115 (54.5) 96 (45.5)
 Iran n.a 378 (54.9) 311 (45.1)
 Iraq n.a 563 (54.8) 464 (45.2)
 Syria n.a 76 (50.0) 76 (50.0)
 Africa without Somalia n.a 106 (32.9) 216 (67.1)
 Somalia n.a 98 (53.3) 86 (46.7)
 South America without Chile n.a 43 (18.8) 186 (81.2)
 Chile n.a 88 (47.8) 96 (52.2)
 Europe outside EU25 (without Former Yugoslavia) n-a 121 (28.4) 610 (71.6)
 Former Yugoslavia n.a 952 (74.0) 335 (26.0)
 Other countries n.a 48 (9.7) 444 (90.2)

Labour market attachment
 Income from work 33,408 (53.1) 994 (34.4) 1344 (36.5)
 Income, not from work 15,520 (24.6) 656 (22.6) 822 (22.3)
 No income 14,008 (22.3) 1245 (43.0) 1518 (41.2)

Specialised healthcare due to somatic disorders (2009)
 Yes 26,854 (42.7) 1383 (47.7) 1795 (48.7)
 No 36,082 (57.3) 1512 (52.3) 1889 (51.3)
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common mental disorders experience long-term unem-
ployment to a higher extent compared to Swedish-born 
individuals with the same disorders. Psychiatric disorders 
have been seen to play an additional role in the risk for 
long-term unemployment in other studies [5, 7, 22]. One 
important reason for why psychiatric disorders create dis-
crepancies in long-term unemployment between migrants 
and Swedish-born individuals and between refugees and 
non-refugee migrants is most likely due to differences 
in psychiatric healthcare utilisation including utilisation 
of psychiatric medication [33]. Differences in healthcare 
utilisation between migrants and the host population are 
likely to be due to cultural discrepancies with regard to 
the stigma towards psychiatric disorders and barriers in 

access to healthcare, especially among migrants from 
some regions and countries [34, 35]. Other reasons for a 
higher risk of long-term unemployment among subgroups 
of migrants may be found in factors important for the 
labour market. It has been stated that refugees, compared 
to non-refugee migrants, are not selected according to 
employment‐related criteria, and their skills might not 
therefore match local needs on the labour market [29]. 
At least medium educational level (10–12 years) is often 
required for jobs in Sweden, and migrants have in gen-
eral a much lower educational level compared to Swed-
ish-born individuals [36, 37]. The higher proportion of 
unskilled workers reported among refugees may therefore 
contribute to the risk of labour market marginalisation 

Table 2   Crude and multivariate hazard ratios (HRs) with 95% con-
fidence intervals (CIs) for long-term unemployment, long-term sick-
ness absence (SA) and disability pension (DP) during 2010–2013 
among 19–30  years old refugees and non-refugee immigrants 

(according to region and country of birth), with a common mental 
disorder (diagnosis and/or prescription of antidepressant) during 2009 
compared with Swedish-born individuals of similar age

a Adjusted for age, sex, educational level, family situation, type of living area, labour market attachment in 2009 and inpatient and specialised 
outpatient healthcare due to somatic disorders during 2009
b Native Swedes is the reference group
c Refugee status: immigrants with reason of settlement as, refugee, humanitarian reasons, need of protection
d Immigrants with reason of settlement due to labour, study, family reunification

Long-term unemployment Long-term sickness absence Disability pension

Crude
HR (95% CI)

Adjusteda

HR (95% CI)
Crude
HR (95% CI)

Adjusteda

HR (95% CI)
Crude
HR (95% CI)

Adjusteda

HR (95% CI)

Swedish-born individualsb 1 1 1 1 1 1
Refugeesc

 Africa 3.72 (2.97–4.66) 2.39 (1.91–3.05) 0.55 (0.33–0.89) 0.60 (0.36–0.98) 0.90 (0.48–1.68) 0.60 (0.32–1.11)
  Somalia 4.09 (3.03–5.59) 2.49 (1.80–3.40) 0.58 (0.29–1.16) 0.60 (0.30–1.20) 1.13 (0.51–2.53) 0.65 (0.28–1.41)

 Asia 3.12 (2.85–3.42) 2.16 (1.96–2.36) 0.68 (0.58–0.81) 0.72 (0.61–0.85) 0.70 (0.54–0.91) 0.50 (0.38–0.65)
  Afghanistan 3.91 (2.93–5.21) 2.65 (1.98–3.53) 0.29 (0.12–0.71) 0.35 (0.14–0.84) 0.63 (0.23–1.33) 0.37 (0.14–1.01)
  Iraq 4.12 (3.62–4.69) 2.36 (2.06–2.68) 0.37 (0.26–0.54) 0.39 (0.26–0.53) 0.81 (0.54–1.20) 0.47 (0.31–0.69)
  Iran 2.06 (1.66–2.54) 1.82 (1.46–2.24) 0.97 (0.74–1.27) 1.08 (0.76–1.34) 0.43 (0.22–0.83) 0.45 (0.23–0.87)
  Syria 4.01 (2.83–5.66) 2.58 (2.20–4.42) 1.16 (0.63–1.96) 0.97 (0.50–1.75) 0.71 (0.23–2.22) 0.54 (0.17–1.68)

 Europe outside EU25 1.99 (1.75–2.27) 1.61 (1.42–2.01) 1.02 (0.86–1.19) 0.99 (0.86–1.19) 0.70 (0.54–0.91) 0.78 (0.59–1.01)
  F. Jugoslavia 1.93 (1.68–2.21) 1.56 (1.35–1.78) 1.02 (0.86–1.21) 0.98 (0.81–1.14) 0.98 (0.74–1.29) 0.79 (0.60–1.04)

 South America 1.67 (1.13–2.48) 1.36 (0.91–2.01) 1.16 (0.77–1.78) 1.15 (0.77–1.83) 0.27 (0.69–1.10) 0.26 (0.07–1.06)
  Chile 1.58 (0.96–2.58) 1.20 (0.73–1.96) 1.41 (0.90–2.21) 1.35 (0.86–2.12) 0.56 (0.18–1.74) 0.49 (0.12–1.93)

Non-refugee migrantsd

 Africa 3.04 (2.49–3.71) 2.13 (1.74–2.59) 0.72 (0.50–1.02) 0.72 (0.50–1.02) 0.36 (0.16–0.80) 0.24 (0.10–0.54)
  Somalia 3.76 (2.67–5.30) 2.38 (1.68–3.35) 0.49 (0.22–1.09) 0.52 (0.22–1.16) 0.42 (0.10–1.71) 0.20 (0.52–0.83)

 Asia 2.71 (2.47–2.96) 2.01 (1.82–2.18) 0.70 (0.60–0.81) 0.68 (0.60–0.81) 0.73 (0.57–0.93) 0.54 (0.42–0.68)
  Afghanistan 2.09 (1.39–3.15) 1.36 (0.90–2.05) 0.49 (0.23–0.64) 0.48 (0.22–1.01) 0.18 (0.26–0.89) 0.12 (0.18–0.89)
  Iraq 3.48 (2.99–4.05) 2.29 (1.96–2.67) 0.63 (0.47–0.86) 0.58 (0.41–0.75) 0.79 (0.51–1.22) 0.44 (0.28–0.68)
  Iran 2.70 (2.19–3.30) 2.20 (1.77–2.70) 0.71 (0.50–1.01) 0.72 (0.50–1.02) 0.77 (0.45–1.33) 0.70 (0.39–1.21)
  Syria 3.52 (2.44–5.07) 2.19 (1.50–3.13) 0.92 (0.49–1.71) 0.80 (0.40–1.40) 0.95 (0.35–2.53) 0.67 (0.24–1.81)

 Europe outside EU25 2.49 (2.11–2.94) 2.02 (1.82–2.19) 1.01 (0.80–1.27) 0.95 (0.75–1.19) 0.79 (0.52–1.20) 0.70 (0.46–1.05)
  F. Jugoslavia 2.72 (2.23–3.33) 1.94 (1.58–2.36) 1.13 (0.86–1.48) 0.95 (0.71–1.22) 0.93 (0.58–1.50) 0.83 (0.51–1.34)

 South America 2.09 (1.64–2.66) 1.99 (1.56–2.54) 0.73 (0.50–1.05) 0.76 (0.53–1.10) 1.10 (0.68–1.77) 0.98 (0.61–1.59)
  Chile 2.85 (1.99–4.08) 2.43 (1.73–3.55) 0.64 (0.33–1.24) 0.61 (0.31–1.20) 0.41 (0.10–1.64) 0.53 (0.17–1.68)
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Table 3   Multivariate hazard ratios (HRs) with 95% confidence inter-
vals (CIs) for long-term unemployment, long-term sickness absence 
(SA) and disability pension (DP) during 2010–2013 among refugees 
and non-refugee migrants resident in Sweden (19–30 years old), with 

a common mental disorder (diagnosis and/or prescription of antide-
pressant) during 2009 and with a duration of residence in the coun-
try ≥ 10 years compared with refugees and non-refugee migrants with 
a duration of residence < 10 years from the same region of birth

a The model was adjusted for age, sex, educational level, family situation, type of living area, labour market attachment in 2009 and specialised 
healthcare due to somatic disorders during 2009
b The reference group comprised refugees and non-refugee migrants with a duration of residence < 10 years from the same region of birth
c Refugee status: migrants with a reason of settlement as refugee according to Geneva Convention, humanitarian reasons or in need of protection
d n.a. not applicable
e Non-refugee migrants: migrants with reason of settlement as labour, study or family reunification

Long-term unemployment Long-term sickness absence Disability pension

Crude
HR (95% CI)

Adjusteda

HR (95% CI)
Crude
HR (95% CI)

Adjusteda

HR (95% CI)
Crude
HR (95% CI)

Adjusteda

HR (95% CI)

Duration of residence < 10 
yearsb

1 1 1 1 1 1

Refugeesc with residence ≥ 10 years
 Africa 0.54 (0.33–0.88) 0.60 (0.36–1.01) 3.07 (1.06–8.84) 1.78 (0.56–5.26) 0.69 (0.17–2.76) 1.06 (0.24–4.94)
 Asia 0.52 (0.43–0.62) 0.68 (0.55–0.84) 2.39 (1.68–3.41) 1.37 (0.91–2.01) 0.95 (0.56–1.62) 1.87 (1.05–3.32)
 South America 0.87 (0.32–2.32) 0.92 (0.31–2.68) 1.50 (0.44–5.09) 0.69 (0.19–2.54) n.ad n.a
 Europe outside EU25 0.85 (0.62–1.16) 1.07 (0.77–1.49) 1.15 (0.74–1.76) 0.86 (0.56–1.38) 0.68 (0.36–1.28) 0.96 (0.50–1.83)

Non-refugee migrantse with residence ≥ 10 years
 Africa 0.74 (0.49–1.14) 0.87 (0.55–1.33) 3.32 (1.55–7.11) 3.17 (1.43–7.10) 1.54 (0.31–7.65) 1.74 (0.31–9.71)
 Asia 0.64 (0.53–0.76) 0.76 (0.63–0.93) 2.22 (1.62–3.02) 1.83 (1.31–2.54) 1.53 (0.95–2.46) 1.83 (1.09–3.04)
 South America 0.71 (0.44–1.17) 0.95 (0.54–1.58) 1.37 (0.64–2.90) 1.41 (0.64–3.10) 3.88 (1.17–13.53) 2.97 (0.78–11.40)
 Europe outside EU25 0.75 (0.52–1.08) 0.91 (0.61–1.32) 1.56 (0.98–2.47) 1.78 (1.08–2.96) 1.24 (0.53–2.86) 1.39 (0.58–3.37)

Table 4   Crude and multivariate hazard ratios (HRs) with 95% con-
fidence intervals (CIs) for long-term unemployment, long-term sick-
ness absence and disability pension during 2010–2013 among refu-
gees and non-refugee migrants from different regions of birth and 
resident in Sweden (19–30  years old), with a common mental dis-

order (diagnosis and/or prescription of antidepressant) during 2009 
with the age at arrival in Sweden ≤ 16 years compared to refugees and 
non-refugee migrants from the same region of birth and with age at 
arrival > 16 years

a The model was adjusted for age, sex, educational level, family situation, type of living area, labour market attachment in 2009 and specialised 
healthcare due to somatic disorders during 2009
b The reference group comprised refugees and non-refugee migrants with age at arrival > 16 years from the same region of birth
c Refugee status: migrants with reason of settlement as refugee according to the Geneva Convention, humanitarian reasons or in need of protec-
tion
d n.a. not applicable
e Non-refugee migrants: migrants with reason of settlement due to labour, study or family reunification

Long-term unemployment Long-term sickness absence Disability pension

Crude
HR (95% CI)

Adjusteda

HR (95% CI)
Crude
HR (95% CI)

Adjusted
HR (95% CI)

Crude
HR (95% CI)

Adjusted
HR (95% CI)

Age at arrival > 16 yearsb 1 1 1 1 1 1
Refugeesc age at arrival ≤ 16 years
 Africa 0.40 (0.24–0.66) 0.50 (0.29–0.85) 3.62 (1.16–11.22) 2.22 (0.67–7.27) 2.30 (0.57–9.19) 2.75 (0.53–14.19)
 Asia 0.48 (0.40–0.58) 0.66 (0.54–0.81) 1.87 (1.32–2.65) 1.16 (0.79–1.70) 0.74 (0.44–1.27) 1.45 (0.81–2.59)
 South America 0.68 (0.25–1.82) 0.89 (0.30–2.59) 1.19 (0.35–4.05) 0.97 (0.28–3.36) n.ad n.a
 Europe outside EU25 0.65 (0.48–0.90) 0.90 (0.64–1.25) 1.16 (0.73–1.84) 0.96 (0.59–1.56) 0.79 (0.39–1.57) 0.98 (0.47–2.06)

Non-refugee migrantse age at arrival ≤ 16 years
 Africa 0.73 (0.48–1.11) 0.85 (0.54–1.35) 2.40 (1.14–5.04) 2.68 (1.21–5.94) 2.62 (0.48–14.38) 2.55 (0.37–17.34)
 Asia 0.51 (0.42–0.62) 0.64 (0.51–0.79) 1.54 (1.14–2.09) 1.55 (1.10–2.19) 1.51 (0.94–2.43) 1.44 (0.81–2.56)
 South America 0.56 (0.34–0.92) 0.79 (0.44–1.39) 1.10 (0.52–2.34) 1.27 (0.56–2.90) 5.08 (1.16–22.22) 3.17 (0.61–16.53)
 Europe outside EU25 0.61 (0.42–0.89) 0.77 (0.50–1.17) 1.06 (0.65–1.71) 1.29 (0.76–2.21) 1.48 (0.64–3.37) 1.81 (0.70–4.66)
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[11]. Among migrants with a self-reported high educa-
tional level, processes of translating education acquire-
ments from the home country to the system of the host 
country are often time-consuming and sometimes not fea-
sible. As they therefore often end up in jobs below their 
formal educational level, this might contribute to high 
levels of both long-term unemployment as well as general 
labour market marginalisation as over qualification has 
been reported as a strong risk factor for health deteriora-
tion [38]. Despite efforts with free language training to 
all migrants, language barriers may still be a reason for 
discrepancies in long-term unemployment between sub-
groups of migrants as the training is voluntary, and some 
groups of migrants are underrepresented in those classes 
[6, 39]

In a previous study from our research group, we found 
that the risk of long-term unemployment among refugees 
with a common mental disorder was around two times 
higher compared to Swedish-born individuals with no 
mental disorder [40]. The aim of this study was to go one 
step further and deepen the analyses about pathways to 
labour market marginalisation specifically among indi-
viduals with a common mental disorder. According to the 
assimilation model, newly arrived migrants can experience 
labour market marginalisation because of poor language 
proficiency and scarce knowledge of the culture of the host 
country [41]. After several years, the level of employment 
among migrants tends to converge with the host popula-
tion [41]. In our study, a duration of residence > 10 years 
among non-refugee migrants and refugees from Africa 
and Asia positively influenced the risk of unemployment. 
The duration of residence has been shown to improve 
the healthcare utilisation rate and intake of psychoactive 
drugs, which in turn have a positive effect on the health 
status and the ability to find a job [28]. Also, age at arrival 
was a significant factor for long-term unemployment in 
most refugee groups. This is in line with previous stud-
ies, which reported that non-European migrants, the most 
disadvantaged in entering the active labour market, needed 
more time to reach the level of employment of Swedish-
born individuals [11, 41].

Long‑term sickness absence and disability pension

We found a lower risk of long-term sickness absence among 
refugees and non-refugee migrants from Africa and Asia but 
not from Europe outside EU25 and South America com-
pared to Swedish-born individuals. Reasons for those dis-
crepancies are to a high extent to be found within the social 
insurance regulations in Sweden as sickness absence benefits 
presupposes previous income from work [6]. The risk was 
particularly low among refugees from Afghanistan and Iraq, 
countries with a high level of long-term unemployment. 

Differences in long-term sickness absence with regard to 
country of birth may also be due to differences in healthcare 
utilisation. To receive sickness absence benefits, a certificate 
from a physician is required. This may differ largely between 
subgroups of migrants [30, 33].

A duration of residence ≥ 10  years was on average 
associated with a two times higher risk of long-term sick-
ness absence among refugees and non-refugee migrants 
from Africa and Asia compared to their counterparts with 
duration of stay  < 10 years. In these populations, age at 
arrival ≤ 16 years of age was associated with a higher risk of 
long-term sickness absence compared to those who arrived 
at > 16 years of age. Thus, it seems that with longer dura-
tion of residence in the host country individuals from Africa 
and Asia become more confident with the Swedish system 
and/or assimilate with the culture and are thus being able to 
access the sickness absence benefits. Moreover, with time, 
these individuals are more likely to enter the labour market, 
which in turn is a prerequisite for receiving sickness absence 
[11, 13].

Regarding disability pension, we found a slightly lower 
risk among non-refugee migrants from Asia and Africa and 
in some refugee groups compared to Swedish-born individu-
als. This is in contrast to a previous study in Nordic coun-
tries based on the entire population [42]. These discrepan-
cies in findings are most likely due to the differences in study 
populations, i.e. general population versus young individuals 
with common mental disorders.

Strengths and limitations

As strengths of the study, it can be mentioned that we uti-
lised a population-based cohort, using high-quality register 
data with practically no loss to follow-up. Additionally, we 
could present data on refugees and non-refugee migrants 
according to their country of birth and with a long follow-
up period which are advantages compared to previous stud-
ies. As a limitation, it should be noted that common mental 
disorders only were defined according to information from 
in- and specialised outpatient care, but not from primary 
healthcare. To avoid a potential bias towards more severe 
morbidity in specialised healthcare, especially considering 
differences regarding migrants’ healthcare utilisation, we 
also included participants who had prescriptions for anti-
depressant medication. Another limitation is that refugees 
to a lesser extent seek healthcare due to mental disorders 
compared to persons from the host country [24]. Therefore, 
we might have captured the migrants with higher severity of 
the underlying CMD. Finally, to define refugees, we utilised 
three different reasons of settlement: refugee, humanitarian 
grounds and need of protection. We did, however, perform 
sensitivity analyses, which showed similar results for all 
these groups.
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Conclusions

Young adult refugees and non-refugee migrants with com-
mon mental disorders have, compared to Swedish-born 
individuals with common mental disorders, a higher risk of 
long-term unemployment. Differences were found between 
refugees and non-refugee migrants as well as between 
migrants from different countries. Duration of residence and 
age at arrival influenced the risk of long-term unemploy-
ment, particularly among refugees. The risk of long-term 
sickness absence was, however, lower in refugees and non-
refugee migrants from Africa and Asia compared to Swed-
ish-born individuals, to a large part depending on that eligi-
bility for sickness absence benefit presupposes income from 
work. Identifying groups of migrant populations at high risk 
for labour market marginalisation can therefore provide use-
ful information for the design of tailor-made intervention 
strategies to enhance labour market participation.

Acknowledgements  This study was funded by the Swedish Research 
Council [Grant number 2018-05783].

Funding  Open Access funding provided by Karolinska Institute. This 
study was funded by the Swedish Research Council [Grant number 
2018-05783].

Availability of data and material  These data cannot be made publicly 
available due to privacy regulations. According to the General Data 
Protection Regulation, the Swedish law SFS 2018:218, the Swedish 
Data Protection Act, the Swedish Ethical Review Act, and the Public 
Access to Information and Secrecy Act, these type of sensitive data can 
only be made available for specific purposes, including research, that 
meets the criteria for access to this type of sensitive and confidential 
data as determined by a legal review. Readers may contact Professor 
Kristina Alexanderson (kristina.alexanderson@ki.se) regarding the 
data.

Code availability  Not applicable.

Compliance with ethical standards 

Conflict of interest  The authors declares that there is no conflict of 
interest.

Ethics approval  The study was approved by the Regional Ethical Board 
in Stockholm, Sweden who also waived the necessity of obtaining con-
sent from the research subjects.

Consent to participate  Not applicable.

Consent for publication  Not applicable.

Open Access  This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long 
as you give appropriate credit to the original author(s) and the source, 
provide a link to the Creative Commons licence, and indicate if changes 
were made. The images or other third party material in this article are 
included in the article’s Creative Commons licence, unless indicated 

otherwise in a credit line to the material. If material is not included in 
the article’s Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a 
copy of this licence, visit http://creat​iveco​mmons​.org/licen​ses/by/4.0/.

References

	 1.	 Scarpetta S, Sonnet A, Manfredi T (2010) Rising youth unem-
ployment during the crisis: how to prevent negative long-term 
consequences on a generation? In: OECD social, employment and 
migration working papers, no 106, OECD Publishing, Paris. https​
://doi.org/10.1787/5kmh7​9zb2m​mv-en

	 2.	 OECD (2010) Sickness, disability and work: breaking the barriers: 
a synthesis of findings across OECD countries. OECD Publishing, 
Paris. https​://doi.org/10.1787/97892​64088​856-en

	 3.	 OECD (2012) Sick on the job? myths and realities about mental 
health and work. In: Mental health and work, OECD Publishing, 
Paris. https​://doi.org/10.1787/97892​64124​523-en

	 4.	 Niederkrotenthaler T, Wang M, Helgesson M, Wilcox H, Gould 
M, Mittendorfer-Rutz E (2017) Labour market marginalisation 
subsequent to suicide attempt in young migrants and native 
Swedes. Soc Psychiatry Psychiatr Epidemiol 52(5):549–558. https​
://doi.org/10.1007/s0012​7-017-1344-6

	 5.	 Di Thiene D, Mittendorfer-Rutz E, Rahman S, Wang M, Alexan-
derson K, Tiihonen J, La Torre G, Helgesson M (2019) Trajecto-
ries of sickness absence, disability pension and unemployment in 
young immigrants with common mental disorders. Eur J Public 
Health 29(6):1055–1062. https​://doi.org/10.1093/eurpu​b/ckz04​6

	 6.	 Helgesson M, Wang M, Niederkrotenthaler T, Saboonchi F, Mit-
tendorfer-Rutz E (2019) Labour market marginalisation among 
refugees from different countries of birth: a prospective cohort 
study on refugees to Sweden. J Epidemiol Community Health 
73(5):407–415. https​://doi.org/10.1136/jech-2018-21117​7

	 7.	 Helgesson M, Tinghog P, Wang M, Rahman S, Saboonchi F, 
Mittendorfer-Rutz E (2018) Trajectories of work disability and 
unemployment among young adults with common mental dis-
orders. BMC Public Health 18(1):1228. https​://doi.org/10.1186/
s1288​9-018-6141-y

	 8.	 Helgesson M, Tinghog P, Niederkrotenthaler T, Saboonchi F, 
Mittendorfer-Rutz E (2017) Labour-market marginalisation after 
mental disorders among young natives and immigrants living in 
Sweden. BMC Public Health 17(1):593. https​://doi.org/10.1186/
s1288​9-017-4504-4

	 9.	 Statistics Sweden. http://www.stati​stikd​ataba​sen.scb.se. Accessed 
23 Nov 2018

	10.	 Ahonen EQ, Benavides FG, Benach J (2007) Immigrant popula-
tions, work and health—a systematic literature review. Scand J 
Work Environ Health 33(2):96–105

	11.	 Aldén L, Hammarstedt M (2014) Integration of immigrants on 
the Swedish labour market: recent trends and explanations (Work-
ing paper series). Linnaeus University. Retrieved from http://urn.
kb.se/resol​ve?urn=urn:nbn:se:lnu:diva-38645​

	12.	 Di Thiene D, Helgesson M, Alexanderson K, La Torre G, Tii-
honen J, Mittendorfer-Rutz E (2017) Risk of disability pension in 
first and second generation immigrants: the role of age and region 
of birth in a prospective population-based study from Sweden. 
BMC Public Health 17(1):931. https​://doi.org/10.1186/s1288​
9-017-4944-x

	13.	 Hermansen AS (2017) Age at arrival and life chances among 
childhood immigrants. Demography 54(1):201–229. https​://doi.
org/10.1007/s1352​4-016-0535-1

http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1787/5kmh79zb2mmv-en
https://doi.org/10.1787/5kmh79zb2mmv-en
https://doi.org/10.1787/9789264088856-en
https://doi.org/10.1787/9789264124523-en
https://doi.org/10.1007/s00127-017-1344-6
https://doi.org/10.1007/s00127-017-1344-6
https://doi.org/10.1093/eurpub/ckz046
https://doi.org/10.1136/jech-2018-211177
https://doi.org/10.1186/s12889-018-6141-y
https://doi.org/10.1186/s12889-018-6141-y
https://doi.org/10.1186/s12889-017-4504-4
https://doi.org/10.1186/s12889-017-4504-4
http://www.statistikdatabasen.scb.se
http://urn.kb.se/resolve?urn=urn:nbn:se:lnu:diva-38645
http://urn.kb.se/resolve?urn=urn:nbn:se:lnu:diva-38645
https://doi.org/10.1186/s12889-017-4944-x
https://doi.org/10.1186/s12889-017-4944-x
https://doi.org/10.1007/s13524-016-0535-1
https://doi.org/10.1007/s13524-016-0535-1


1034	 Social Psychiatry and Psychiatric Epidemiology (2021) 56:1025–1034

1 3

	14.	 Kendrick T, Pilling S (2012) Common mental health disorders—
identification and pathways to care: NICE clinical guideline. Br 
J Gen Pract 62(594):47–49. https​://doi.org/10.3399/bjgp1​2X616​
481

	15.	 Johansson R, Carlbring P, Heedman A, Paxling B, Andersson G 
(2013) Depression, anxiety and their comorbidity in the Swed-
ish general population: point prevalence and the effect on health-
related quality of life. PeerJ 1:e98. https​://doi.org/10.7717/peerj​
.98

	16.	 Kaspersen SL, Pape K, Vie GA, Ose SO, Krokstad S, Gunnell 
D, Bjorngaard JH (2016) Health and unemployment: 14 years of 
follow-up on job loss in the Norwegian HUNT Study. Eur J Public 
Health 26(2):312–317. https​://doi.org/10.1093/eurpu​b/ckv22​4

	17.	 Paul KI, Moser K (2009) Unemployment impairs mental health: 
meta-analyses. J Vocat Behav 74(3):264–282. https​://doi.
org/10.1016/j.jvb.2009.01.001

	18.	 Sveinsdottir V, Eriksen HR, Baste V, Hetland J, Reme SE (2018) 
Young adults at risk of early work disability: who are they? 
BMC Public Health 18(1):1176. https​://doi.org/10.1186/s1288​
9-018-6095-0

	19.	 Gilliver SC, Sundquist J, Li X, Sundquist K (2014) Recent 
research on the mental health of immigrants to Sweden: a litera-
ture review. Eur J Public Health 24(Suppl 1):72–79. https​://doi.
org/10.1093/eurpu​b/cku10​1

	20.	 Steel JL, Dunlavy AC, Harding CE, Theorell T (2017) The psy-
chological consequences of pre-emigration trauma and post-
migration stress in refugees and immigrants from Africa. J Immigr 
Minor Health 19(3):523–532. https​://doi.org/10.1007/s1090​
3-016-0478-z

	21.	 Hollifield M, Warner TD, Krakow B, Westermeyer J (2018) Men-
tal health effects of stress over the life span of refugees. J Clin 
Med 7(2):25. https​://doi.org/10.3390/jcm70​20025​

	22.	 Borsch AS, de Montgomery CJ, Gauffin K, Eide K, Heikkila E, 
Smith Jervelund S (2018) Health, education and employment 
outcomes in young refugees in the Nordic countries: a sys-
tematic review. Scand J Public Health 47:735–747. https​://doi.
org/10.1177/14034​94818​78709​9

	23.	 Giacco D, Laxhman N, Priebe S (2018) Prevalence of and risk 
factors for mental disorders in refugees. Semin Cell Dev Biol 
77:144–152. https​://doi.org/10.1016/j.semcd​b.2017.11.030

	24.	 Kirmayer LJ, Narasiah L, Munoz M, Rashid M, Ryder AG, 
Guzder J, Hassan G, Rousseau C, Pottie K (2011) Common men-
tal health problems in immigrants and refugees: general approach 
in primary care. CMAJ Can Med Assoc J 183(12):E959-967. https​
://doi.org/10.1503/cmaj.09029​2

	25.	 United Nations High Commissioner for Refugees (1951, 1967) 
Convention and protocol relating to the status of refugees. 
UNHCR, Communications and Public Information Service. 
Geneva

	26.	 Henderson M, Glozier N, Holland Elliott K (2005) Long 
term sickness absence. BMJ 330(7495):802–803. https​://doi.
org/10.1136/bmj.330.7495.802

	27.	 The Swedish Social Insurance Agency (2016) Social Insurance in 
figures. Stockholm, Sweden. ISBN: 978-91-7500-393-1

	28.	 Brendler-Lindqvist M, Norredam M, Hjern A (2014) Duration of 
residence and psychotropic drug use in recently settled refugees 
in Sweden—a register-based study. Int J Equity Health 13:122. 
https​://doi.org/10.1186/s1293​9-014-0122-2

	29.	 Bevelander P, Irastorza N (2014) Catching up: the labour market 
outcomes of new immigrants in Sweden. Migration Policy Insti-
tute and International Labour Office, Washington, DC, Geneva

	30.	 Lebano A, Hamed S, Bradby H, Gil-Salmerón A, Durá-Ferran-
dis E, Garcés-Ferrer J, Azzedine F, Riza E, Karnaki P, Zota D, 
Linos A (2020) Migrants’ and refugees’ health status and health-
care in Europe: a scoping literature review. BMC Public Health 
20(1):1039. https​://doi.org/10.1186/s1288​9-020-08749​-8

	31.	 Claussen B, Smeby L, Bruusgaard D (2012) Disability pension 
rates among immigrants in Norway. J Immigr Minor Health 
14(2):259–263. https​://doi.org/10.1007/s1090​3-010-9430-9

	32.	 Martin I, Arcarons A, Aumüller J, Bevelander P, Emilsson H, 
Kalantaryan S, MacIver A, Mara I, Scalettaris G, Venturini A, 
Vidovic H, van der Welle I, Windisch M, Wolffberg R, Zorlu 
A (2016) From refugees to workers—mapping labour market 
integration support measures for asylum-seekers and refugees in 
EU member states. Volume I: comparative analysis and policy 
findings. vol 1. Auflage 2016, 58 Seiten (Broschur). Migration 
Policy Centre (MPC) at the Robert Schuman Centre for Advanced 
Studies of the European University Institute in Florence (EUI). 
Bertelsmann Stiftung (Hrsg.). https​://doi.org/10.11586​/20160​02

	33.	 Lindert J, Schouler-Ocak M, Heinz A, Priebe S (2008) Mental 
health, health care utilisation of migrants in Europe. Eur Psychia-
try 23:14–20. https​://doi.org/10.1016/s0924​-9338(08)70057​-9

	34.	 Fazel M, Wheeler J, Danesh J (2005) Prevalence of serious men-
tal disorder in 7000 refugees resettled in western countries: a 
systematic review. Lancet 365(9467):1309–1314. https​://doi.
org/10.1016/s0140​-6736(05)61027​-6

	35.	 Abebe DS, Lien L, Elstad JI (2017) Immigrants’ utilization of 
specialist mental healthcare according to age, country of origin, 
and migration history: a nation-wide register study in Norway. Soc 
Psychiatry Psychiatr Epidemiol. https​://doi.org/10.1007/s0012​
7-017-1381-1

	36.	 Werlen L, Helgesson M, Mittendorfer-Rutz E (2017) Differences 
in predictors of permanent work disability between immigrants 
and natives: a cohort study of adults with sick leave due to com-
mon mental disorders. BMJ Open 7(3):e014431

	37.	 Helgesson M, Johansson B, Wernroth L, Vingard E (2016) 
Exposure to different lengths of sick leave and subsequent work 
absence among young adults. BMC Public Health 16:51. https​://
doi.org/10.1186/s1288​9-015-2679-0

	38.	 Dunlavy AC, Garcy AM, Rostila M (2016) Educational mismatch 
and health status among foreign-born workers in Sweden. Soc Sci 
Med 154:36–44. https​://doi.org/10.1016/j.socsc​imed.2016.02.018

	39.	 Åslund O, Forslund A, Liljeberg L (2017) Labour market entry 
of non-labour migrants–Swedish evidence. IFAU WORKING 
PAPER 2017:15 Uppsala

	40.	 Niederkrotenthaler T, Mittendorfer-Rutz E, Saboonchi F, Helges-
son M (2020) The role of refugee status and mental disorders 
regarding subsequent labour market marginalisation: a regis-
ter study from Sweden. Soc Psychiatry Psychiatr Epidemiol 
55(6):697–704. https​://doi.org/10.1007/s0012​7-020-01842​-8

	41.	 Gorodzeisky A, Semyonov M (2017) Labor force participation, 
unemployment and occupational attainment among immigrants 
in West European countries. PLoS ONE 12(5):e0176856. https​://
doi.org/10.1371/journ​al.pone.01768​56

	42.	 Claussen B, Dalgard OS, Bruusgaard D (2009) Disability pen-
sioning: can ethnic divides be explained by occupation, income, 
mental distress, or health? Scand J Public Health 37(4):395–400. 
https​://doi.org/10.1177/14034​94809​10422​0

https://doi.org/10.3399/bjgp12X616481
https://doi.org/10.3399/bjgp12X616481
https://doi.org/10.7717/peerj.98
https://doi.org/10.7717/peerj.98
https://doi.org/10.1093/eurpub/ckv224
https://doi.org/10.1016/j.jvb.2009.01.001
https://doi.org/10.1016/j.jvb.2009.01.001
https://doi.org/10.1186/s12889-018-6095-0
https://doi.org/10.1186/s12889-018-6095-0
https://doi.org/10.1093/eurpub/cku101
https://doi.org/10.1093/eurpub/cku101
https://doi.org/10.1007/s10903-016-0478-z
https://doi.org/10.1007/s10903-016-0478-z
https://doi.org/10.3390/jcm7020025
https://doi.org/10.1177/1403494818787099
https://doi.org/10.1177/1403494818787099
https://doi.org/10.1016/j.semcdb.2017.11.030
https://doi.org/10.1503/cmaj.090292
https://doi.org/10.1503/cmaj.090292
https://doi.org/10.1136/bmj.330.7495.802
https://doi.org/10.1136/bmj.330.7495.802
https://doi.org/10.1186/s12939-014-0122-2
https://doi.org/10.1186/s12889-020-08749-8
https://doi.org/10.1007/s10903-010-9430-9
https://doi.org/10.11586/2016002
https://doi.org/10.1016/s0924-9338(08)70057-9
https://doi.org/10.1016/s0140-6736(05)61027-6
https://doi.org/10.1016/s0140-6736(05)61027-6
https://doi.org/10.1007/s00127-017-1381-1
https://doi.org/10.1007/s00127-017-1381-1
https://doi.org/10.1186/s12889-015-2679-0
https://doi.org/10.1186/s12889-015-2679-0
https://doi.org/10.1016/j.socscimed.2016.02.018
https://doi.org/10.1007/s00127-020-01842-8
https://doi.org/10.1371/journal.pone.0176856
https://doi.org/10.1371/journal.pone.0176856
https://doi.org/10.1177/1403494809104220

	Risk of labour market marginalisation among young refugees and non-refugee migrants with common mental disorders
	Abstract
	Purpose 
	Methods 
	Results 
	Conclusions 

	Background
	Aims
	Methods
	Study population
	Exposure variables
	Register data
	Sickness absence, disability pension and unemployment
	Outcome measures
	Covariates
	Statistics

	Results
	Long-term unemployment
	Long-term sickness absence and disability pension
	Duration of residence and age at arrival
	Sensitivity analyses

	Discussion
	Main findings
	Long-term unemployment
	Long-term sickness absence and disability pension
	Strengths and limitations

	Conclusions
	Acknowledgements 
	References




