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Abstract 

Perceptions and experiences of mental health among male asylum seekers 

in Norway. 
 

Background: Norway has recently experienced an influx of asylum seekers from war- and 

conflict-ridden countries. Research suggests that asylum seekers and refugees are at increased 

risk of mental health problems, but there is a lack of qualitative research about the subjective 

mental health experiences of asylum seekers in Norway.  

 Methodology: The study employs qualitative methods, including repeated in-depth 

interviews and participant observation. Snowball sampling was used to recruit 25 participants 

from six different countries.  

Aim: The aim of the project is to investigate the subjective mental health experiences of male 

asylum seekers in Norway and their perceptions of the factors that shape these 

experiences. In doing so, the following topics are explored: the way they describe and 

interpret their symptoms and explain the causes of their mental distress, their understandings 

of the concept of mental health and the ways in which they relate to and describe their own, 

their experiences of forced migration and asylum seeking, their life experiences in Norway, 

the challenges and difficulties they encounter, the ways in which they potentially cope with 

and resist psychological burden, and the significance of these experiences for mental health. 

Conclusion: The research reveals that mental heath is a complex subject that needs to be 

understood with respect to a range of factors, including the participants’ social, cultural, 

economic, religious, mental, political and psychological perspectives. Key findings are as 

follows: The study participants have experienced forced migration and an abrupt interruption 

of their lives. They describe having experienced, prior to migrating, violent conflicts, 

persecution, and profound loss, and they describe experiencing life threatening situations 

under flight. This creates a great deal of suffering, which the participants describe in relation 

to flashback memories of past experience of torture and violence and present-day experiences 

of exploitation, powerlessness and discrimination. In Norway, they find themselves in a 

difficult situation characterized by an indeterminate period of waiting, unpredictability, 

uncertainty, loneliness and boredom. At the same time, they also exhibit tremendous strength 

and resilience, and they continue to aspire to and hope for a better future.  
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Chapter One 

Introduction 

1.1 Project background and literature review:  

The World Health Organization (WHO) defines mental health as “not just the absence 

of mental disorder, but a state of well-being in which every individual realizes his or her own 

potential, can cope with the normal stresses of life, can work productively and fruitfully, and 

is able to make a contribution to her or his community” (Word Health Organization). Mental 

health is central to the WHO’s definition of health itself –“a state of complete physical, 

mental and social well-being, and not merely the absence of disease” (Word Health 

Organization). In another report, the WHO proposed “there is no health without mental 

health” (WHO). Mental disorders are understood to increase the risk of communicable and 

non-communicable disease and contribute to different kinds of injury. At the same time, 

mental health is considered a global disease burden, as a large number of persons around the 

world are dealing with different kinds of mental and physical problems, which are also 

responsible for mental and physical disability (Prince et al., 2007). 

The relationship between mental health and immigration has long been considered to 

be of public health significance, and especially in countries that host refugee and asylum-

seeking populations (Abebe, Lien, & Hjelde, 2014; Keyes, 2000; Ryan, Benson, & Dooley, 

2008). According to the United Nations High Commissioner for Refugees (UNHCR), by the 

end of 2014 there were, worldwide, approximately 59.5 million people forcibly displaced due 

to war, religion, political oppression, ethnic conflict and persecution. This is a situation of 

forced displacement that has reached unprecedented levels, with 8.3 million more forcibly 

displaced persons than the previous year and the highest increase in any single year. There 

are 19.5 million refugees, 38.2 million internally displaced individuals and more than 1.8 

million individuals who have submitted asylum applications (UNHCR, 2014). According to 

eurostat
1
, the European Union has also experienced a large volume of asylum claims in 2015, 

reaching nearly 1.3 million in 2015, compared to 627,000 in 2014. The Nordic countries, 

including Norway, have also experienced increasing asylum-seeking populations (Eurostat, 

                                                        
1 Eurostat is the leading organization to provide high quality statistics in Europe, located in Luxemburg.  

http://ec.europa.eu/eurostat/statistics-explained/index.php/Asylum_statistics 
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2016; UDI, 2015; UNHCR, 2014). According to the Norwegian Directorate of Immigration 

(UDI), in 2015, Norway received, in total, 31,145 asylum applicaitons. Among them, 23,930 

were male (UDI, 2015). 

 The term ‘asylum’ has been defined by Eurostat as “a form of international 

protection given by a state on its territory. It is granted to a person who is unable to seek 

protection in his/her country of citizenship and /or residence, in particular for fear of being 

persecuted for reasons of race, religion, nationality, membership of a particular soical group, 

or political opinion.” (eurostat, 2016). An asylum seeker is a person who has submitted an 

application for asylum or been included in the application of a family member. 

A recent study in Norway revealed that immigrants and, particularly, adult 

immigrants from low and middle-income countries, face high rates of mental health problems 

compared to the Norwegian population. Among the mental health problems that these 

immigrants confront are high rates of depressive symptoms, symptoms of emotional and 

mental distress, and, for adolescent immigrants, conduct and peer problems (Abebe et al., 

2014). Similarly, a study in the Netherlands reported the prevalence of mental and physical 

health problems among asylum seekers from Afghanistan, Iran and Somalia to be 

significantly higher than among members of the Dutch population. More asylum seekers than 

refugees exhibited traumatic symptoms and post-traumatic stress disorder (PTSD). Moreover, 

this study also stated that post-migration stress and inadequate social support were related to 

post-traumatic stress disorder (PTSD) and symptoms of anxiety and depression among these 

three ethnic groups in the Netherlands. This study reported that uncertainty – for instance, the 

uncertainty of receiving a residency permit, the stress associated with an unpredictable future, 

and a lack of work permission – contributed to these mental health problems (Gerritsen et al., 

2006).  

 Research has also shown that forced migration and displacement entail a range of 

experiences with massacre, violence, cruelty and fear, and the authors of this study examines, 

in particular, the forms of fear manifest in the narratives of internally displacement persons in 

Colombia and Colombian refugees in Canada. The article scrutinizes the relationship 

between memory, fear and forced migration and the means through which people reconstruct 

their lives (Riaño‐ Alcalá, 2008).One qualitative study conducted in Egypt among Southern 

Sudanese refugees examines the illness narratives of these refugees. This study suggests that 

experiences of dislocation and trauma manifest in narratives and metaphors of illness. 
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Further, through “illness talk”, these refugees represented their illness in terms of bodily 

metaphors that evoked the heart and blood, in ways the author interpreted as indicative of 

their cultural loss(Coker, 2004).  

One study conducted in Sweden among recently resettled Middle Eastern refugees 

found that pre-migration, migration and post-migration stress increased the risk for post-

traumatic stress disorder during the resettlement period. The researcher further characterized 

resettlement stress as consistent with discrimination, alienation, status loss, social and 

economic strain, and violence. Pre-migration torture experiences were, to a great extent, 

connected to their post-migration resettlement stress (Lindencrona, Ekblad, & Hauff, 2008). 

Moreover, a study conducted by Eytan and his colleagues indicated that internally displaced 

people, refugees and asylum seekers have in common an increased burden of post-traumatic 

stress disorder and depression and poor mental health in association with other factors 

(Eytan, Durieux-Paillard, Whitaker-Clinch, Loutan, & Bovier, 2007). Another study showed 

that asylum seekers are the most at-risk group for mental distress, and that a number of 

factors are associated with such distress in the post-migration phase, such as uncertainty, 

separation from family members, including wives and children, discrimination, challenges 

with unemployment, difficulties with work permission, arranging private accommodation or 

getting regular social benefits, restriction of individual freedom and migration trauma (Ryan 

et al., 2008).  

Another study conducted in Norway demonstrated that asylum seekers, after arrival in 

Norway, more frequently suffer from post-traumatic stress disorder (PTSD) than refugees, 

pointing out that living conditions in exile render asylum seekers more vulnerable (Iversen & 

Morken, 2004). Furthermore, one study carried out in Denmark among multiple ethnic 

groups of asylum seekers found that prolonged stay at the asylum center was linked to a 

higher of mental disorder and that psychiatric illness was associated with long periods of 

waiting (Nielsen et al., 2008). Furthermore, a qualitative study among Afghan refugees in 

California demonstrated that this population faced difficulties with regard to cultural, 

economic and social barriers, social support, family adjustment, language, education and 

employment, all of which contributed to various mental health problems (Lipson, 1991). This 

is perhaps also relevant, to some extent, with regard to asylum seekers in Norway, who may 

also be facing a number of mental health challenges. It is also a fact that any kind of 

migration can be stressful and may, particularly for asylum seekers and refugees, involve 
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adaptation, accommodation and coping difficulties, and culture shock (Lipson, 

1991). Moreover, any kind of forced migration may be associated with negative mental 

health effects. Particularly, these populations have experienced different kinds of stress 

before, during and after their migrations, which may contribute to mental health problems 

(Ager, 1993).  

 1.2 Rationale for the project: 

Existing research suggests that asylum seekers may not only have suffered traumatic 

experiences and a number of difficulties prior to and during their migrations, but may also 

face multiple barriers and challenges after their force migration. They may also encounter 

numerous practical, social, cultural, economic, emotional, physical and legal hardships, 

which have potentially significant mental health consequences (Akinyemi, Atilola, & 

Soyannwo, 2015; Craig, Mac Jajua, & Warfa, 2009; Palmer & Ward, 2007). Moreover, 

research further reports that asylum seekers and refugees face a number of mental health 

challenges in European countries. (Eytan et al., 2007; Gerritsen et al., 2004; Iversen & 

Morken, 2004; Nazroo, 1998; Nielsen et al., 2008; Ryan et al., 2008). Norway has 

experienced an influx of asylum seekers in recent years (UDI, 2015). Research has 

established that asylum seekers consitute a group of migrants at increased risk mental health 

problems. 

Most of the studies regarding immigrants, refugees and asylum seekers have utilized 

quantitative methodologies and measured levels of stress and anxiety, focusing specifically 

on post-traumatic stress disorder (PTSD) and depression. Much less is known about the 

subjective mental health experiences of asylum seekers themselves, and this suggests a 

knowledge limitation. Moreover, we also see that most of the research on mental health 

utilizes a biomedical, epidemiological and psychiatric perspective that aspires to measure 

mental health through the use of psychometrics, which, to some extent, neglects a holistic 

approach and may fail to capture mental health experiences less easily categorized. In other 

words, it can be said that qualitative research is important for exploring the diverse and 

subjective experiences of mental health among asylum seekers. Especially in the Norwegian 

context, there is inadequate research regarding mental health among asylum seekers. 
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1.3 Research objective:  

The objective of this research is to explore the subjective mental health experiences of male 

asylum seekers in Norway and their perceptions of the factors that shape these experiences.  

This research objective motivates the following research questions: 

 How do male asylum seekers understand the concept of mental health, and how do 

they relate to and describe their own?  

 What forms of mental distress do they describe and how to they interpret their 

symptoms and explain their causes? 

 How do they describe their processes of forced migration and asylum seeking, what 

are their migration experiences, and how do they relate these to their mental health? 

 How do they describe their lives in Norway? What are their asylum-seeking 

experiences, what are their experiences throughout their everyday lives, and what 

kinds of challenges and difficulties do they encounter? 

 What are their strengths and coping mechanisms, and in what ways do they manage 

and potentially resist psychological burden?   

1.4 Theoretical Framework: 

The discussion presented in this thesis is inspired by an anthropological perspective 

on mental health, and it invokes a number of theoretical concepts: narrative, social suffering, 

structural violence, embodied memory, coping and resiliance. These theoretical concepts will 

be applied to interpret and understand the mental health experiences of the research 

participants. A narrative approach has been choosen, not as a theoretical framwork, but 

because it resonates with the ways in which the participants articulate their experiences and 

construct their stories.  

I have consciously chosen to engage with the notion of suffering since most of the 

participants in this study characterized and described their subjective mental health situation 

as one of suffering and pain. In particular, I invoke the concept of social suffering. Social 

suffering may be seen as the consequence of war, famine, disruption, deprivation, painful 

experiences, discrimination, loss, violence and torture. In other words, it encompasses a 

diverse collection of individual and collective suffering experiences that are understood as 
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inseperarable from political, economic and institutionalized power – power within which 

responses to social problems are also implicated (Kleinman, Das, & Lock, 1997, p. ix). Social 

suffering can manifest in multiple, and diverse ways, such as, for example, a lack of work 

opportunity or social integration and experiences of subjugation and discrimination 

(Kleinman et al., 1997; Wilkinson, 2005).  

It is also analytically useful to relate to the concept of structural violence, which is 

described by Paul Farmer as the complex ways in which poverty, social exclusion, racism 

inequality and discrimination, which are institutionalized, though often subtly so, throughout 

societies, interact and result in an unequal distribution of disease burden and health service 

access, disadvantaging, in particular, the poorest of the poor. Moreover, such inequalities are 

embodied as potential risk for infection and adverse health outcomes. For Farmer, structural 

violence is rooted in social inequality, as is disease in sociopolitical and economic structures 

(Farmer et al., 2004).  

In the discussion presented in this thesis, I also invoke the concept of memory and, in 

particular, offer analyses of narrative and embodied memories. Individual experiences and 

narratives are at the heart of memory, according to Antze and Lambek. Antze argues that 

memories are shaped, in part, through narrative forms and conventions of times, places and 

positions. According to him, there is dialectical relationship between narrative and 

experience, between narrating self and the narrated self. He further explains that human 

beings draw on experiences to shape narratives about lives. At the same time, narratives 

shape identity and character. Thus, memory reshapes, reinterprets and documents one’s 

worldview. Moreover, memory interprets the past in ways that connect the past, present and 

potential future (Antze & Lambek, 1996). In the process of reconstructing memories and 

experiences, individuals recollect and reinterpret their social, political and day-to-day lives in 

ways that construct their familial, individual, collective and communal existence and identity. 

By narrating the past, individuals interpret their subjective positions in ways that resonate 

with their cultural, social and individual backgrounds – with “who they are and their root of 

origin in the cultural aspects” (Antze & Lambek, 1996, p. xvii). Through memory, 

individuals articulate what is meaningful in their lives. Memory is also a social practice 

(Antze & Lambek, 1996). In other words, memory is a powerful symbol of the self through 

which individuals navigate their cultural practices, position in a collective and social 

experiences – through which they render sensible the world (Becker, Beyene, & Ken, 2000). 
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The concept of embodiment and, in particular, embodied memory, is also discussed. 

Csordas suggests that memory is embodied in the sense that it implies and enacts bodily 

experience (Csordas, 1994). Embodiment is the existential condition in which culture and self 

is grounded (Csordas, 1994, p. 6). Embodied memory is hence a medium through which 

individuals experience and construct their cultural worldview. According to Csordas, bodies 

are sources of moral, cultural, political and physical knowledge. Bodily experience can be 

observed as the center of social practice. Individuals can ground their resistance to the power 

of cultural norms in bodily experience (Becker et al., 2000; Csordas, 1994; Levin, 1991). 

Moreover, it can be said that the body is a source of selfhood and experience, as well as a 

source of social, cultural and religious symbols (Csordas, 1994, p. 4). Therefore, embodied 

memories also articulate and reinterpret the past (Becker et al., 2000; Csordas, 1994).  

 

In this thesis I also discuss coping, which is a concept widely used in the fields of 

biomedicine and psychology with respect to the ways in which individuals manage and 

potentially mediate the effects of stress. At the same time, the notion of coping has also 

received considerable attention in the domain of cross-cultural psychiatry – a field of 

psychiatry home to a number of scholars, including Arthur Kleinman (Kleinman, 1988). In 

this thesis, the notion of coping refers to the strategies and everyday negotiations through 

which the study participants attempt to manage their circumstances and hardships, and 

through which they demonstrate strength, tolerance, control, acceptance and survival and 

mediate the effects of adversity, suffering, discrimination, subjugation, violence, torture, 

lonliness, prolonged waiting and uncertainty.  

 

Simultaneously, I invoke the concept of resilience to refer to the ability to adapt 

positively in a contrary situation, to not merely survive but to overcome adverse events and 

thrive (Riley and Masten, 2005). The term resilience is, in this sense, not merely the ability to 

adapt to or cope with existing hardship, but encompasses as well the individual capacity to 

renegotiate and actively create a better everyday life (Lenette Caroline at al, 2013).  

1.5 Thesis organization and structure:  

This thesis consists of eight chapters. This introductory chapter, Chapter 1, has 

presented the study background and literature review, and has described the project rationale 

that emerges therein. The study objecives and research questions, as well as the theoretical 
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framework, have been described. Chapter 2 describes the project design and methodologies, 

including the participant sample and recruitment process, the methods of data collection, the 

approach to analysis, reflexivity, and research permisions along with the strenghts and 

limitations of the study. Chapter 3 provides a discussion of the research participants’ 

memories of home and pre-migration experiences in their home countries. This chapter 

describes their family relations and support, relations with friends, and the meanings they 

attached to matters of home and food. This chapter also illustrates that mental health is 

connected to their everyday, pre-migration lives in their home countries. Chapter 4 describes 

the migration journey, including the reason of forced migration and the participants’ 

encounters with suffering, pain and mental distress under flight, with a focus on the ways in 

which their perilous journeys are inseperable from a discussion of mental health. Chapter 5 

explores their asylum seeking experiences and present-day circumstances in Norway. This 

chapter considers the challenges experienced at the asylum reception center and throughout 

their everyday lives with respect to things like culture shock, discrimination, marginalization, 

uncertainty, loneliness, and economic and family hardships. Particular attention is leant to the 

ways in which such challenges are of relevance for mental health. Chapter 6 considers the 

ways that the participants characterize and articulate mental health problems or poor mental 

health, including the ways they describe and identify mental distress, articulate its causes and 

consequences, and discuss matters of healing and treatment. It considers the various 

configurations of mental disorder, pain, suffering, sadness, hopelessness and distress that the 

participants discuss, as well as the ways in which the concept of mental health is articulated 

and described by the research participants and with respect to the various cultures that they 

identify with. Chapter 7 illustrates the ways that the research participants cope and resist, 

with a focus on matters of strength and resilience. Topics of particular attention are support 

from family and peers, advice giving and receiving, hope and future dreams, and religious 

faith and spirituality. This chapter also considers the participants’ perspectives on mental 

health treatment. Finally, Chapter 8 provides a conclusion, which summarizes the study’s key 

findings and offers a reflection on its significance. 
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Chapter two 

Methodology and Research Design 

 

2.1 Research design: 

The study is a qualitative study aiming to understand the subjective experiences and 

perceptions of mental health among male asylum seekers in Norway. The qualitative design 

was selected as well-suited to the study objective of achieving an in-depth understanding of 

subjective experiences, and because it provided the flexibility necessary to approach this task 

exploratively and adapt the data collection in accordance with emergent themes as the 

fieldwork progressed.  

2.2 Time and location of the study: 

The fieldwork was conducted from October 2014 to April 2015. Oslo, the capital of 

Norway and a city in which many immigrants, refugees and asylum seekers reside, was the 

research locale. For purposes of anonymity and confidentiality, I am not going to say anyting 

more specific about the data collection sites or asylum reception centers where some of the 

participants resided.  

2.3 Participant sample and recruitment: 

In total, I conducted in-depth and repeat interviews among 25 male asylum seekers. 

These asylum seekers were from Afghanistan, Eritrea, Ethiopia, Palestine, Sudan and Syria. 

Three were from Afghanistan, 4 from Eritrea, 2 from Ethiopia, 1 of Palestinian origin from 

Syria and 4 from Sudan. The rest were from Syria. I deliberately targeted participants aged 25 

to 35. This is the age group most commonly represented among male asylum seekers in the 

European Union (eurostat, 2016). The study focused exclusively on male asylum seekers – a 

choice made with respect to methodological apsects of convenience, given that I am myself 

male and gender sensitivies are of potential relevance for this study, and because men do 

indeed represent the largest proportion of asylum seekers.  

Participants were predominantly recruited through a snowball sampling method in which 

initial study participants enabled me to, through their aquaintence networks, reach additional 

participants. Snowball sampling was effective for this study given the sensitivity of the topic, 
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potential vulnerability of the particpiants and important role of trust. During the recruitment, 

diversity was sought and achieved in terms of ethnic, religious, cultural, educational, 

professional, social and familial backgrounds, and with respect to age and the length of time 

spent in Norway. The study sample included participants from six different countries, as 

metioned, and it included students (with philosophy, computer science, mechanical 

engineering, and English literature backgrounds), a teacher, a farmer, businessmen, a service 

holder, an engineer, an electrician, IT specialists, a software developer, a priest, an 

interpreter, and a journalist. Given the limited time and resources of this master’s project, I 

included only participants who spoke English fluently, for the sake of avoiding interpretation 

and translation. It is important to note that this study was initially intended to take place 

among male asylum seekers from Afghanistan, specifically. Afghans have, in recent years, 

constituted one of the largerst groups of asylum seekers in Norway and this was a group that I 

suspected could be easily accessed given my personal network of Afghan acquaintences and, 

to a certain extent, common language. Recruitment, however, proved difficult. At the same 

time, I became well acquainted with asylum seekers from many other countries. I hence 

broadened the inclusion critiria to include male asylum seekers of any and all nationalities.  

2.4 Data collection methods: 

In this project, data was collected via in-depth interviews and observation. In-depth 

interviews were the primary method of data collection. For the interviews, I utilized a 

thematic interview guide that was designed to elicit information about similar topics from all 

participants while also providing room for individual participants to direct the interviews as 

relevant for them and in unique ways. I posed open-ended questions and aimed to achieve an 

understanging of not only the responses from the participants but also the ways and contexts 

in which they responded (Chilisa, 2011, p. 205; Smith, 1999). The interview guide 

encompassed a number of themes regarding mental health and life experiences. See 

appendix. I also used various forms of probing. “The key to successfully interviewing is how 

to probe effectively that is to stimulate an informant to produce more information without 

injecting yourself so much into the interaction that you only get a reflection of yourself in the 

data” (Bernard, 2006, p. 217). In this research I used a number of probes, for instance, the 

“uh-huh probe”, “long question probe”, “echo probe” in order to navigate the interview in a 

natural flow. 
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 The interview sessions were flexible and intended to accommodate individual 

differences, as well as participants’ available time and space. The participants’ preferences 

with respect to the interview locations were prioritized. Some interviews were conducted in 

public places like cafes or restaurants, but most were conducted in the participants’ 

residencies at the asylum reception centers. Sometimes, the interviews were postponed or 

started but then continued another day, due to the fact that some research participants were 

busy. I conducted multiple interviews, on several different occasions, with most of the 

participants. This was useful with respect to increasing the depth of the data, providing space 

for reflection between data collection encounters, following up on emergening themes or 

matters that required clarification and, perhaps most importantly, gradually establishing trust 

and intimacy with the research participants.  

Most of the interviews were audio recorded, with the consent of the participants. 

According to Fetterman, tape recorders allow for recording lengthy, informal and semi-

structured interviews without the distraction of manual recording devices. Tape recorders 

effectively capture natural conversation ((Fetterman, 1989, p. 81). I agree with Fetterman’s 

point of view. The tape recorder helped me to realize the continuation of natural conversation 

and participant experiences. After the interviews, I transcribed the recordings into a written 

format. In the beginning, in some cases, participants felt nervous and uncomfortable giving a 

recorded interview and felt afraid and confused about the possibility that their statements 

might be documented or disclosed. However, I explained that all the information and data are 

secure and kept confidential and that all data incorporated into analysis will be fully 

anonymized. Tape recorders were used only when the participants were comfortable with this 

and provided voluntary, informed consent for doing so.  

There are several reasons for choosing in-depth interviews as a data collection tool. In 

this research, in-depth interviews provided a means of realizing the research objective of 

exploring perceptions, experiences and perspectives. This method also captured subjective 

interpretations of the concept of mental health and its expressions and contributed to a 

comprehensive understanding of the mental health experiences of the research participants – 

how they perceive mental health, as well as the pre-, mid- and post-migration factors that 

affect it. At the same time, this method elicited in-depth, empirical information regarding 

how they cope.  
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I also utilized participant observation as a data collection method. The form of the 

observations depended on individual contexts. For instance, I spent time with the participants 

during their daily life activities and in their spaces of daily living. I also accompanied them to 

appointments and attended social gatherings together with them when invited. These 

observational methods increased my familiarity with the participants’ everyday lives and 

improved my understanding of their realities. My main objective in utilizing participant 

observation was to comprehend, observe and experience the contexts within which the 

participants’ mental health is implicated. I also recorded field notes during the data collection 

process.  

2.5 Data analysis: 

In this study, data analysis was conceived of as an ongoing process. Data analysis 

started during the data collection process. Whenever I returned from fieldwork and data 

collection encounters, I would listen to the recorded interview in order to familiarize myself 

with the data. Moreover, all the notes that I jotted down were reviewed and more thoroughly 

documented, as were any reflections from and about the fieldwork. During this process, I also 

began comparing the interview data, lending attention to similarities, dissimilarities, gaps, 

contradictions and emerging themes. Such analytical activities gave me an impression about 

the overall research findings and enabled me to adapt the data collection accordingly. Upon 

data collection completion and returning from field, a thorough, formal process of systematic 

data analysis began. All the audio recordings were transformed into written transcripts. The 

transcribed material was read and re-read thoroughly, together with observations and field 

notes. These were reviewed for the purpose of achieving a comprehensive understanding of 

the data. Interviews were crosschecked in order to enhance the data’s validity. A number of 

thematic codes were identified and a thorough, systematic thematic analysis was undertaken. 

Throughout this process, I shared all my data transcriptions with my two supervisors and 

some of my classmates, who provided feedback and challenged me to consider alternative 

perspectives. I was also deliberate about using the research questions to motivate and 

structure the data analysis. 

 

2.6 Reflexivity:  

 
I am aware my professional and academic position and of my background, ethnically, 

religiously, linguistically, religiously, and socioeconomically, and of my position as a 
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migrant myself and a young male from Asia. All such matters are of potential significance for 

the relationships with my participants and the research at large, and a discussion of reflexivity 

is central to qualitative or anthropological research. I offer this discussion, as well, because it 

is important to understand the power relationships between the researcher and research 

participants. A researcher has the power to choose the topic and research participants, select 

the wording, questions and theory and assume responsibility for the data analysis, all of 

which, to some extent, introduce power dynamics into the research process. At the same time, 

research participants have the power to decide to participate in the project and direct their 

contributions according to their own interests and what they feel is relevant for them. 

 As a scholar of community health, my role was that of a health researcher. 

Importantly, my present identity as a Bengali researcher studying at a Norwegian university, 

having trained in and in possession of Western scientific knowledge warrants attention. At 

the same time, my position as a student and my working language as English may have also 

been of significance for participants who potentially felt stigmatized by their asylum seeker 

status and the associated discrimination. That we had in common our immigrant 

backgrounds, however, did provide a platform of similarity, in at least some important ways. 

The research particiapnts, for example, asked me how I arrived in Norway, about my family 

members, how I felt to be here without family. At the same time, a number of participants 

initially thought that I represented a Norwegian government agency. For example, some 

thought I might be part of the Norwegian Directorate of Immigration (UDI) or a security 

agency, secretly collecting personal information that might affect their asylum application. 

They asked about confidentiality, pseudonyms, and how the data would be published.  

 

Such issues draw significant attention to the importance of the researcher’s 

subjectivity and positon, and to the importance of being aware of the potential impact of such 

throughout the research process. I clarified my position, explaining that I was conducting 

research for my master’s thesis, which was not associated with any institution other than the 

university and for which all data will be anonymized and matters of confidentiality ensured.  

 

My role in this project was both insider and outsider. I was an outsider because of my 

different ethnic identity, language, food and dress customs, and cultural and social status. In 

another sense, I am an insider because of my immigrant background and the geographical 

location and cultural aspects of my home country, Bangladesh, which has in common certain 
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aspects of, for example, religion, patriarchy family structure and social relations with some of 

the countires form which the participants came.  

Throughout this project, I have done my best to be aware of my own subjectivity and 

its potential impact on the study and its participants, and to prioritize their perspectives and 

learn from them. This does not mean that the research will represent true facts, free from 

politics or vested interests. Smith, for example, poses the questions, “Whose research is it? 

Who owns it? Whose interest dose it serve? Who will benefit from it? Who designed its 

questions and framed its scope? Who will carry it? Who will write it up? How will its results 

be disseminated?” (Smith, 1999, p. 10). I have reflected thoroughly on these questions 

throughout this project. I have not aspire to represent “objective”, “authentic”, “superior” or 

“authoritative” realities, but have engaged in a critical and reflexive attempt to understand 

subjective, though no less “real” or “truthful”, mental health experiences, from the 

perspectives of the research participants. In doing so, I have focused on “writing culture” and, 

therein, on establishing close relationships with the research participants, developing 

nuanced, contextualized understandings of their experiences and perspectives and portraying 

this in an honest and humble manner in the final text (Clifford & Marcus, 1986).  

2.7 Research permissions: 

Prior to data collection, research permission was obtained. A preliminary assessment 

of the project was conducted by the Regional Committees for Medical and Health Research 

Ethics (REK), which determined that, given its anthropological rather than medical focus, the 

project was not mandated by the Norwegian Health Research Act. The project was then 

reported to and approved by the Norwegian Centre for Research Data (NSD). I prioritized 

matters of informed consent, data protection and participant confidentiality and anonymity 

throughout the project. Please see appendix for NSD´s statement of research permision and 

appendix for informed consent document.  

2.8 Strengths and limitation of the study:  

One of the major strengths of this study is that it has accomplished its objective of 

exploring the subjective experiences of mental health and perceptions of the fators that 

impact it among an asylum-seeking population that, though suggested by research to be 

disproportionately burdened by mental health problems, has rarely been included in research 

in Norway. Another strength of this study was hence its qualitative methodology, which 

indeed enabled this focus on subjective experiences, peceptions and perspectives, as well as 
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provided the flexibilitiy necessary for this explorative aim. A relatively long period of 

fieldwork enhanced the depth and quality of the data, providing time to develop 

understanding and rapport. Methodological triangulation – in other words, the use of both in-

depth interviews and observational data collection – also strengthenened the study, enabling a 

more comprehensive understanding of the phenomena under study via different but 

complementary approaches.  

However, there are number of study limitations as well. For example, I have 

described the ways in which my own subjectivity, as a researcher, could have impacted the 

study. Though I have tried to reflexively manage such matters, it is a fact that I am from a 

different part of the world than the participants, and that there are significant differences in 

our cultural, social, economic, political, and linguistic backgrounds, which may have resulted 

in misunderstadings at times, as well as power imbalances due to my position as a student 

researcher, privilege associated with Norwegian education and non-asylum background. 

Sampling bias is another potential limitation, since my participant recruitment was 

predominantly driven by snowball sampling. A limitation of snowball sampling is that, 

though it indeed enabled me to access a population that was initially difficult to recruit, the 

sample was largely determined by the initial participants and their networks, rather than 

aspects of purposiveness. Another limitation was that the research encounters often took 

place in settings, such as the asylum reception center, that lacked privacy.  
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Chapter Three 

Experiences in Home Countries 
 

3.1 Introduction:  

  

“If you are going to ask about my family, I am going to cry. I am very emotional when I talked about my family. 

It was a bad moment when I left my family. They are my world, my whole life, everything, I didn’t have any girl 

friend or any such kinds of things, maybe if I had known someone I could marry her. So, my sister is my friend 

and we could do anything for fun and enjoyment. If I faced any problem, she helped me to solve it. Even my 

parents also connected with me as friends and I felt comfortable with my family members. I am the only son who 

is left, after my brother now lives in Europe, which is very tough for my sister as nobody can take her out, 

something like that. I miss my two sisters too much”.  

                                        -Paul (25), a former computer science student 

 

The above quotation illustrates the ways in which one participant, while narrating the 

past, describes the importance of family and the depth of his familial attachments and bonds. 

This participant’s account sheds light the ways in which family attachment, support, 

cooperation, and emotional bonding are vital. Indeed, the participants of this project clearly 

identified family as is the most important sciocultural unit around which their everyday, pre-

migration lives in their home countires revolved and as integral to their memories of home, 

understandings of self and experiences of mental health. Consequently, any kind of family 

disruption is largely connected to their accounts of suffering, pain and distress. This, 

however, is described thoroughly in later chapters and is not the focus here. This chapter 

explores the participants’ family backgrounds and roles, their family relations and support, 

their relations with friends, the meaning of home, and various aspects of significance 

throughout their narrated memories of home and home countries and cultures, such as food.  

3.2 Family backgrounds and roles: 

  

The participants included in this research have different backgrounds in terms of 

ethnicity, culture, religion, education, profession, politics, socioeconomics and language. 

Therefore, each described unique family settings and configurations, family relations and 

emotional attachments. A consideration of family background and roles sheds light on the 

kinds of family and social settings they grew up with, which is something that can be directly 
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associated with their mental health and wellbeing. Simultaneously, it is through these 

accounts that we can begin to understand how they connected with their families and how 

they potentially continue to do so, what their daily activities at home consisted of, who they 

spent their time with, from whom they sought and received emotional and social support, 

and, not the least, the ways in which they presently narrate and interpret their precious 

memories of family and home.  

All of these factors are linked to their subjective mental health experiences and give 

us a sense of who they are, how their families influenced and shaped their daily pre-migration 

lives and how these memories are interpreted, narrated and made sense of throughout, as well 

as rendered significant for, their present-day lives. Simultaneously, the participants’ 

experiences and memories are reshaped through narrative construction, which, in another 

way, transforms their bodily existence through time (Csordas, 1994). This process of 

narratively constructing the past provides the participants with important insights into their 

subjective experiences that also enable them to explore the significance of such for their 

mental health and wellbeing.  

When I asked Mohamad, a businessman, about his family and home, he was unable to 

stop weeping. He strongly believes that his whole life is made for his family and, therefore, 

family is very special to him and all members are valued equally. In a parallel description, 

one participant who had studied agriculture and who was the only graduate from his family 

shared that cattle farming and cultivation was their main occupation, and described fond 

memories of such with respect to his home and family. In the same vein, when asked about 

his family background, Abdullah said the following:  

 

“I have three brothers and two sisters. I am the youngest one. My father was farmer and my mother also helps 

in the field for harvesting. We had cattle and family farms. Cattle are very important part in Darfur culture. We 

cultivated vegetables and some fruits, for example oranges. I helped my father in the field. If you are going to 

ask about my family, I am going to cry”.  

 

Such narratives paint a vivid picture of the participants’ diverse backgrounds and their 

individual identities, occupations, and various roles, for example familial, social and 

professional roles in their families and societies, in which emotional attachment to one 

another is prevalent.  

Moreover, in this study, many participants struggled against tears when describing 

their multiple familial and professional roles. In most cases, participants assumed various 
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roles at individual, familial, professional and community levels in their home countries. In 

one respect, they assumed powerful individual and familial roles, given prevailing patriarchal 

family settings. They were responsible for making most of the family decisions and 

demonstrating their dominant power role, which contrasts greatly with what will be discussed 

later in the thesis as their self-described powerless positions as asylum seekers in Norway. 

They assumed roles as fathers, husbands, brothers and sons, and, in doing so, assumed and 

fulfilled familial, economic, social and cultural responsibilities. They assumed what might be 

understood as traditional roles as providers and protectors.  

 

3.3 Significance of family relations and support: 

 

Family is also perceived by the participants as the most significant source of 

emotional and social support, which influences and shapes their everyday lives. 

Simultaneously, family relations and support entails mutual understanding and respect, and 

signifies solidarity and affinity among the family members. Thus, such relations also shed 

light on who they are and how they describe their emotional and social attachments to each 

other, as family members are considered, by the participants, to comprise one unique “soul” 

and as family is regarded as the most important sociocultural unit.  

Moreover, participants also explained that family ties and support influenced their 

everyday activities and described family as a source of information, education, learning, 

respect, sharing, negotiating, care, problem solving and overall emotional support. Many 

participants became emotional and felt devastated when they described their families, 

particularly because of the importance of familial attachment in the social fabric that each 

grew up with.  

All research participants explained that, in their cultures and communities, they were 

always in touch with their family, relatives and neighbors, and described themselves as 

having grown up in both the family and community until marriage. Even many participants 

live with their parents after marrying, as a joint family and for the sake of supporting their 

parents given that their parents nurtured them in their childhood. In this study, the research 

participants stated that they could not imagine their life without family and that they consider 

family as an inextricable part of themselves, as “one soul”. According to one participant who 

said this, “one soul” implies deep family bonding and attachment, close relations to each 

other, collective activities, sharing with and supporting each other in their pain and pleasure 
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and negotiating life together. As a result, and as will be described later in the thesis, the 

participants explained that they suffer greatly when separated from their families.  

When asked about his family, one participant, Musa, paused for a couple of minutes, 

struggled to control his tears and said the following:  

 

“In my family we feel one person. It means we feel that we are one soul in family. If anyone gets in trouble we 

jump to help him or her as though we are one. We help each other; we stand and care for each other.”   

 

When I asked Paul, a former computer science student about family ties and attachment, he 

stated the following:  

 

We are just like photo. Together, we are the same and they are the biggest motivating people in my life. My 

family doesn’t have any demand or need nothing from us, the only thing they are dedicated to in their life is to 

me and my other sisters and brother. You can ask them with comfort about any problems or demands. They will 

die for you over anything, they will do everything for education, for life. You will feel comfortable to ask them 

about any need and problem. They don’t have any agenda for you, they don’t demand nothing from you, they 

just feel happy if you are happy. They will die for you, as you need to be, not as they need what they need.”  

 

Another participant pointed out that he misses all his family members, especially his 

mother, who he explained struggled a lot to raise him and his brothers and sisters. He also 

misses his relatives, such as his aunts and uncle, who had lived next to his house. He 

described them as a powerful influence in his life and as people who, as part of his family, 

helped his mother a lot. When I asked the same question to another participant, he said:  

 

“We have a strong family connection. I miss my mom a lot. Now I feel like a “fish without water”. I have life 

here but I don’t feel it at all. My mind is there. If the situation becomes well, I will go back home for sure. I feel 

very bad being apart from my parents and sister. I have been away from my family for over 3 years.”   

 

Thus, it is quite apparent from the above narrated memories that family is not only a 

place of shelter, privacy, safety, confidentiality, social and emotional support, but that family 

is also a place to maintain mental health and wellbeing. As will be discussed later, the 

opposite is also true, and separation from family and home takes a toll on the participants’ 

mental health and wellbeing. The self-described reference to onself as “a fish without water”, 

in particular, poignantly implies that family is very important, as a fish indeed needs water to 

survive and thrive. The participants have vast, treasured memories of their family and friends 

and important emotional and social attachments to them. 
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     Therefore, the above examples clearly show that the participants experienced meaningful 

everyday pre-migration lives in their home countires, with their family members, friends and 

neighbors, and that they maintained familial and social networks that shaped their cultural 

identities and presently construct their memories. At the same time, these narrated memories 

are productions and reproductions of their past experiences, which are socially, politically 

and historically constructed, as well as intrinsically linked to their identity. In the process of 

reconstructing, via narrated memories, the past, the participants of this research recollect and 

recapture their social and political history and day-to-day lives in their home countries, also 

intepreting and documenting their familial, individual, collective and communal existence 

and identity. By telling stories about and narrating the past, the participants interpret their 

worlds and use this as a source of identification from which they perceive their subjective 

positions. Besides this, the participants’ stories resonate with their cultural, social and 

individual backgrounds, “who they are and their root of origin in the cultural aspects ”(Antze 

& Lambek, 1996, p. xvii). Moreover, these narratives are linked to the participants’ present 

subjectivities. As a result, reciting their narratives of the past serves as a significant signpost 

for their individual identity and representation of both the self and the social and familial 

collective (Becker et al., 2000; Pineteh, 2005).  

Further, through these narrative constructions of the past, the participants in this study 

invoked their emotional attachments to their brothers, sisters, mothers and fathers. Especially, 

they have powerful connections to their mothers and recollections of the “motherly touch”. In 

addition, social support is a form of kinship, solidarity and harmony, and many participants 

illustrated the different ways that family and social support has shaped their daily lives. 

Participants stated that they could do anything for their families and communities, that family 

works together as a team and that people help each other in the community. For example, one 

man from Eritrea said:  

 

“If any person in the family falls sick or is injured then everybody tries their best to help them. For instance, 

one time my father was severely injured by the attack of the dictator army. The dictator army tortured him with 

weapons and made injuries in several places in his hands and legs. On that time, we, every member of the 

family, jumped to help my father until he got well. So, family means a lot to me. I cannot imagine a single dream 

without my family members. I feel isolated without my family members”.  

Similarly, another participant pointed out:  
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“It’s very common in Afghan culture to help the family. I helped my mother in the home and sometimes went to 

the bazar with my father to buy the vegetables, cow meat, cooking oil and spices. It is a tradition in our Afghan 

society to support the family and go work when you are 8 years old”.  

 

These narratives also show the different ways that the research participants spent their 

time with various activities. For instance, some were helping in their family, some engaged 

with relatives or friends, some helped others. All of this influenced and shaped their daily 

lives and is considered a form of social support. Thus, these narrated memories construct and 

document their families and pre-migration lives, and through these acts of remembering, they 

interpret the past and make connections among the past, the present and their future 

aspirations (Antze & Lambek, 1996).  

 

3.4 Relations with friends: 

 

In most cases, participants explained that relationships with friends further influenced 

their daily lives in their home countries, and these friendships were considered as a source of 

coping and contributor to good mental health. In some cases, participants shared that some of 

their friends are like family and brothers. Prior to their forced migrations, they spent a lot of 

time with them and had various friend circles that contributed to their thought processes in 

different ways. Besides that, they felt relaxed and comfortable to share their pain with their 

friends, which was one way to ease their burdens and stress, and which will also be discussed 

later with resepct to coping.   

Moreover, participants shared that they have various kinds of friends, which depends 

on a number of factors – for example, age, education, religion, class, social status, 

professional identity and sports. While some friendships are among bosom friends and some 

are less intimate, friendships are formed based on similar goals, mentality and mutual 

understanding. In addition, most the participants shared that they often spent valuable time 

with their friends, as friend circles were perceived as providing a space of communication 

and support, in which they shared their pain and pleasure. All had fond memories of friends 

and time spent together.  

 

When I asked one participant about his relations with friends, he described some 

friends as general acquaintences, some as good and close, and some as particularly special. 

Some of his friends were like brothers. The participant felt that he could trust these friends 
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and thought of them as family. He met them every Friday and Saturday in the mosque. 

Sometimes he visited them in their homes or at a confectionary or café to have tea and 

snacks. He further explained that the mosque was a place for social gathering where people 

not only received the religious sermon but, at the same time, met friends, relatives and 

neighbors. From his perspective, life was more social and enjoyable before his forced 

migration. Similarly, when I asked another particiapnt about relations and daily activities 

with friends, he replied:  

 

“I spent most of my time with my friends in the field to take care cattle. We had a very strong connection with 

each other, just like bee wax.”  

 

Similarly, one participant from Afghanistan shared that he had fun and chatted often 

with his friends at school, spent time engaging in funny chat in the evenings at home, and 

sometimes travelled with friends to different places. This also draws attention to the fact that 

communication with friends not only promotes mental health and wellbeing, but at the same 

time encouraged the participants in their daily lives and with respect to their future 

aspirations, also providing sources of information and guidance. Therefore, friends might be 

regarded as a source of soical networking, which can be particularly valuable in a distressing 

situation.  

 

Hence, it is evident from various accounts that the participants associate with pre-

migraiton lives in their home countires with important friend circles, which they describe in 

ways that suggest they contributed considerably to shaping their everyday lives. Moreover, 

they point out that human beings are social beings, and that it is therefore quite natural to 

maintain mutual relationships with various people. Certainly, participants’ narrated memories 

of the past symbolize their identity and who they are. At the same time, these narratives 

suggest the importance of friends for mental health and wellbeing.  

3.5 The meaning of home:  

 

The significance of home, in this study, is multifaceted. Home is considered to be an 

important space of mental health and wellbeing. Home is a place of nostalgic feelings, 

memories, shared experiences, and belonging. Home is a shelter from adversity, and a 

symbolic entity that comes to light through the narrative voice. Though it might not exist 

now, the memories of it are essential (Said, 2000). In this sense, it is not only a place to 
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inhabit, nor are its parameters confined; rather, it may be more than one place and often 

“neither here or there”, not fixed in space but perceived as a matter of identity, memory and 

intrinsic belonging (Ahmed, 1999; Al-Ali & Koser, 2002).  

 Home is also a space of experience that represents the cultural diversity and identity of 

the participants, their belonging and physical connectivity to the past and its significance for 

the present and future (Simich, Este, & Hamilton, 2010). It entails recollections of the people 

back home and their daily activities, of pre-migratory lives and relations. At the same time, 

home is a place of cohesion, dignity and mutual respect (Simich et al., 2010). Hence 

conceptualizations and narrated memories of home, are significant matters to consider here.  

In this circumstance, when I asked about the meaning of home, Ibrahim responsed as 

follows:  

 

“I was born here. I have a strong connection with my home. I always feel that my home is in Eritrea; my blood 

and nerves are connected to my home, in a way that you never feel in other places where you go. My entire 

ancestory is buried in our village and that makes me connected to my home. Even I wish my dead body will be 

buried in my village. My home is connected with my thought process. You know it is a feeling like heaven that I 

never feel in the asylum camp. Even I don’t know when I will get it again in my life. We had a wonderful house. 

It was a nice moment, having a good time with my family in the house. We had 4 rooms and one kitchen. In one 

room was a bed, a small table, chairs, wall painting. On the wall of one room, there were painted pictures of 

lions, natural scenery and flowers. I had my own chair and table. On the table, I had a number of books, a 

radio, writing materials, a water glass with fresh flowers from the garden, and a big widow where I saw the 

distant land and under construction road from my window I could also see people passing by. I had a big bed 

with a soft, big pillow. I like to sleep on a big and thick pillow. I had full privacy in my reading and sleeping 

room. I had full freedom to take care of my room in home. Nobody disturbed me at all.”  

 

Likewise, when I asked Malek about the meaning of home for him, he wept when 

explaining the many memories and emotions attached to his home. His arms were folded and 

his hands were under his head. He was emotionally shattered. He explained: 

  

“I had a villa in front of the Orontes River. It was beautiful and gorgeous. I feel happy when I imagine every 

corner of the room, my house, my neighbors… Everything made me happy. The most important part was that 

were all together everyday. We ate three times together. There were four families living together. My parents 

lived on the 2
nd

 floor and my brothers’ famililes on the 1
st
 and 3

rd
 floors. Each floor had two flats. We spent 

glorious days at home, we had everything. I am now just a street beggar.”  
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In the same vein, when asked about the meaning of home, one participant explained 

that, for him, it was the happiest time, even though he faced economic hardship. In contrast to 

life in the asylum reception center, he said his house had more space and freedom, 

socialization, activities, and meetings with friends and relatives that made him feel happy, but 

the present-day situation has made him sad when he misses his home. In addition, another 

participant stated that his flat had privacy and was comfortable. He could go for a shower and 

to the bathroom as many times as he liked. He had 4 big rooms. The kitchen was big. His 

family ate together. His bothers and sisters were living in the same building and, as a joint 

family, they helped each other and met together every night after work.  

These examples of home narratives illustrate that most of the research participants 

have considered home as a place for safety, protection, stability, freedom, comfort and 

privacy, which is associated with a stable, certain life, basic needs and the unconditional love 

and acceptance of family. Symbolically, home is connected to their ancestral place and is a 

place of culture and tradition where people live generation to generation. Most of the 

participants in this research demonstrated that, in numerous ways, home influences their 

thought process. Some participants say that it is a “heaven” that cannot be compared with any 

other place. It brings them happiness, comfort, relaxation and security. Moreover, home is 

not only a place of shelter, privacy and protection, but it is also a place of socialization, 

intimacy, social and cultural interaction, and support. It is a place for meeting and eating 

together, and for sharing experiences.  In contrast, memories of home also bring them sorrow, 

pain and suffering since most of them spent their most valuable moments in their homes and 

with their families, relatives, neighbors and friends, miss these times and do not know if they 

will ever recover such a life again. 

3.6 The meaning of food: 

 

Food is considered to be an important symbol for cultural identity and self-

identification, which can signify collective understandings and cultural etiquette. Food 

practice represents who the participants are, their origins and roots, cultural backgrounds and 

religious beliefs, social status, position or ranking in a particular social group and ethnic 

norms, behaviors and practices. Food has been identified as a topic of anylitical significance 

in this thesis precisely because it arose, time and time again, throughout the participants’ 

narrations of home and family, homelands and pre-migration lives, as well as throughout 

their discussions of their present-day lives in Norway, everyday challenges at the asylum 

reception center, and acts of resistence, as will be discussed in a later chapter.  
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Food constitutes an inextricable part of culture that is affiliated with childhood and 

other memories. Certain foods maintain special status and are associated with cherished 

memories among the research participants, as they were eaten when they celebrated holidays, 

personal events like birthdays and weddings, religious festivals, special occasions like having 

a top result at an educational institute or any other good news, or when they got together with 

family members, friends, relatives or neighbors. Such experiences linked to food are also 

associated with their mental health and wellbeing. Hence, food memories are relevant due to 

the fact that food memories shaped their emotional attachments with their family members, 

and especially their grandmothers, mothers, sisters, and aunts, and, along with its sounds, 

smells and flavors, continues to do so. (Kittler, Sucher, & Nelms, 2011). Food practice is also 

translated into knowledge and carried with their children to adulthood in order to sustain and 

continue food cultures. 

 

With regard to food remembrance, Suttons emphasizes the importance of food 

memory in his Kalymnian food study in which he demonstrated food memory in relation to 

“constructions of worlds”, which refers to the ways that food invokes a “world of home, 

family, community and cultural definitions” (Sutton, 2001). These conceptualizations of food 

are in line with this present research and, in this manner, most of the participants in this 

research have shared their precious food memories.  

Food is interlinked with so many issues. For example, it implies family relations and 

interactions with each other, relations with friends, relatives and neighbors, and associations 

with different events and occasions, for instance religious faith and festivals and familial and 

social relations and interactions. For instance, one participant recalled how his sister and 

mother cooked special food for all family members. It was a mixture of lamb, herbs and 

vegetables, which was delicious in terms of quality. Another participant explained how his 

mother and grandmother cooked together and prepared special food with goat meat and 

“quardan”, which was made of chicken, rice and cheese with spices. In the same regard, 

another described how his mother made special food on the weekend, after the session at 

church, as well as for the Christmas and Easter celebrations. He explained:  

 

“Especially I remember the festival. We cut the goat and my mother cooked special food for us, which was made 

of goat, chicken, rice and spicy sauces. It was delicious food that makes me still happy when I recall this 

moment.”  
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Another said his family made “fattha”, a traditional Arab food made with chicken and rice, 

along with “Iyakni”, “Rose Makro” and salad for guests. In his words, he exlained:  

“You know I helped my mother when she prepared the food with other women. I was excited about how she 

made it and she showed me how to do that and told me that she wanted to see how I could prepare it alone. I 

said that I would show her how to make it, so it was a lot of joking and fun.” 

  

As mentioned, food practice is not only important during religious festivals or 

celebrations, but also in other social contexts. For instance, Musa (34) spoke about when his 

first son arrived and his family celebrated the new baby. He invited relatives and made a 

number of delicious foods and desserts. His family celebrated this event by dancing, joking, 

singing, and chatting with family and relatives. In the same vein, other participants shared 

their precious memories. For instance, Salah said that, when his friends visited his house, he 

offered them homemade cookies and cakes, fruit and tea, as well as shisha pipe. Another 

shared that he has nice memories of his family when his mother made delicious food for 

dinner and lunch, and of how he helped his mother sometimes, especially when he returned 

from his work. Onem, another participant, recalled how his mother was very good at cooking. 

She made different kinds of cakes based on cow milk and butter. They invited neighbors to 

eat together. His stepmother also made delicious meat dishes with vegetables. They ate 

together and told jokes.  

 

Hence, these examples suggest that food was an important part of culture and 

everyday life, which not only signifies cultural origins, roots and identities, but also encodes 

economic, social, cultural, educational and professional status and structure. Since all the 

participants were deeply engaged with their families and society, the food they experienced 

and shared with their family members, and especially their mothers, friends, relatives and 

neighbors, is deeply engrained in their memories and embodied – the sounds, flavors and 

smells. Additionally, food practice is perceived as a source of socialization and interaction, as 

many participants sustain and enjoy their familial and social networks through offering food 

and inviting people to different social and cultural events.  
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3.7 Summary: 

 

In this chapter, it is evident that family relations and support, relations with friends, 

meanings of home and food are all of significance for understanding the participants’ 

everyday pre-migration lives, the ways in which they remember, narrate and reconstruct these 

lives in the present and, ultimately, their prevailing emotional connections to their homes, 

families and pre-migration lives.  
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Chapter Four 

Migration Journeys 
 

“The smugglers used a zigzag migration route by thousands of miles, crossing different places through the 

Sahara to the Libyan coast. The journey to reach the Libyan coast is full of risk and death, and it needed enough 

bravery!!! To carry out such a deadly journey, not everybody has this courage. We had been trapped in the 

desert for 15 days with an overcrowded van kidnaped by Libyan rebel. They dropped everybody from the van 

and tossed us like an onion packet into the rebel’s container. The container was a torture cell for African 

people, which was worse than the torture at home. I was asking myself why on earth I was born and alive! If 

God knows our fate!!! It is endless suffering and I am not capable to bear more suffering. Every moment we 

were thinking that, at any time, anybody may be killed by the kidnapper. In our group, in total, 7 people died in 

hot dunes, of thirst and torture. I feel pain and upset when I recall the picture of this perilous journey in the 

Sahara.”            -Onem 28  

 

4.1 Introduction:  

 

The above narrative illustrates the challenges and hardships the participants 

encountered during their migration journeys. Experiences of kidnaping, torture and 

witnessing the death of fellow migrants shapes their thought process and suffering 

experiences (Cargile & Salazar, 2016; Kleinman et al., 1997). Such memories of this 

suffering and pain are embodied and warrent attention with respect to their potential mental 

health implications (Coker, 2004; Kleinman et al., 1997). In this chapter, I will first discuss 

the participants’ reasons for forced migration. Then, I will analyze and discuss their various 

trajectories of migration, including that which they experienced during both movement and 

non-movement periods, before and after reaching Europe and while enroute to Norway.  

 

4.2 Reason of force migration: 

 

The majority of the research participants were confronted with death threats and other kinds 

of physical and mental torture that compelled them to flee. The participants had different 

professional identities and roles – for example, some worked as translators and soldiers, one 

worked as a journalist, some were students, some were priests, some worked in the military, 

and some maintained other professions that, to a great extent, rendered them vulnerable, 

resulted in threats and constituted reasons for their force migration. Many had experienced 
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harsh realities in their conflict-ridden home countries as well – for example, witnessing and 

experiencing murders and deaths, violence, torture and other atrocities. The participants 

describe these experiences as ones of unbearable suffering, pain and fear, which is both that 

which motivated them to flee and a burden that they describe bearing throughout their 

migration journeys and thereafter as embedded memories. In this way, experiences of pain 

and suffering travel through time and space (Kleinman et al., 1997).  

In this study, I found that many participants have encountered torture, violence and 

brutality during periods of detainment. They explain that these experiences have resulted in 

chronic pain and suffering. One participant from Eritrea explained that his reason for forced 

migration was that he was arrested and detained due to his religious beliefs, during which 

time he was put in a torture cell in an army bunker. He describes his misery and plight in the 

torture cell as follows:   

 

“It looks like they killed me everyday in the bunker. In the banker there were no light, no water, no watch, no 

calendar, no date.” 

  

In his account, he didn’t know whether it was day or night. He just knew that it was 

time for taking food. Sometimes, they took this participant to another cell in order to torture 

him, during which each and every part of his body was tortured with iron bar. Sometimes, 

they put the iron bar in the fire and used this hot bar to leave permanent marks on his body. 

The man further described the following:  

 

“Every day, they put many people, including me, in the torture cell and started beating and hitting, sometimes 

inflicting electric shock in my hands, chest, even sexual organ!! It was pain and pain, I thought I was dead. I 

could not anymore be capable of bearing the burden of this pain. Every day, I felt it was one month or year. 

Every day, I felt it was limitless time, no end. I only realized the day might be finished when they provided the 

meal. Long, uninterrupted days with torturing all the time. They told us we could survive but would get the test 

of death! Really it was hell… Do you know what hell is?  

 

This participant described the torture cell as a hell on earth, which can be interpreted 

as, in a sense, double death. His embodied memories invoke this horrendous experience. 

Therefore, the participants of this study simultaneously carry such pain and suffering 

throughout their life, which they often described as manifesting as flashback memories when 

they sleep at night. At the same time, difficulties and suffering during the migration journey 

further added to this pain and cause a double burden of pain and suffering, which is of course 
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also linked to their mental health and wellbeing. In a similar manner, Musa (34), described 

his misery and plight in a torture cell, which was inflicted because of his anti-government 

involvement in Syria. The army told him, 

 

“You will die every day here in this underground dark cell and the world will never know about your death and 

nobody will trace your dead body”. 

 

This research shows that, prior to migrating, the participants often suffered direct 

violence. Hamid, to provide another example, explained that he constantly encountered death 

threats from the Taliban and other groups, and that he observed two others who were 

murdered and several others with injures resulting from a chase. These memories plague him 

in his present life, especially in the form of flashbacks and constant headache. 

 

 Many participants describe indiscriminate torture in torture cells, separation from 

family members, witnessing of murders and atrocities, losing their precious homes, and 

experiencing constant life threats. Likewise, they explain that such experiences result in 

constant physical and emotional pain and suffering, like somebody hitting their head with 

hammer, and that this embodied pain is directly linked to their mental health experiences, 

interrupting their daily lives and sleep and manifesting as flashback memories. Such 

emotional and bodily pain, fear and suffering symbolizes and serves as a powerful sign of 

their mental distress, which might be understood as having been inflicted through the 

institutionalization of violence throughout and the social, political, religious and cultural 

breakdown of the participants’ everyday lives.  

 

When I asked Abdullah (31) about his reason for forced migration, he explained that 

the government militia brutally killed his mother and father in their house, which forced him 

to move to a safe place and seek a new beginning. He explained that he found his parents 

lifeless, with their faces turned down into the floor, his father’s red shirt covered in red blood 

and his mother in kitchen – probably she did not have time to move when they tortured and 

killed her, Abdullah explained.  

“I was saved but my heart and body is dead since, in this killing, I lost my father and mother. I lost my uncle 

and neighbors. I lost everything. I am physically alive but my all my body parts are dead. I saw human 

mutilated bodies were scattered in different places. It was fresh blood, it was fresh blood and human flesh 

marked in different places. I was loudly sobbing and started crying when I saw the dead body of my mother, 

father and relatives in the same area.”  
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In the same regard, another participant explained that the war took everything from him and 

further added,  

 

“My house was burnt, destroyed, and my pigeon was alive and buried under the rubble. I feel devastated. All 

my hopes and dreams are buried under the same rubble”.  

 

Paul Farmer’s conceptualization of structural violence is relevant here, as he conceives of 

violence as encompassing poverty and inequalities, as well as the social, cultural, economic 

and political forces that are responsible for social suffering (Farmer et al., 2004).  

 

By examining these narratives, we learn about the participants’ pain and agony, 

experiences of brutality and violence, and losses and fears – about the experiences that 

compelled them flee from their homes and embark upon their migratory journeys.  

 

4.3 The migration journey before Europe: 
 

“You have no idea how much the border is dangerous and the sea is completely unfriendly with death in the 

journey to Europe. Everybody knows the deadly Mediterranean Sea. Putting our life with the notorious 

smugglers and criminals, those with unauthorized authority to travel to Europe. I was frightened of the sea as I 

have never learnt how to swim.                                                                                       – Rahim (33)  

 

The above quotation illustrates the kinds of challenges and difficulties the participants 

described encountering during their forced migrations. Research shows that there is physical, 

emotional, mental and psychological distress associated with forced migration, especially 

during the journey before reaching Europe, and that the forced migration journeys are often 

dangerous and life threatening (Lori & Boyle, 2015). Many of this study’s participants 

explained that much of their suffering, pain, fear, nightmares, nervousness, and sleepless 

nights have been caused by their migration journeys. A number of participants described, in 

the Mediterranean Sea, encounters with inadequate and overcroweded boats, dangerous 

waters, threatening smugglers, lack of drinking water and food, and sea-related sickness. 

Many explained that they had no previous experience with the sea, and that they had a phobia 

of it. Many do not know how to swim or survive in the case of a capsized boat. For instance, 

three different participants said the following:  
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“I was frightened of the sea as I had never been taught how to swim.”  

 

“I was afraid would we all sink and die in the middle of the sea!!!”   

 

“The smugglers pulled everybody up into the boat. Our whole body was soaked, frozen and shattered. For many 

migrants, this is their first time to enter the big sea water. Therefore some women started crying from fright.”  

 

Participants further described the overcrowded, congested boats:  

 

“The boat was full of migrants from Afghanistan, Eritrean, Ethiopia, Somalia, Syria and Iraq. All are from war 

and violence driven countries.”  

 

Another man stated that smugglers put him beside the engine, which was too hot. He could 

not bear the heat but did not have other options, as the old wooden boat was so full that there 

was not a single inch of space available. Some described experiences with the dangerous sea, 

high waves, screaming children and women, people driven to craze and violence, and the 

potential for accidents because, in some cases, there was no captain or crew and the boats 

were small and inadequate. Many also described confusion about whether they would reach 

the shore or, if they died, if anybody would ever trace or find them at all, because they could 

not see any signs of land during their sea journeys. In many cases, participants described 

having lost their route in the sea and the GPRS location, broken down boat engines and being 

in what they considered a death trap.  

 

Some participants vividly recall these experiences in terms of the sounds and smells – the 

sounds of fearful crying, as metioned, and the rotting smells of urine and excrement, of 

human beings crammed into the boat who are forced to relieve themselves in their own 

clothes. One participant said that he felt sick from the situation and guilty, questioning why 

he had embarked on this fatal path. On the other hand, he did not have any other choice and 

could not return back home because, especially because he already crossed the Sahara, which 

he described as another big sea. Further, participants explained that they had to accept such 

terrible experiences and journeys because they did not have other options.  

 

In one case, a participant explained how he had asked the smuggler, “Why don’t you give us food 

while you guys are eating bread, cookies and water. Don’t you see those children are crying for food! Don’t you 
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see we all are hungery and thirsty?” In reply, the smuggler told him, “Drink your pee and eat your 

flesh.” In another case, a participant recalled the limited water: “One by one, it was 5 days of a 

shocking, horrible journey with 2 litters of 10 bottles that were already finished and we were dehydrated for 

water. One participant described how smugglers had tossed them like “onion bags” from a 

small boat into a big ship where there was no space to move. There were not allowed to use 

the toilet and he recalls that his whole body was lifeless, just like a statue.  

 

Some of the participants also described their shocking experiences when their boats capsized. 

One said that it did not matter how well a person knew how to swim, that anybody can drown 

because of the big waves, as he himself almost did even though he knew how to swim. In his 

account, the currant was so strong that, within minutes, many people drowned in front of him.  

He remembers the images of the capsized boat, shoes, clothes, sleeping bags, backpacks, t-

shirts and human bodies in the sea. Another participant recalls that the wave was strong, and 

the water salty and cold. He managed to find a floating piece of wood, which he used to 

survive. Another participant recalled a child who was crying and struggling in the water after 

her mother had already sunk. Though the participant was weak, agitated and did not have the 

courage to help anybody, he quickly moved to the child by using his hand, even though he 

did not know how to swim.  

 

It is apparent that the participants of this study faced multiple challenges during their sea 

journeys, which are linked to their suffering, pain and distress, emerge as flashback 

memories, and are of certain mental health significance. One participant asked me, “Is it really 

possible to escape such pain? This pain is permanent in my head.” Another participant explained that he 

has no idea how he will recover from this pain.  

 

Besides the journey in the Mediterranean Sea, participants, especially those from 

Sudan, Ethiopia and Eritrea, described their encounters with numerous difficulties while 

crossing the Sahara. Some of them consider the Sahara as a big sea akin to Mediterranean 

Sea. According to the participants’ accounts, they encountered constant and random beating 

and torture by the smugglers, and faced extortion, limited food, thirst and sickness from 

strong heat. Some fainted several times, some experienced heat shock and some were with 

others who died due to such. Some showed their torture scars on their backbones and hands. 

Some experienced kidnapping, some witnessed the dead bodies of fellow migrants. In this 

perspective, one man shared that his cousins and friend died in the Sahara due to thirst, 
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hunger and torture by the kidnapper, and that the kidnapper threatened to eat their skin and 

blood and inflicted torture when his family was unable to pay the ransom requested. Another 

recalled, together with 45 other people, being packed in a pick-up van.  

Thus, in these examples, it is clear that the participants of this study have encountered 

different kinds of hardships and challenges in their migration journeys in the Sahara. They 

have directly witnessed the deaths of their fellow migrants and loved ones, and they are the 

victims of physical and emotional atrocities, torture, violence, subjugation, shortage of food 

and water, adverse conditions and positions beyond negotiation.  

 

4.3.1 Exploitation while working illegally: 

 

As evident, the participants in this study followed different migration trajectories in 

order to reach Europe. Many spent periods of time, while enroute, residing and working 

illigally in various places while awaiting and arranging the next leg of the journey. They 

described experiencing, during these periods, diverse hardships and challenges, particularly 

in relation to living and working illegally. For example, one explained that he worked 

illigally in a grocery shop and restaurant in order to save money for the next leg of the 

journey. Another described exploitation while working illigally and long working hours with 

poor or no payment for months. When he asked about salary, the employer replied, “You are 

doing a black job here, so if you ask again, I will pack you and send you back to your home.” He never 

asked about salary again, since he was dependent on whatever money he could earn to be 

able to travel to Europe. Simultaneously, he said that, at the place he lived, people treated 

him very harshly because he did not have any legal documents. In another case, in Turkey, a 

participant explained that he had worked illegally, been paid less than half of his payment, 

and subjected to harsh treatment. His employer told him several times, “I paid you money so you 

are my slave and you need to work hard and quickly like a machine, otherwise I will kick you out.” Given 

these examples, it is clear that, due to their illegality and vulnerable position, the participants 

have, in different ways, been exploited.  

4.3.2 Violent broader crossing: 

 

Many participants experienced torture, sexual violence, being forced to bribe security, 

death threats, and other hardships while crossing borders. Hamid, for example, explained 

that, while crossing the Iranian border, a guard caught and tortured him repeatedly until the 

smuggler provided a bribe for his release. However, despite receiving the bribe, they sexually 
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abused him. He begged them to stop, but they did not give up. He recalls vomiting after the 

sexual violence. He said the following,  

 

“I feel like I should die rather than do what was requested by them. They beat us repeatedly and tortured us, 

asking why we came to Iran illegally. They behaved just like we are animals and insects.”  

 

This example can be analyzed with respect to the participants’ powerless, non-negotiable and 

vulnerable positions. Hamid describes being treated as an animal and insect, which can be 

interpreted as being treated inhumanely. Another participant explained,  

 

I had faced several check posts of the rebel army group. It was a life or death position at every moment and 

every check post; anything can happen at any time. My heart was stinging every time from being afraid of the 

upcoming death. They asked us why we wanted to go to the Turkish border. 

 

4.3.3 Poor living conditions and other hardships: 

 

A number of participants also discussed their miserable and poor living conditions in 

Libya and other places, where they faced hunger and thirst, sickness, and inadequate shelter. 

They describe residing in crammed rooms with poor standards, shivering with cold, sleeping 

on the floor, broken windows, bad smells, poor ventilation, filthy toilets, lack of showers and 

lack of clean water. One said,  

 

“My skin had a kind of rotten smell, my t-shirt was discolored and my pants were faded with a bed smell. My 

hair was distorted and discolored with a bad smell I was looking like wild animals, those that have filthy smells 

from the body .We slept on the floor every night. No bed or blankets to sleep. In the day, it was okay but at 

night, the floor became cold with a congested environment.  

 

Others described the packed rooms they resided in as prison cells or cages. One asked: 

 

“Do you know what hell means? You can feel it when you live with 40 men, women and children with one open, 

filthy toilet. In the room, people covered their face because of the sick scent from the toilet. It was a living cage 

where people were just patient because of travelling to Europe. The flat was covered by the armed smugglers.” 

 

Therefore, these participants have been confronted with miserable plights in packed rooms in 

Libya and other places while enroute to Europe, with constant suffering and experiences of 

hunger, subjugation, powerlessness, torture, isolation, filthy atmospheres and poor living 
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conditions. Many characterized these experiences as ones of living hell. In the case of food, 

many also described having been offered rotten or wasted food and, sometimes, when hungry 

and requesting food, being beaten by smugglers. One said that the smugglers only offered 

food once a day and that he nearly died because of acute hunger and lack of water. Another 

described starving for food and the situation among the fellow migrants as one in which “a 

pack of hungry lions jumped to eat desperately”. Another described how, when he asked for food, 

they started beating randomly and said, “How dare you black monkey ask such a question? Go to hell, 

eat your flesh, no food any more. Do you get my point!!” Hence, it is apparent that participants have 

not only experienced poor living sitautions during their migratory journeys, but that they 

have also faced torture, violance, starvation, unfair treatment and other hardships of 

significance for mental health.  

 

4.3.4 Discriminantion, illegality and everyday challenges: 

  

In this study, it is further found that participants confronted discriminatory attitudes 

and stigma in various countries during their periods of immobility and while awaiting the 

next leg of their journey. These countries included, for example, Sudan, Libya, Turkey and 

Egypt. Many participants described challenges associated with undocumented residency, 

such as receiving threats that the police would be called, fear of deportation, everyday 

illigality and exploitation. Many describe being treated as animals, beggars and slaves. One 

participant, for example, shared that, in Khartoum, he had been called “Habesh” because of 

his skin and hair color. He explained that this is a discriminatory term that suggests he is 

inferior to others and which also connotes his lack of legal documents. Another participant 

lied that he was Muslim in order to secure a job. Nevertheless, due to his physical appearance 

and ethnicity, he encountered systematic discrimination. Another participant described the 

discrimination he encountered in Libya in the following way:  

 

“We were treated as slaves! The Libyans called us “miskin” (beggar), “Karid” (monkey), “Aghod” (slave) all 

the time. Possibly animals are treated better than us in all senses. They did not treat us as human beings. How 

do you feel if people all the time call you hey! “miskin” (beggar) or “Karid” (monkey), rather than your real 

name ?”  

The participants not only encountered unfairness, subjugation and exploitation, but they also 

had experienced torture, both physical and emotional. For instance, one participant said that 

he had been called “Hewan”, which means “animal”, while Libyan smugglers tortured and 
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beat him due to his racial identity and skin color. The smugglers hit him with whatever they 

found in front of them, for example rods, iron or wooden bars. In another case, a participant 

described being tortured by a child in a packed room. This shocked and emotionally 

distressed him. Moreover, given that the abuser was a child, this violated, in ways that he 

described as unbearable, all cultural standards of respect and hierarchy between children and 

adults. He described and continues to struggle with profound feelings of shame.  

 

Other participants encountered other forms of challenges and, in particular, scary 

encounters, torture, official and public harassment, and discrimination on the basis of skin 

and hair color, class, ethnic status, religious faith and illegal and undocumented residency. At 

the same time, they were treated as beggars, slaves, and useless people who can only make 

filthy the host country. Therefore, every day, they encountered harassment, frustration, upset, 

pain, stress and suffering which draws attention their mental health situation, given the 

potential effects of such experiences. It is noteworthy to mention that most of the participants 

frequently moved from one place to another given their lack of legal documents and need to 

avoid official registration. Each and every participant encountered multiple levels of 

undignified treatment, stigmatization and both physical and emotional abuse.  

 

Some participants also described being blamed, in Egypt and Turkey, for destroying 

the job market and bringing terrorism. One participant recalled an incident in which his wife, 

who had been working in a vegetable market, was asked by a customer: “Where are you from? 

You don’t look Egyptian!. Go back to your country, we don’t want to see you here.” According to the 

participant’s account, his wife was stigmatized and harshly discriminated against. He said,   

 

“We are victims of a deadly war. Where should we go now if our protection request is not granted? Do you 

have any idea? We can turn only to suicide. I am frustrated by the situation. I am alive but I am dead. In that 

sense, that I am a useless person and have nothing to do yet.  

4.4 Migration journey in Europe:  

 

The research participants also, once in Europe, experienced periods of non-

movement, immobility and undocumented residency. During these periods, they describe 

constant fear of arrest and deportation, residing in crammed rooms in Greece and Italy or 

being outside and cold and shivering. Many participants describe periods of time spent in 

both Italy and Greece as awful. Some explained that the asylum center in Italy had limited 
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facilities, food and toilets, and that some people were shivering with cold in the street but had 

little access to worm clothes. Though some participants registered their names, they tried to 

avoid providing fingerprints in order to move further into northern Europe. Others stayed in 

Athens, with nothing to do, no work, inadequate food, no money and a dysfunctional asylum 

system. Police often searched them and fellow migrants for drugs and suspected them of 

crime. But, in fact, they are not felons, criminals or drug smugglers. The participants describe  

risking their life and being attacked by thugs or police, having their personal belongings 

stolen, struggling to obtain fake documents with fake names, sleeping in open places and 

outdoors, and being arrested by the police.  

 

The majority of the participants also encountered difficulties while crossing various 

borders and checkpoints in Europe. For example, one described how, on the train from 

France to Germany, he and other 5 people did not have tickets and were therefore hiding in 

the toilet. At each and every moment, he was afraid of being caught by the security guard. He 

witnessesed the arrest of three immigrants on this journey, which mangnified his fear. He 

explained that, when the conductor approached him, his heart was pounding, but the ticket 

checker did not ask him for anything except his ticket. Another participant recalled trying to 

hide from security personnel and how, when the controller asked for his ticket, he froze and 

his heart pounded due to fear. He thought that the ticket controller would arrest or deport 

him, but the controller left him at the next station in France.  

A number of participants used fake Spanish, Romanian, Bulgarian or Cyprus travel 

documents from smugglers and fake names, which made them feel panicked and nervous and 

which, practically, resulted in failed attempts to board flights, being caught by the 

immigration police, and being sarcastically told “better luck next time.” They experienced 

racing heartbeats and describe how they tried to appear relaxed, pretending to read 

newspapers or trying to camouflage themselves from the security and police. For example, 

one participant said he received fake documents with a Romanian passport and photo ID, 

which he used to travel from Paris to Hamburg by train, Hamburg to Copenhagen by car and, 

lastly, to Oslo by bus. However, he pointed out that the whole journey was full of suspense.  

 

Similarly, another participant described how he used a Spanish travel document to 

reach Brussels and, when the authorities checked his documnets meticulously and asked 

about his name, he was panicked and afraid. Another participant said that his heart was 

pounding a million times higher normal during the ticket checking procedulres, though he 
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was pretending to be relaxed and calm, going to the toilet and drinking water, and pretending 

to read the newspaper. It is worthy to interpret the ways in which the participants describe 

“freezing” and their hearts as “pounding”, which may be understood as embodied symbols of 

and metaphors for their emotional and physical distress and as illustrative of the ways in 

which their bodies have endured the burdens associated with forced movement and migration 

(Coker, 2004; Csordas, 1994).  

4.5 Summary: 

 

In this chapter, I have illustrated how different participants have explained their 

reasons for forced migration, as well as the distress and suffering that they encountered 

during their force migration journeys, in the Mediterranean Sea, the Sahara, and various other 

places of both movement and immobility, both before and after arriving in Europe. The 

participants have made clear that they did not “choose” such risky journeys, but were 

compelled to do so in an attempt to survive and escape desperate and life-threatening 

circumstances in their home countries. They have also made clear that they suffered 

tremendously under flight.  
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Chapter Five 

Asylum seeking and present-day situation in 

Norway 
 

I am feeling insecure. I don’t know how my application will proceed. Many people came from hardship, danger 

and atrocity. Inactivity makes us most vulnerable to face daily life. We have too few activities, too little 

learning, and too few movements. It’s not meaningful without work, without training, or with nothing to do in 

this situation. We all are here in a not knowing situation or not knowing position.      

– Rakib (29) a schoolteacher  

 

5.1 Introduction: 

 

It is apparent that the participants of this research face multiple levels of difficulties in 

their daily lives in Norway. By their accounts, they face prolonged suffering, pain and 

hardship due to their long waiting period for asylum application processing, uncertainty, what 

they perceive as a fearful and hopeless situation, and being in a position with nothing to do. 

Therefore, in this chapter I am going to examine and explore experiences of asylum seeking 

in Norway and everyday challenges at the asylum reception centers. In this chapter, I am also 

concerned about their struggles and conflicts in their daily lives, culture shock and 

discrimination, stigma and marginalization. I am also going to investigate their uncertainty, 

loneliness, isolation and economic and family hardship and responsibility. Importantly, 

before presenting and discussing the findings, I will briefly discuss the Norwegian asylum 

seeking process and reception center in order to offer a vantage point to the reader.  

 

According to the Norwegian Organization for Asylum Seekers (NOAS), a person who 

wishes to seek asylum in Norway must report to the police station in Oslo. In Oslo, police 

will take fingerprints and ask for identification, as well as for a brief explanation of the 

reason for the asylum request. After their registration, asylum seekers are sent to the Refstad 

asylum reception center located in Oslo, where they receive tuberculosis and other medical 

tests. From this center, they are transferred to another transit reception center in the same 

region or to an ordinary asylum reception center. A transit reception center is intended for 

short periods of stay before being moved to a regular reception center. However, recently, 

due to the large volume of asylum applications, asylum seekers have spent longer periods of 
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time than intended at the transit center. After arriving at the transit or ordinary asylum 

reception center, NOAS provides general information about the rules and regulations of the 

asylum seeking process. During their stay in the reception center, asylum seekers will wait 

for their interview, which will complete their application process, at which point they await a 

decision about whether their request for asylum has been accepted or rejected (NOAS, 2016). 

 

5.2 Experiences of asylum seeking in Norway: 

 

Research participants articulated diverse experiences and challenges regarding the 

asylum seeking process in Norway, describing harsh experiences and difficulties before, 

during and after filing their asylum applications. They described challenges on the street and 

experiences of severe cold while trying to determing where and how to file their application, 

as well as problems with respect to Dublin finger printing policies (Europe, 2016)
2
. They 

describe, at the police station, waiting with many asylum seekers in a big room and feeling 

uncomfortable with the new environment. One participant describes how, after arriving in 

Oslo, he walked around for one hour to reach the migration authorities’ office, but that it was 

already closed when he arrived and that he did not know where to go. He stated,  

 

“It was the beginning of October and you can imagine how cold it was. I was trembling with cold and did not 

have the right clothes to keep me warm. My whole body was bitten by steep cold, but I was so tired that 

suddenly I slept and, the next day, one security guard knocked me and said ‘hey, this is not a place for sleeping, 

clear the road’. Then I went to the UDI office for applying for asylum.”  

 

Another said that, when he entered the police station, his fingerprints were taken and 

he provided his Afghan national ID and passport. Then, he entered a big room where he 

noticed that some people were lying down on the floor and some people were sitting in 

chairs. The room temperature was not right compared to the cold outside, and he felt very 

uncomfortable with the situation. People were lying on the floor with carpets and some were 

chatting. After a while, he was called for short interview. They asked about his reason for 

seeking asylum in Norway, and he was then transferred to a transit center, where he stayed 

for a couple of days and received the medical check-up. Afterwards, he was transferred to 

                                                        
2 According to the JRS Europe website, “Dublin Regulation is a EU law that designates member state responsibility for examining an 

asylum application. Its objective is to assign one member state to one asylum seeker to ensure that individuals do not ask for asylum in 
multiple countries, and that governments do not outright ignore a person's asylum request”(Europe, 2016). In other words, a person can only 

request asylum and have fingerprints in one EU country. If he seeks asylum in one country but has fingerprints in another, then he may be 

sent back to the first country of registration. Norway is a Dublin member state. 
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another transit center, where he watched the video produced by NOAS about the rights, rules 

and regulations of the asylum system in Norway.  

 

Such narratives describe the participants’ initial difficulties navigating the asylum 

process. In this research, I found that many participants complained about their long waits 

and long application processing times during their stays at asylum reception centers. 

According to the Norwegian Directorate of Immigration (UDI), approximate case processing 

times are about from 10 to 12 months for asylum seekers from Ethiopia and Sudan and, for 

Afghan ,Syrian and stateless asylum seekers, about 8 months (UDI, 2016) . Therefore, some 

applicants receive quicker responses than others based on the priority assigned to their 

application. Participants tried to ask the reception center staff regularly for updates, but there 

was no news for them. With respect to long waiting and long application processes, a study 

by Brekke argues that long waiting for the asylum decision generates passivity, uncertainty 

and hopelessness among the residents. This situation is embedded in the asylum policies of 

the reception center (Brekke, 2004). In his case, Onem expressed that he had been waiting 11 

months without any decision. He further asked how people feel if their roommate was 

interviewed within a short time while others were waiting and there was no result. Though he 

went to the office every day to ask the staff about this, he had not yet received any positive 

answer. This created what he described as hopeless and restlessness. This also shows that, 

although many asylum seekers have shared expereences, they also have different experiences 

based on nationality in case of asylum decision. Moreover, different research studies suggests 

that, due to long waiting, uncertain situations, fear of deportation or fear of getting a negative 

result, asylum seekers can develop poor mental health (Bracken & Gorst-Unsworth, 1991; 

Cartwright, 2011; Ryan, Kelly, & Kelly, 2009). Other participants had similar experiences. 

For example, one man pointed out that, every day, he went to the reception office to check 

for his name on the board, but there was no name. This situation ultimately influenced him to 

stop checking, as there was no message for him from UDI. In line with this discussion, a 

study by Brekke, which was conducted in Sweden among young asylum seekers, emphasized 

the challenges of waiting for a decision. He argues that prolonged waiting for their 

application has negative effects and produces stress. Brekke further state that, when a person 

applies for asylum, this person does not know whether he or she will be granted permission to 

stay or required to leave the country. Thus, uncertainty exists until the final decision is 

issued, and this causes passivity because such an uncertain future makes them less active as 

social beings, friends, fathers or other roles in a society (Brekke, 2010). Other studies have 
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also pointed out that, due to long application processes and lengthy stay in asylum centers 

with other complications regarding asylum applications posed high risks for mental health 

problems among asylum seekers (Hallas, Hansen, Stæhr, Munk-Andersen, & Jorgensen, 

2007; Iversen & Morken, 2004; Laban, Gernaat, Komproe, Schreuders, & De Jong, 2004; 

Reesp, 2003). Similarly, a participant stated that people become crazy from the long waits for 

their application decisions, that people get easily frightened, that they experience sleeping 

problems related to long periods of uncertainty and no activity, and to a boring and 

monotonous life. Thus, it is clearly narrated by the participants that such experiences are 

responsible for causing mental health problems. Participants also shared other challenges 

regarding the asylum process. For example, Stif explained that the immigraion officers asked 

about all kinds of dates, for example birth dates and many other dates, days, weeks, months, 

years, and dates ranging from his pre-migration life at home till he arrived in Norway. He 

stated that it was challenging to recall exact dates since he has gone through so many 

miseries and repressions in his life. Hence, it is quite apparent that it did not make sense to 

him that forgetting these dates was interpreted, by the migration authorities, as proof that he 

gave false information. Such emphasis on recalling dates made it difficult for him to justify 

his claim to the migration authorities. Thus, participants in this study recognized the causes 

of suffering and pain as uncertainty of the application process with prolonged waiting, unfair 

treatment from the authorities, especially in the case of asylum interviews, having nothing do, 

powerless position, no right to education and lacking necessary medical
3
 support or basic 

abilities to rent a private house or work, frustration due to long waits and uncertain futures, 

problems with remembering days and dates, problems with interview sessions and 

translation. Such factors are directly linked to the mental health burdens that most of the 

participants understand themselves to bear since they fled from their country of origin.  

 

5.3 Everyday challenges at the asylum reception center: 

 
In this study, participants revealed their frustration and sadness regarding the 

reception center life. In many cases, participants considered their life in the reception center a 

caged life, in which people are symbolically chained, able to go but required to return by a 

certain time. For example, Onem (28) described his painful daily life in the reception center. 

For him, asylum life is a kind of caged life. In his account, “here you can live but you don’t know 

                                                        
3 According to the Norwegian Health directorate asylum seekers have the same right for health care by law as do the general population. 

The right to health care for asylum seeker comes after their asylum application first registered in Norway (Helsedirektoratet, 2016). 
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what is waiting for you”. Regarding challenges in the reception center, he further explained that it 

is a kind of prison in which his every step is observed and followed.  

 

For Abu’s (34), it was an open prison in which a person could not travel to other 

countries, not meet their families, did not have full rights for medical or other social services, 

were not entitled to government support or jobs, have no right to work, and have no papers, 

documents or passports that show identity. A person can only to go shopping and to 

restaurant or coffee shops to meet friends and talk about and share their pain and pleasure 

before returning to the reception center at 23:00. Abu asked me: 

 

 “Is it nota prison life? Is it not a difficult life?  In the camp you are not a free bird in any way, all the 

time your brain says that you have to follow this and that rule!... which makes you feel inferior and minority! It 

is just an open jail! Believe me, this is not real life, it’s completely a suicide trap! People are becoming crazy or 

mad when they live in camp for a long period. You don’t have a real chain on your leg, but you have a chain on 

your leg symbolically, like a caged bird…right?  

 

Most of the participants in this study expressed their vulnerable and miserable 

situation while living in the asylum reception center in Norway. On one hand, they 

characterized their life as being imprisoned, trapped in the bureaucratic structure while 

waiting for a long time. On the other, they are free but metaphorically their body and mind is 

encaged. Moreover, it clearly shows that their uncertain life in the reception center is 

regarded as a detention center where they develop a sense of “imprisonment” that affects 

their mind and body, and specifically their mental health. They themselves articulate this as a 

suicidal trap where they can engage in limited activities while following certain rules that 

make their life not only physically constricted but also emotionally and mentally disabled. 

They thus identify the present situation as escalating their mental hardships. Bracken argued 

that detainment on arrival causes trauma and results in a sense of betrayal with despair, since 

asylum seekers already have potentially experienced torture and prison life at home.  

Therefore, fear of re-experiencing detention along with the difficult asylum procedure is a 

crucial contributor to psychiatric problems (Bracken & Gorst-Unsworth, 1991). Also in this 

study I found that a number of participants perceived others as “crazy” during their stay in 

the asylum reception center. A study conducted in the USA has stated that detained asylum 

seekers significantly developed symptoms of mental health related problems (Keller et al., 

2003). 
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  In the case of “rules and regulations”, Onem (28) explained in his account, “Do it! and 

don’t do it! It is like a child detention center and we are all children…(he gave an upset impression)”. Ali (33) 

described some of the reception center staff as “military generals” and their attitudes as those 

of military officers who inform him “this and that are the rules, so you have to follow the rules”. 

Therefore it is substantial to analyze the descriptions of “cage life, prison life, child detention 

center or open jail” which can be compared to the “Panopticon” designed by Jeremy 

Bentham in the late 18
th

 century for surveillance use in insane asylums, prisons, schools and 

hospitals, and analyzed by Foucault with respect to discipline (Foucault, 1977). Hence, the 

Panopticon is a powerful sign and symbol of control and subjugation, which very much 

pertains to this research. Most of the participants described themselves as under the 

surveillance of the reception center authority, and a situation in which all of their steps have 

been followed and controlled by the reception center staff though it one possibily. They are 

the sole authority to define who is following and obeying the rules and who is not, and, in 

other words, who is qualified to stay in the reception center and who is not.  

 

Importantly, a number of research participants discussed their difficulties with the 

staff at night. One respondent explained that one staff member told him that, if anybody is 

missing for 3 times at night, they should be removed from the system. Every night, the 

reception center staff goes around checking at 11pm to search for absentees. From the 

participant’s point of view, it is unfair and discriminatory: 

 

 “We are not school children or prisoners that you check every time at night. …of course it is disrespecting our 

human rights, yes its breaching our privacy as well, is it not?” One night, the same person was outside 

smoking and later realized that he was registered as absent since the staff did not find him in 

his room at 11:00. Later, he asked the staff about this and, in response the staff told him this 

is the rule. He said, 

 “What the fuck, tell me? We are not criminals and have not done any illicit work that you need to check at 

11:00 pm every night…of course I feel that I am in prison! Because of their (staff) activities. I understand that 

it’s rule but the rule should be more flexible for the human beings and of course there are other way you can do 

it, isn’t there?  

 

Hence it’s pointed out that participants consider their present situation as one of 

imprisonment in which their steps and behaviors are tracked. Imprisonment is, in this case, a 

metaphoric description commonly present in their narrative constructions of their present-day 
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position. Several studies suggest that experiences of detention contribute to poor mental 

health, depression and anxiety (Bracken & Gorst-Unsworth, 1991; Keller et al., 2003; Steel et 

al., 2006), which may be relevant to consider given that most of the participants 

metaphorically characterize the asylum reception center as a detention center and form of 

symbolic imprisonment. Likewise, a number of participants described their powerless and 

marginalized positions as lacking freedom of speech or other kinds of freedom, which, to a 

great extent, impacts their mental wellbeing.  

 

Participants expressed that, due to the long waiting for the asylum application, 

resident are getting “psycho” in the asylum reception center. They easily get into fight, 

feeling frustrated because they do not know if their applications will be accepted or rejected. 

Many do not have passports, so they cannot have a work permit. They described a boring life 

in the reception center, with no activities. Every day, they see each other in this situation, and 

this makes them tired and frustrated, free but feeling not free at all, doing nothing, with 

flashbacks and memories of other uncertain circumstances. All this is stated to cause extra 

mental health burdens. Many studies demonstrate a poor mental health situation due to post-

migration hardships at the asylum reception center and other places, and due to uncertainty, 

having nothing to do, powerless positions, separation from family, loneliness, boredom, long 

waiting, no work permit, feeling imprisoned, and uncertain asylum decision (Bhui, Audini, 

Singh, Duffett, & Bhugra, 2006; Brekke, 2010; Hallas et al., 2007; Iversen & Morken, 2004; 

Khawaja, White, Schweitzer, & Greenslade, 2008; Laban, Gernaat, Komproe, van der Tweel, 

& De Jong, 2005; Ryan et al., 2009).  

However, one participant cited that there are some activities in the reception center, 

for instance dance, music and drama. He explained that some people try to involve 

themselves in these activities in order to forget their pain. But, in his case, he could not 

remove the pain, suffering and struggle that he faced in his life, especially during the periods 

of war, violence, and massacre in Syria. In spite of some activities in the reception center, he 

could not overcome the stressful life that he experienced over the course of time. He stated,  

 

“I just live with it, though sometimes in this camp they arrange guided tours to visit the museum or art 

gallery or other places. But the suffering, pain and uncertainty put me in an unstable position”.  

 

With regard to the pocket money offered by the authorities, considered as “monthly salary” 

by the participants, various experiences were expressed. This money is intended to cover 
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their daily expenses, for instance local transportation cost, medicine, cigarettes, food beyond 

that provided by the asylum reception center, clothes, buying SIM cards for internet 

connection, visiting bar or coffee houses with friends or other expenses. The participants 

came from different cultural, religious, ethnic, political and economic backgrounds, and some 

revealed that, with this pocket money theywere expected to send money to their family, 

relatives or to people from whom they had borrowed money for multiple reasons. Thus, many 

participants have economic responsibilities towards their families and others, either at home 

or in foreign countries, even if living in the asylum center. When they fail to fulfill such 

responsibilities, it causes suffering and pain. Beyond this family responsibility, participant 

have faced difficulties fulfilling everyday demands, for instance to buy cigarettes, tickets for 

public transportation or food or to visit a café. When they could not cover such costs, it 

further added to their suffering and mental distress. My fieldwork impression is that a number 

of participants’ expenses exceeded the allowance that they received from the asylum center, 

since they use this pocket money for a number of expenses, including buying food despite the 

fact that the reception center arranges meals three times every day.  

 

Participants also shared their challenging experiences with Internet connection, since 

they maintain contact with their nearest and loved ones through different internet-based 

applications, notably Viber, WhatsApp, Facebook messenger, Tango, Line, and Skype. These 

kinds of Internet-based forms of communication to a great extent help them to cope with their 

mental health burdens, whereas any kind of interruption to this means of communication 

causes stress. For example, Ali (33) said that, in the reception center, staff turned off the 

Internet connection at 10:30pm to indicate the sleeping hour and avoid disturbing others. He 

further reported, 

 “We don’t have noting to do if they turned off the Internet. You know it is very important to 

communicate to your family through Viber, WhatsApp, Skype, Facebook and other Internet-based 

communication”. 

 Participants shared turned off internet causes them extra pressure and worry since 

many family members and nearest ones are still living in their war-torn countries and other 

places that are unsafe and insecure, which creates pressure along with their undecided asylum 

application. Hence, it is very important to have Internet connection for communication with 

family members and nearest ones. Through Internet connection, they could develop sense of 

resistance, social and emotional support from family and loved ones and vice versa. In the 

same regard, a range of studies demonstrates the significance of Internet connection in order 
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to reduce communication barriers encountered by refugees. Internet is an effective tool for 

enabling users to transfer information and advice and exchange social support. It reconnects 

and maintains family relations. At the same time, through such connectivity, it alleviates 

stress associated with poor mental health (Malik & Coulson, 2008; Mikal, Rice, Abeyta, & 

DeVilbiss, 2013; Mikal & Woodfield, 2015; Zaphiris, Ang, & Laghos, 2009). In my 

fieldwork observation, I noticed that the residents at the reception center tried to 

communicate with their nearest ones whenever they could. For example, in the same room, 

several people talked over the phone through different internet applications, though it was 

tough to hear who was saying what due to the number of people talking at the same time in 

the room. 

 

At many occations, participants discussed their struggles, hardships and difficulties 

associated with what they perceived as an unfriendly environment and reception center 

atmosphere. When it comes to feeling at home in the reception center, many expressed that 

they did not feel it to be a real home. One said that it is a “hell” and, in different ways, many 

described the reception center as a place comparable to jail and as uninhabitable. One 

described the reception center and the room as a “bazaar” (open market). Nonetheless in 

order to understand their subjective mental health experience, it is very import to understand 

the subjective experience of home in the reception center. In that context, Ibrahim (27) stated 

that reception center life is a nightmare for him in many ways – the room is not cleaned 

properly and has a bad smell, and the same bed is used for several people, don’t have privacy, 

nobody care about nobody, nobody cares that he was sleeping. He knew this was not his 

original home and that it was just his temporary room. Another explained that he was unable 

to sleep due to terrible sounds as well people drying their wet clothes on the heater or above 

the bed. Some wet clothes are hanging over the wall; some wet clothes are hanging on a 

plastic rope in the room including jackets, sweaters, shirts, T-shirts, jeans, trousers, towels, 

and socks. People also put their private food in the room windows, including slices of bread, 

butter, small milks and even tuna fish tins. In another case one said when he was in deep 

sleep, somebody could come and call him to go for lunch. In that situation, he asked me, “how 

do you think this can make you feel at home?” For him, in a transit reception center, people are 

complete strangers, staying for a couple of weeks and then leaving, which makes him feel 

like a stranger in this world. 
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A number of participants described how somebody was snoring while others are 

sleeping or talking, chatting or playing cards, people loudly talked over phone at night, 

somebody turn on the light at night, chaos and sounds created by the other roommates, which 

further adds to their suffering and pain. One study shows that asylum seekers have symptoms 

of poor mental health, frustration, anger, sleeping disturbances and anxiety due to torture and 

violent experiences in home countries, which is associated with negative psychological 

affects (Bracken & Gorst-Unsworth, 1991). Take for example, one said that it is really 

difficult to stay in the room because people, especially with different nationality, have 

problems making friendships and communicating due to diverse languages, religious and 

cultural backgrounds, inferiority and superiority complexities, various tolerance capabilities 

and other matters that cause and unbalanced environment in the room, eventually provoking 

arguments and disputes. For example, many times, when I visited I saw at the asylum 

receptions center it looked like some residents did not respect others, which needs to be 

considered when discussing mental health issues. One participant pointed out that it is 

difficult to make agreements among the roommates. For instance, if one roommate wants to 

read, then another may be playing games with a loudspeaker. It is a fact that people also had 

problems with socialization due to intolerance with each other, which might cause some of 

their suffering, hopelessness and uncertainty and complaints are common. According to the 

participant,  

“Oh, I think I am living in a real hell. Of course my house in Eritrea was more comfortable and 

peaceful then here”.  

Therefore, it can be said that most of the participants have experienced difficulties 

and conundrums during their daily lives in the reception center, along with other 

complications that contribute to their mental health burdens, suffering and mental distress. 

Also, throughout of the past memories, they not only create their identity but also embodied 

experiences of such suffering and pain, resulting in mental health burden. 

 

5.4 Challenges associated with and the cultural meaning of food in the asylum reception 

center:  

 

 A number of research participants discussed the food culture in the reception center, 

linking it to their cultural way of understanding and relating to their food habits, practices, 

norms and values. Food has symbolic meaning in respect to their cultural identity and self-

identity. What a person eats, in part defines who they are, what kinds of food they take in and 
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their cultural background. Eating therefore establishes their cultural identity (Kittler et al., 

2011) and is affiliated with good memories. Most of the participants compare food from their 

home countries and their memories of food to that of their food experiences at the asylum 

reception center’s canteen. Food memories are so powerful that many participants connect 

food memories with emotional and physical attachments to mothers, sisters, wives and other 

family members. The way that people compare and reimagine food practice is interlinked 

with their construction of identity (Marte, 2008). A study by Sidney Mintz emphasized the 

importance of food for human existence through various ethnographic illustrations in which 

he argued that food is part of a broad social process that includes socio cultural and symbolic 

factors that construct food memory (Mintz & Christine, 2002).  

 

Research participants shared their collections of valued and treasured memories 

connected to pleasant food in their home countries. This, to a great extent, shaped their 

mental wellbeing. Food prepared by the reception center lacks familiarity or loving touch and 

is more likely to be culturally alien, exotic, foreign, inappropriate and un-appetizing. Further, 

they also identified the food as of low quality and insufficient amounts, as prepared 

improperly, monotonous, and lacking their cultural norms. A number of participants could 

not afford to buy food from the outside. They argued with the staff about inappropriate and 

repetitive food, but could not find any solution, which finally stimulated many to arrange 

food from the outside.  

Their accounts suggest that they not only suffer or experience victimization in the 

present life in Norway but, at the same time, are trying to resist and protest their 

marginalization and vulnerable position against all that they encounter at the asylum 

reception center. In that circumstance, Ali described his hardship with regard to food at the 

reception center that he negotiates everyday. In his account, there is too much bad food. In 

his opinion, it is African food that is culturally appropriate for him. In his opinion; the food is 

half boiled or not properly cooked. He asked me what meat is doing with lots of vegetables, 

sometimes meat with carrots, he said; what is a carrot doing in the meat? Sometimes, the chicken 

was raw, not well cooked. Sometimes, they provided food with raw fish like tuna with salad. 

He asked me what was tuna fish doing in the salad? Because salad should be served as single 

recipe, it should not be mixed with meat or fish in any way.  

 

Hence, most of the participants had experiences with culturally alien food, which they 

criticized in their own ways creating a sense of resistance and self-negotiation. They asked 
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why the reception center staffs do not recruit somebody who has cultural sense of their food, 

although it is a matter of discussion how to resolve such complicated issues. Moreover, 

participants argued several times with canteen staff about the unsatisfactory or poor quality 

foods. This is one way that different participants in this study negotiated and resisted the 

system. In accordance with the participants’ accounts, many sometimes also rejected the 

canteen food by buying food from the Norwegian grocery shops and fruit and vegetable 

shops operated by immigrants, as this is the only way they can protest canteen food. 

Therefore, such practices of buying food can be considered to be their self-negotiation and 

resistance against the system. Though, limited in manner, such symbols indicate their hope to 

survive an adverse situation. 

 

5.5 Struggle and conflict in daily life:  

 

In this study, a number of research participants addressed their experiences with 

interethnic conflict, provocation, and dispute at the asylum reception center due to their 

frustration, uncertainty, hopelessness, stress and suffering, along with flashbacks of violence, 

massacres, and killing, which is linked to their double mental health burden and renders them 

sensitive. Hence, according to the participants’ accounts, due to their unstable and uncertain 

life along with multiple complexities, they are stimulated into quick reactions to trivial 

matters that result in conflict and clashes among fellow mates. Consistent with this 

discussion, a study shows that pre-migration traumas and torture experiences, combined with 

living difficulties in host countries and delays in application processing are closely linked to 

post-traumatic stress disorder and depression(Iversen & Morken, 2004). Another study 

argued that fear of others being violent, conflicts with fellow asylum seekers, post-migration 

living difficulties associated with asylum living conditions, such as lack of privacy, 

stagnation, feelings of uselessness and discrimination, are linked to common psychiatric 

disorders (Laban et al., 2005).  

 

During the fieldwork, I noticed that people reacted in different ways when they met 

new people or other residents in the asylum centers, since not everybody is friendly to each 

other together and sometimes act with suspicion, doubt and fear. It is also found from the 

participants’ accounts that people living in the asylum reception center come from multiple 

backgrounds in terms of religion, ethnicity, race, language, culture, food, dress, values, 

customs, education, and economic and political status. In this regard, various participants 



 57 

stated that, by virtue of their unstable and powerless positions, they experience uncertainty 

along with other complexities. For instance, one said that he worried about his family at 

home; another said that he worried about his future and yet another said that he struggles to 

accept having no job or income with his familial and economic responsibility.  

 

The room and reception center environment, food issues, loneliness, sickness, 

behavior among residents and staff, all of these factors provoke them to react aggressively 

and nervously, which seems relevant to their mental health burden. In support of this 

discussion, one study argued that asylum seekers at a reception center in the Netherlands 

experienced poor mental health and had symptoms of PTSD, anxiety and depression due to 

post-migration living difficulties and a lack of social support (Gerritsen et al., 2006). In this 

light, a number of participants shared their individual experiences of cultural clash, conflict 

and provocation among residents residing in the asylum reception center.  

 

While talking about this issue with one participant, who used to live in the permanent 

reception center outside of Oslo, he reported that fighting occurred a number of times during 

his time in that reception center. He further explained that people fight and provoke each 

other over very trivial issues, even within their own ethnic groups due to the stress and 

frustration of their lives. For example, one day a fight took place between two Afghans. 

Another time, two residents from Somalia fought each other in the reception center kitchen 

while cooking. Since residents live 4 to 8 people in the same room, with no privacy and a 

lack of respect, a chaotic and unfriendly environment in the room or in the reception center in 

generable facilitates intense disagreement, which, day by day, silently increases 

dissatisfaction among the roommates, eventually causing cultural clash.  

 

Another participant said that, in the permanent reception center, people from the same 

ethnicity cooked together because of low cost, but problems arose when one person cooked 

everyday while other did not, which causes conflict as well. Additionally, when different 

people want to cook at the same time, this further intensifies the clash. In another case, a 

participant said that one resident received a negative and became frustrated and desperate to 

fight with another person over very small reasons. One man described that he had 

experienced clash with another resident, though he was surprised about how he became the 

target of the other resident. In his account, he said, when he asked one resident to give him 

space in the laundry room, the resident replied,  



 58 

 

“What the fuck are you talking about? I am the boss in this camp. I will fuck all the Arab people. I will 

hit all the Arab people, and break their head by stone. I don’t care about Norwegian police or King of Norway 

or I don’t care about immigration and I don’t care about anybody else. I am Osama, if somebody wants to 

challenge me my room number is 001 (fictional), my bed number is 001, I am Osama (fictional)!”  

 

The participant further said that it did not stop here and that, later, the same man came to his 

room and again threatened him, saying that his heart is full of anger with him. The research 

participant said that, after this incidence, he did not take his breakfast, lunch or dinner for a 

couple of days due to being frightened and scared of further attack. Finally, when he was in 

the canteen again, then the same people again provoked him, saying,  

“hey pussy come here, why not you fight with us, don’t look at us, you are not allowed to look at us!” “I just 

immediately quit because I did not want to listen their provocation,” the participant said.  

 

According to the participant, they wanted him to engage in the fight so that the police 

would arrest him, which would affect his asylum approval. In analyzing this case, it is clear 

that, over very small issues, many residents have been engaged in conflict and cultural clash. 

Since many of the participants had already been mentally disturbed due to their past miseries, 

while their present misery, hopelessness and uncertainty at the asylum center further escalates 

their mental health burden and suffering.  

 

With respect to a similar experience of clash and confrontation in the canteen, one 

man explained that, one day, in a queue, an Iranian resident clashed with an Afghan resident. 

It was about a previous dispute regarding religion and ethnicity in Afghanistan. Hence, when 

they met again in the canteen queue, they provoked each other and started exchanging bad 

words in Persian languages. Importantly, both were from the same religion, but different 

sects. Finally, the reception center staff came to control the situation. Even during my 

fieldwork, I observed a number of cases inside the asylum center – some residents speaking 

badly about each other or criticizing others through provoking, bitter words, which can be 

further understood as a sign and symptom of conflict and provocation. Hence, such 

circumstances were described by participants as breaking down their inner peace.  

 

 One participant explained that people in the canteen have other kinds of clashes. For 

example, during the lunch and dinner time in the canteen, people sit based on their race, 
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religion and nationality. In addition, in my fieldwork observations, I noticed that people 

possessed superiority and inferiority complexes related to what kinds of background a person 

came from. These kinds of issue also influenced the participants’ mental health burden, as 

mental health issues are complex, which demands pointing out all these issues addressed by 

the participants in order to understand their subjective mental wellbeing. 

 

5.6 Culture Shock   

 
It is a fact that all research participants in this study came from different cultural 

backgrounds. Therefore, they have confronted a number of culture shocks upon their arrival 

in Norway, which a large number of participants accounted for during the interview sessions. 

Of course, such kinds of culture shock are connected to their suffering and pain, which has 

significant links to their mental health burdens, in their accounts. Many participants 

characterized their culture shock with respect to what they perceived as, in Norway, fragile 

family structures and week family bonds, lack of economic and family responsibility, 

cohabitation and sexual relations without marriage, children without marriage, temporary and 

casual relationships, cold social ties, immodest dress code, individualistic society, individual 

payment, rights and care for pet animals in contrast to that of refugee people, and different 

toilet facilities. These are common matters that the participants addressed during the 

interview sessions when asked about potential experiences of culture shock in Norway.  

 

In this context, one participant raised the question of elderly reside in nursing homes, 

why they are considered burdens for the household? For him, it is a strange family setting in 

Norway, with boys and girls living separately from their parents after becoming adults and 

not taking care of their parents in their old age. He further described Norwegian society as 

very individualistic rather than collective. For example, family in their (Syrian) society is 

very collective in that they are thinking as a whole family and even neighbors play a 

collective role as well. Another participant expressed that family bonding is very important to 

him, in contrast to the family settings in Norway, which shocked him a lot. Take, for 

example, he said that in Afghan society, individuals are a part of the collective family and 

society. Therefore, family and society will decide about different matters, like marriage, 

education, work and future career. The man further said that, in Western or Norwegian 

society sex without marriage does not matter, but in Syrian, Sudanese and Afghan society, it 

is shameful and disrespectful for the family, relatives and neighbors, which creates social 
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isolation for the women and the family. He also pointed out some other issues that shocked 

him a lot and created further stress and pressure when, for example, he thinks about his kid’s 

future in Norway and about how marriage is not common. As he described it, both men and 

women have a number of partners one after another. They do not get married or live with the 

same partner for long time. Relationships are temporary rather than permanent without 

marriage. Women have freedom but they do not have proper clothing on their body. Many 

women use short dresses that provoke other people sexually. I found in this research, that a 

number of participants identified their culture shock in relation to the fact that most of the 

participants came form male dominated societies in which men navigate most of the 

decisions. Therefore, when they confront contrary societies and scenarios in which they 

witness female empowerment and equality, it causes further suffering. One man, for example, 

said that he is totally shocked when he sees that women can have sex with a stranger, which 

raised ethical and moral dilemmas.  

 

Another man said he was shocked when he saw that in Norway everybody typically 

pays his or her own bill at cafés or restaurants. For him, in Syria, if anybody goes with their 

friends to a café, one will pay for all and the bill will then go to the next person the next time. 

About the toilet, one participant shared that his family will be shocked to see there is no pit 

latrine, because people in his culture use pit latrines. On the other hand, one man from Eritrea 

said he got shocked when he saw that pet animals, for example dogs, are more respected as 

life than human beings. It maked him experience a culture shock besides his hardships in 

Norway. Hence it is evident that a large number of participants have encountered culture 

shock due to various backgrounds and cultural settings opposed to or different from their 

own. In one way, it is a sign of their distinct identities, and, on the other, it paves the way to 

understanding their mental health situation due to such cultural dissimilarities. 

 

5.7 Discrimination, stigma and marginalization: 

 

Most of the research participants in this study have encountered multiple levels of 

discrimination, subjugation, stigma and marginalization due to their vulnerability. These 

situations create suffering, painful experiences and permanent stress in their life, which is not 

only responsible for their suffering and pain but also their mental health. According to the 

participants, they not only face these hardships in Norway, but also throughout their whole 

journey and in other places, as well, since they fled from their origin countries, it become a 
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double burden of suffering, which is associated with pain and causes mental health problem. 

Nevertheless, participants, at the same time, raise their voices against this subjugation, social 

exclusion and all forms of discrimination, which is important to comprehend with respect to 

how participants cope and try to heal from and within such situations. One participant in this 

research reported being discriminated against due to his skin color and ethnicity in the 

billiard room of the reception center. He said,  

Hey!! What are you doing here? This is not your country sport; it’s for rich people. I argued with him, 

why you told me this way? You don’t have right to say this! Does is it matter being African or not? He further 

shared his experience, “In the TV room, there is always Arabic music. Does it mean that Arab culture is greater 

and superior than our culture? After dinner, most of the time, Arab people occupy the TV room with Syrian 

music and dance. Does it mean they know how to dance and we Sudanese don’t know? One farewell party for 

20 people, the camp arranged music, dance and food for the residents. As the majority of the residents are from 

Syria, they appreciate their music and dance but when some Sudanese tried to dance with Sudanese music, then 

others were laughing! One resident said, hey! Can you change the music and dance, this is not appropriate 

here.” 

 

 The participant stated that, after experiencing unfair treatment from his fellow 

resident, he felt marginalized and said that he has experience with deadly memories from 

home and that these unfair experiences further add to his suffering and pain. Through this, it 

is clear that, in many ways, participants are not only discriminated against or subjugated by 

other powerful actors, for example security, reception center staff, police or local people, but 

that, simultaneously, they face unfair treatment from their fellow residents in the asylum 

centers which put then into vulnerable position. Therefore, it is apparent that, in general, most 

of the participants have experiences with discrimination and stigma. Hence, it can be argued 

that such discrimination can lead to constant suffering and pain, which is eventually 

connected to the potential mental health burden that affects their daily lives.  

 

Supporting this discussion with regard to discrimination, a number of quantitative 

studies identified that, among asylum seekers, loneliness, stigma, unfair treatment and 

various kinds of discrimination in post-migration phases are linked to poor mental health, 

depression and anxiety (Laban et al., 2005; Ryan et al., 2008; Ryan et al., 2009; Silove, Steel, 

McGorry, & Mohan, 1998). Likewise, suffering and pain is an embodied experience that 

translates into physical pain, which is linked to their mental health problems. Therefore, in 

many cases, participants recognized and identified their suffering and pain as connected to 
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their mental health, which resulted from their constant unfair situation, stigma and 

exploitation, along with experiences with torture and violence in different phases of their life.  

 

In another case, Hamid said that, one day, a reception center staff member told 

everybody, “Show up the next day at 11:00 for visiting a local gym. If you guys are not able to 

attend on time I will not allow you to visit there because you do not deserve it anyway”.  In reply, he said to 

the staff member that it is her job to arrange activities and help the residents that she is paid 

for this. He also told the staff member that many residents could not speak English and, 

therefore, she should not tell them that they do “not deserve to visit local Gym”, which the 

participant considered as an unfair statement. According to the participant, he was very 

frustrated and upset by her attitude. He said that nobody has the right to discriminate against 

them due to their asylum seeking status. In another incident, the same participant shared that, 

when he was in the office to receive his letters and personal post, then the staff asked him, as 

an asylum seeker, why he deserves a post box. Even the staff did not look at him during the 

whole conversation and probably, he felt, did not even regard him as a human being.  

 

Therefore, it is evident that, due to participants’ minority state and powerless position, 

they have constantly been subjects of unfairness and subjugation in various ways. In that 

case, Knudsen (Knudsen, 2005) argued that, in a Vietnamese reception center, service 

providers are the active part and residents are the passive one in daily encounters. He further 

argued that, at reception centers in Norway, residents are playing passive roles with minority 

positions with restricted or limited prospects to practice their individual culture and values. In 

contrast, service providers have power to claim their authority and positions. In one way, I 

agree with Knudsen’s point of view. On the other, it needs to be considered that service 

providers have also limited power. For example, Adams pointed out that service providers 

often are not in position to give residents power because service providers or social workers 

are themselves constrained by laws and regulations of the organizations (Adams, 2008). In 

my fieldwork, I found that asylum center staffs have limited options for transferring power to 

the residents due to the rules and regulation imposed by Norwegian Directorate of 

Immigration (UDI).  

 

Many research participants expressed, due to their asylum-seeking position, that they 

met negligence, disrespect, undignified treatment and suspicion from people in their daily 

lives in Norway. Even a number of participants recognized that, due to their current status, 
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they have experienced multiple levels of hate speech and other forms of harsh discrimination 

from different people, which causes suffering and is connected to their mental health burden. 

In that light, one participant expressed he felt like a stranger in all respects, as a stranger to 

the Norwegian people, some of whom he perceived as good, but many who he perceived as 

not welcoming.  

 

Hence, it is imperative to comprehend the narrative construction of both the past and 

present in order to understand the subjective mental health experiences of these participants. 

Many participants described difficult experiences when disclosing their asylum-seeking 

status. Hence, this further adds to their subjugation and suppression, contributing to their 

suffering and pain. Indeed, research has indicated that certain immigration statuses are 

associated with racism, violence, discrimination and powerlessness (Cartwright, 2011). 

Seeking asylum, as described by these participants, is not something that should be conceived 

of in terms of choice. Rather, they perceive themselves as having been forced to do so in 

pursuit of freedom, safety and a secure life.  

 

  Hence, this and other statements enable us to recognize the suffering that the 

participants’ associate with their asylum status, and the ways in which this suffering is 

inseparable from their previous losses and hardships – indeed, of the ways in which they find 

themselves surrounded by what is perceived as an unwelcoming foreign culture that lacks 

everything they previously depended on to make sense of their daily lives. Now, they are 

negotiating a sense of selfhood in the midst of profound loss and while enduring on-going 

hardships and what they perceive as a situation of endless suffering. As described, while 

living at the asylum reception centers, they describe experiencing unfair treatment, hopeless 

situations, uncertainty, and discrimination. They describe being perceived by others as 

unwelcomed strangers. All of this might be interpreted as increasing their vulnerability and 

contributing to their suffering and mental distress.  

 

5.8 Uncertainty, loneliness and shattered dreams: 

“I am in a traumatized situation. I have a lot of problems. My life is uncertain. I already passed a long time. I 

cannot meet my family or friends in Iran and Afghanistan. I am feeling hopeless in Norway.” 

 

                                                                                                               -Mawa (35) a journalist 
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In this study, many research participants described their shattered futures and dreams, 

as well as stress associated with what they describe as uncertain, fearful, hopeless and lonely 

lives in Norway. During my fieldwork observations, I noticed a number of participants who 

felt miserable, frustrated and hopeless and who said that they were not feeling well and in 

socially isolated states. Most had fled from their homes in order to desperately search for 

safety and possibilities, therein, for pursuing their hopes and dreams and beginning a new 

life. But, they feel that their hopes and dreams are shattered by the uncertainty of their 

asylum applications, the long waits, fear of life-threatening situations at home, and the 

suffering, frustration and pain of their everyday lives. In that case, one said that he has been 

passing though a traumatic life and has many problems, along with uncertainty. He describes 

this as changing him from a social person into an antisocial, isolated person. He added that he 

has not talked with anybody except one person who he knew very well and that I was, other 

than this person, the first person who he has talked to in such depth. He felt that his hopes and 

dreams were devastated. He described, in relation to this, being competent but not having a 

work permit or any other opportunity to utilize his skills or support his family, which created 

a hopeless, fearful, and uncertainty situation that caused him sleepless nights, headaches and 

burning in his eyes.  

 

In line with this discussion, one study indicated that asylum seekers have symptoms 

of constant fear, sleeping disturbances, frustration and suicidal tendencies due to an uncertain 

state and poor mental health (Bracken & Gorst-Unsworth, 1991). Importantly, in this 

research, participants disclosed their hopeless state and uncertain futures, particularly in 

relation to having struggled tremendously to reach Norway only to find that their misery has 

yet to diminish and, indeed, that is has taken on additional forms of suffering. With respect to 

this matter, one participant uncovered that, before arriving in Norway, he had many hopes 

and dreams to begin a new and safe life for him and his family. Nevertheless, his hopes were 

tarnished and crushed by the long waiting and application process, the complications, the 

legal limbo and the uncertainty of his application. When he observes other people receiving 

rejections, this increases his frustration, fear and hopelessness. At the same time, he is unable 

to conceive of returning home, which he considers in terms of both death risk and shame for 

being unable to save his and his family members’ lives. Another research participant said 

that, if his application is rejected he will consider attempting suicide since he already lost his 
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hopes and dreams and is unable to help his wife and children who live in Turkey, under 

miserable and difficult conditions.  

 

Hence, a number of participants revealed the fear, anguish and uncertainty that 

contributes to their subjective mental health burden and that they perceive as having shattered 

their dreams and hopes. It is also evident, from one study, that asylum seekers are at risk of 

experiencing poor mental health during their post-migration phase in relation to, for example, 

fear of deportation, long waiting, denied access to work, education, medical support or social 

welfare, powerless positions and harsh living conditions (Ryan et al., 2009). The participants 

of this study also experienced what they, on many occasions, described as isolation and 

loneliness. Importantly, many participants expressed their vulnerability and described a risky 

situation due to their uncertain asylum application. One participant explained: “My life is 

uncertain. I want to study, I want to work, I want to make a new life. But everything is going to be meaningless 

if my case is not granted. Where can I go? When thinking about it, I realized that my life is unstable like a 

sinking boat in the deep blue sea. Then I realized that I need to finish my life no way”.  

 

In the same vein, these examples support the findings of other studies that indicate 

that poor mental health among asylum seekers is associated with uncertain asylum decisions, 

long waits, feelings of uselessness, feeling of deportation, sense of powerlessness, insecurity, 

feelings of loneliness and boredom, living in foreign cultures, marginalization (Brekke, 2010; 

Gerritsen et al., 2006; Khosravi, 2010; Lavik, Hauff, Skrondal, & Solberg, 1996; Miller, 

Worthington, Muzurovic, Tipping, & Goldman, 2002; Ryan et al., 2009). Moreover, another 

participant explained, “Who wants to live this life that is full of waiting and uncertainty? A person in the 

camp is in legal limbo.  You applied for protection and are then waiting for a long time with no result. They will 

not give you a ‘yes’ or ‘no’ answer and certainly you lose your hope, freedom of move, freedom of speech and 

all kinds of freedom. You cannot integrate into the society .You don’t have any activities to do, you don’t feel 

motivation to do anything”. Hence, this example and others are significant for analyzing their 

present situation in Norway as a situation of living in legal limbo and danger, uncertain about 

whether their applications will be granted and, hence, about whether or not they will be able 

to un-pause their lives and someday pursue careers, education, and integration and live a life 

outside of the asylum center. They feel powerless and helpless with respect to such matters, 

and thus feel nervous and frustrated simultaneously, which creates what they describe as a 

situation of endless suffering and pain. Such embodied experiences of suffering and pain, at 

times, even motivate wishes for death or thoughts of suicide, which indeed draws significant 

to their subjective mental health realities.  
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In a similar case, another participant expressed that he does not feel any motivation when he 

sees that other people have freedom to move, freedom to buy or freedom to return home 

whenever they want. Therefore, in this study, participants have been confronted with 

shattered hopes and dreams in relation to expectations that did not materialize. Therefore, it is 

established by many different accounts that the research participants experience monotony, 

hopeless, uncertainty, and cannot fulfill their roles,that they recall past atrocities through 

flashbacks and that they, at times, experience it as a burden to live.  

Moreover, it is also found in this research that the participants do not have activity or work 

permission and that they struggle to do just nothing, to lack activities, to everyday see each 

other in the same situation, which makes them tired, frustrated with each other, frustrated 

because of their uncertain future, and free but feeling not free. The participants are haunted 

by the past, which is reflected in the present and exacerbated by hopeless feelings about the 

future and fears they will never have a normal life again. Simultaneously, participants 

disclosed their loneliness and isolation. In that regard, one man said: “Day by day, in the camp, 

feeling lonely and isolated because I am far away from my family. Life in the camp is monotonous. Feeling 

ostracized from the world, nobody visiting me.”  

Many felt lonely and isolated, and many are separated and disconnected from their families 

and loved ones while living in the asylum reception centers. In my fieldwork, I found that 

many residents were in stressful situations and struggling to pass lonely time, probably due to 

their past memories, presently uncertain circumstances and fears. With regard to loneliness, 

one explained that he had not had any contact with his brothers and sisters for over three 

months. He does not know if they are alive or dead. Thus, such a situation further adds to his 

hopelessness, loneliness and mental suffering. In another case, one man said that some of his 

roommates were walking and talking to themselves, which he suggested as evidence of their 

mental hardship. Apart from this, another participant said that he does not feel good knowing 

that he does not have any future. Sometimes, he walks alone for a couple of hours in Oslo 

and thinks about what might happen if he were in Darfur right now – probably, he thinks, he 

would be in a grave next to his father. Hence, it has been clearly demonstrated that the 

majority of the participants in this research have faced and lived with uncertainty, in 

situations in which their dreams and hopes have been shattered and in which they feel 

isolated from the rest of the society while dearly missing their loved ones. In the same 

manner, loneliness and isolation make them more vulnerable, alienating them from the rest of 
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the world while they continue to endure suffering and pain that constitute both physical and 

emotional burdens. 

5.9 Economic and family hardship and responsibility:  

 

It is a matter of fact that many research participants have endured economic hardship, 

both at home and abroad, while they, at the same time, have family roles and responsibilities. 

Family is, for most or even all, the most important cultural unit and source of support. One 

participant said that, in his culture, it is very common to take care of and support the family 

financially, especially since parents struggle a lot to raise their children and spend a lot of 

money on their education, accommodation, and basic needs. Thus, adult children are 

responsible for helping the family financially. Other participants expressed that, without their 

financial support, their families could not survive. This participant regcongnized adds 

pressure and pain to the on-going struggle and mental health burden.  

 

It is a fact that many research participants do not have work permits, which increases 

their pain and distress, as, without work, they are not able to support their family. In that 

case, one participant stated that he needs to send money to his family because his parents face 

a huge economic crisis in their old age and do not have any money to survive. Even he does 

not have any idea how they will survive without his help. In a similar case, another research 

participant said that he cannot imagine not sending money home because, if he does not do 

so, he will lose his family forever and they will not survive without his financial support. In 

line with this discussion, various studies point out that asylum seekers encounter financial 

stress since they are not allowed to work during the asylum application process (Brekke, 

2010; Laban et al., 2004; Laban, Komproe, Gernaat, & de Jong, 2008; Ryan et al., 2009). In 

this research, it is apparent that many participants have family members, and especially wives 

and children, who reside in different places without financial support. For example, one 

participant revealed that he is very worried about his family because his wife and kids are 

living in Turkey without any financial support. His wife is 7 months pregnant and needs but 

lacks medical attention. At the same time, she does not have money to cover her daily 

expenses and food. Aside from this, he is worried about his children, who are not enrolled in 

school or any other activities and his daughter, in particular, struggles with flashbacks and 

violent memories. He told me that he feels very upset and he might go to Turkey, regardless 

of the cost and the difficulties and suffering he will face.  

 



 68 

Another participant said that, after his father died, he was not able to send money for 

his funeral or fulfill his responsibility to his family. At the same time, the money that he 

receives from the reception center does not cover his daily expenses in Norway. 

Consequently, it is tough for him to take care of his family. Therefore, when separated from 

their families or presented with a situation in which they cannot maintain or fulfill such roles 

and obligations, a number of the participants experience worry and stress. A number of the 

participants are separated from wives, children and other family members who are living in 

miserable and haphazard circumstances in either their home countries or settings of 

displacement. These participants express their concern for those living both at home and 

abroad due to the lack of safety, life threatening situations and everyday suffering 

encountered by their families. These and other participants explain that they are also unable 

to support their families, both economically and socially, as they were stripped of from their 

former professional and occupational identities. This paved the way for the potential 

disruption and undermining of these roles, which is significant for understanding their mental 

health situation. Such roles entail fulfilling familial and social expectations and, at the same 

time, resolving familial conflict and dispute. Miller et al. argues that a number of post-

migration indicators, including, for example, loss of social roles, social isolation, living 

difficulties and lack of income, are strongly associated with mental distress (Miller et al., 

2002) . 

In other words, most of the individuals in this study have familial responsibilities and 

roles on the one hand and, on the other, families that deserve financial and social support 

given the traditionally interdependent relations and familial configurations. To give and 

receive such support is perceived as important for their mental health and wellbeing. They 

emphasize that they cannot give up their efforts to support their families that need them. 

However, due to their marginalization and powerless position, they are unable to perform and 

fulfill their sense of purpose, duties and responsibilities as fathers to their children, husbands 

to their wives, brothers to their sisters or sons to their parents. They describe this as 

emotionally shattering.  

 

Furthermore, one participant pointed out that he is missing his family in a very 

emotionally difficult way, and that he cannot do anything for them. Sometimes, he explained, 

his head stops working because he is so emotional when thinking about them and talking with 

them over Skype twice or thrice in two weeks. Therefore, this participant stated that his life 

in Norway is one of “a fish without water”. On the other hand, the quotation “a fish without 
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water” implies that family is very important to the participant, as a fish indeed needs water to 

survive and thrive. They spent most of their pre-migration time with family and, hence, 

disruption and destabilization of this has contributed significantly to what they recognize as a 

poor mental health situation. One man said he suffered financial hardship and was unable to 

support his family, which caused him sorrow and pain. Since his mother was severely sick 

and she needs better treatment but he could not support her in any way. On the other side he 

worried about his asylum decision and struggle to fulfill his economic responsibility to his 

family, which makes him nervous and worried. It is also found that, in many of the 

participants’ cultures, economic support is a common expectation from the family. During 

the interview session, this participant further said that he could not sleep for two nights 

because of this. His eyes were red and burning. It is significant to comprehend that most of 

the participants have familial and economic responsibilities, and that they encounter a range 

of difficulties due to not being allowed to work or perform familial and social roles, and that 

this is associated with their mental health.  

 

5.10. Summary: 

 

The overall research findings in this chapter make it clear that most of the research 

participants have understood their mental hardship as associated with their asylum seeking 

positions and daily lives in Norway. I have discussed participants’ individual experiences of 

suffering and offered interpretations of their constant misery, plight and painful lives, as 

associated with mental health. I discussed the ways that participants identify their difficulties 

and their flashbacks, the ways that they distinguish when others are suffering and the pain 

that they describe when asked to discuss mental health. Thus, the ways they narrate their 

constant suffering, sorrow, fear, frustration and painful experiences at different stages of life 

and the ways that they experience hardships in which their bodies and minds are immensely 

inflicted with agony becomes clear, as does the ways that they bear the burden of mental 

suffering in their daily lives in Norway. Hence, the ways they describe and define the notion 

of mental health in their own lives is substantial for understanding mental health. Participants 

identified their painful and struggled lives in Norway, the everyday challenges that they 

encountered in the reception center, which many considered as a “living cage”, 

“imprisonment” or “living hell” with harsh rules and regulations. Further, participants 

discussed their frustrations about insufficient amounts of food and efforts to manage food 

from outside. Many pointed to their economic and family hardship, as well as experiences of 
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numerous forms of discrimination, stigmatization and subjugation that they confront both 

outside and inside the asylum reception center. Many expressed feelings of cultural shock, 

uncertainty, instability, monotony, and unpredictable and powerless positions along with 

loneliness that they related to their mental health problems. Simultaneously, their past and 

present suffering and pain leads to thoughts of suicide and feelings that their lives are 

worthless and uselessness, particularly with respect to their inability to arrange a safe and 

stable life for their family and themselves. 
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Chapter Six 

Understanding mental health among Asylum seekers 
 

 
“We don’t know what is a mental health problem, but we realize that we are suffering, in a stressful situation. 

When somebody cuts their hand, then they feel pain, heart is beating, pain, dry mouth, and sore throat. As a 

refugee, it’s not possible to say what are psychological or mental or social problems. We just say this is the 

syndrome we face at this moment. My country is taken and occupied by dictatorship. My family is in a 

vulnerable situation in another country. What about my job, what about my future, what about my dreams, what 

about my past organized and happy life? We don’t know how long we will stay here; in that situation, it’s a 

great existential problem. I will say I have a hell of problems. My country is in war, I am sad, it affects me and 

my daily life. I am worried about the upcoming situation, I don’t have a house or safe place to live or sleep and 

dream. It makes me angry, sad, poor, afraid, scared. It makes me lonely. It makes me feel scared and nightmare 

about what happened in my life. I lost my parents and brothers in the barrel bombs, my house was demolished 

under the ruble and debris. I lost my hope and faith with me”                       - Rikib a schoolteacher 

 

6.1 Introduction:  

 

The above illustration describes clearly the whole picture of struggling, suffering and 

mental hardship that is inseparable from the research participants’ mental distress. The 

prevalence of mental hardship is considerably high among these individuals, which is directly 

linked to their constant suffering and sorrow that can be defined and described in many ways.  

This chapter will thus consider the ways that the participants describe and explain the 

notion of mental health, the ways they interpret the reasons for and causes of mental health 

problems, and the ways they define poor mental health and relate these problems to other 

notions, including mental disorders, mental illness, sadness, unhappiness, pain, hopelessness 

and suffering. Simultaneously, these signs and symptoms are interconnected and represent 

these individuals’ cultural contexts of their worldviews, as culture shapes their subjective 

understandings of mental health. Indeed, these individuals are inextricably linked to their 

cultures, and they describe their emotions and connections to their family, friends, nearest 

one, food, dress codes and everything that shapes their individual mental health experiences.  

 

6.2 Descriptions and understandings of mental health problems:  

Most of the participants in this research described varied thoughts about and different 

interpretations of mental health problems, as well as varied understandings of the causes of 
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and reasons for poor mental health, which is going to be discussed consecutively. During the 

fieldwork, participants were asked how they define, identify and recognize mental health 

problems or poor mental health situations and other interrelated issues, such as suffering, 

pain, sadness and hopelessness. Many expressed their mental health problems within the 

context of various expressions, symptoms, symbols, and signs of both distress and suffering, 

which is both a visible and invisible entity. It becomes clear that mental health problems or 

poor mental health can be identified with respect to a board range of symbols and signs of 

emotional and psychological distress. Even some participants expressed that they do not 

know what a mental health problem or poor mental health is, but that they just know it is an 

expression that they feel and face.  

 

A person with poor mental health, the participants suggest, has a combination of 

sadness, distress, hopelessness, pain and suffering, likely related to a number of issues, 

including instability and uncertainty. When a person lacks control and tolerance, freedom and 

basic human rights, fundamental and basic needs and respect, and when he or she experiences 

uncertainty, instability, economic hardship and social, cultural and ideological conundrums, 

this leads to poor mental health or mental health problems. At the same time, a person 

experiences a poor mental state when he or she has become engulfed in legal limbo, constant 

suffering, pain, past traumas such as killing shooting, bombing, violence, brutality and death, 

and losses of home, family members and loved ones, job and business, education and, 

overall, a well-documented life in the past. In such a context, one participant identified 

mental health problem as occurring if a person is thinking and thinking constantly about the 

past and present suffering and misery. This creates pain and frustration that contributes to the 

pressure experienced by both the body and mind. Eventually, it prevents one from thinking 

optimistically.  

 

Importantly another participant recognizes a mental health problem as something that 

he is presently experiencing. He said, “Look, at me I don’t live normal life. I don’t receive your 

questions or communication properly or in the right way. My action is not regular one; I am not normal or in a 

usual situation. Its means I have a mental health problem. So you should not blame me because of my irregular 

situation.” Some participants said that they do not have any feelings or physical indications of 

expressions because they are so occupied by distress and suffering. As one man described, “I 

don’t have any feeling now. If somebody is laughing in the room then I start laughing with them without 

knowing the reason. If somebody is feeling sad then I said “la haola ola kuyata (sad expression).” Though he 
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did not know why he did so, it means, to him, that he does not have a good or normal mental 

state.  

 

This and other account reflects the misery and unbearable circumstances that most of 

the research participants encountered in their everyday lives in the asylum reception center. 

Many others echoed mental health problems linked to their family and economic 

responsibilities, poverty, other factors linked to their marginalized and risky situation that 

directly affects their mental health burden. As one said, “I think poor economic situation is also 

connected to mental health problem. If you are poor, it means you are sick because you are unable to fulfill 

your basic demands. If you are poor and have no money, you cannot buy the food, and if you don’t buy the food, 

then you feel crazy from hunger. You cannot concentrate in other activities. If you are poor, nobody will give 

you food, shelter, loan or any kinds of support, life becomes hell. If you are poor, then you don’t have a job or 

education or good place to live or money for medical treatment, so you become mad and crazy from the 

unstable situation. You feel a loss of value to live, you will find it useless to live, which causes a huge mental 

health problem and suicidal tendency.”   

 

Other participants idenfied and recognized thier suffering and pian with regard to 

family matters that are closely linked to their mental health problems. In that respect, one 

man illustrated, “What do you think, how I will survive and how I will help my family? My brain is not 

working at all, it is hitting me all the time. I feel somebody hammering my head all the time and I am trying to 

escape. I am trying to escape from myself but again somebody chased and started hitting me. I can say to you 

that if it is going to go on for long time, I will be a crazy person soon for sure. I don’t want to live in such 

situation. My heart is beating all the time, no doctor or anybody can solve my problem. I can only see the long 

dark night that can never ever be over.”  

 

This is how the speaker describes his agony and distress in order to define and explain 

his perception on mental health problems. And it is most likely possible, from this statement, 

to think that a person with such mental hardship cannot bear the long burden of mental 

hardship that affects confidence, skills, thoughts and suffering. Many express their mental 

health burden, one participant explained, “the camp is a mental prison.” This narrative is 

symbolic. However, it has great meaning to articulate the existing mental health burden of the 

participant.  

 

During my fieldwork, some participants described others’ mental health problems. 

One explained that his roommate woke up and started yelling in the middle of night. “Yes, this 

symptom, you can call it poor mental health,” he explained. Later, he heard that the person had lost 
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his brothers and parents in the bombing in Syria. This made him very upset and trumatized. 

As one participant explained, mental health problems can be identified among people who 

have lost everything and who do not know what to do now or how to survive. They do not 

have any future, which make them emotionally shattered and crushed. Nobody cares about 

their pain and agony, and they are dying every day. All of this, participant explained, causes 

mental health problems. Thus, it is apparent that the speaker not only expresses being himself 

overwhelmed by mental health problems, but that he has also observed the sadness, fear, pain 

and agony of others who are also afraid and unsure of what going to happen, who are full of 

uncertainty, and who have with lost their nearest ones and endured violence and hardship. 

These types of experiences and feelings are undeniably associated with mental health 

problems. Even if I observed that sometimes people live and spend a lot of time alone, with 

what they described as blocked minds and and an inability to think about anything other than 

their hardships and worries. Even many participants self-identified as sufferers of mental 

health problems and, at the same time, also recognized poor mental health among others. 

Thus, it is evident from statement that people have gone through both physical and 

mental health problems, and that they have little support to overcome this situation. Many 

said that they feel sick and stressed inside their body, some feel backpain and problem with 

sitting but that, even though they feel sick or pain, there is no sign of sickness, which can 

itself, they explain, lead to mental health problems. One participant, for example, explained 

that he feels ill every day, but that doctor could not find any disease. In his account, “I have 

this feeling. I feel something wrong with me about my health but, in reality, I don’t have any sickness. 

Sometimes I bang my head to the wall repeatedly and feel ashamed, wondering why my life is like hell, why my 

life is not like other ordinary Norwegians. I don’t feel well when I recall those nightmare and hell days. It’s a 

disaster in my life. I don’t have any hope anymore”. As the notion of mental health problems is 

extremely intricate and related to many issues, participants offered multiple explanations for 

and ways of defining and describing mental health problems and mental distress. In that 

manner, one shared that there are some myths about the causes of mental health problems in 

his culture. One myth, for example, says that, if you or your wife did anything wrong or illicit 

in the past or present, then its affects your children and they are going to suffer from mental 

health problems or disorders because of it. It has been noted, with interest, that many 

participants conflate mental health problems with many issues, displaying a range of 

interpretations of the concepts of mental health and poor mental health.  
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When one participant was asked how he defines, identifies and understands poor 

mental health, he said, “I think poor mental health means when a person is frustrated and stressed with bad 

feelings connected to poor mental health or mental health problems. It can be caused by terrible experiences in 

the past and everyday suffering in the camp and flashbacks of past violence and catastrophic experience all can 

lead to poor mental health”.  

 

Therefore, it can be said that participants have different interpretations of poor mental 

health and that they identify various phenomena for example, poor housing or food, bad 

feelings or mode, frustration, uncertainty and suffering, as responsible for their poor mental 

health situation. Moreover, in order to justify their narratives, they deliver examples linked to 

the concept of poor mental health. In that case one man said his roommate described his poor 

mental health as related to his concern for his family and kids who are now in a refugee camp 

in eastern Chad fleeing from Darfur because of ongoing violence and oppression. He 

repeatedly stated his concern for his 5 year-old son who is stressed by violence, torture, and 

mass killing in Darfur. The participant does not have any financial means of offering them a 

safe place to live or meeting their needs. This is a fact that a number of participants shared 

that they experience mental distress and a poor mental health situation because of their 

vulnerable and marginalized state, and because of their uncertainty and concern for their 

family and hopleless situation. Where one defiend his present situation might level poor 

mentla health. He said, We are not in a position to continue in a normal life. We have been suffering and 

living in a hell. I wish there is a psychiatrist to go and ask to talk with. Sometimes I talk to myself. Sometimes I 

feel, I want to throw my mobile at the wall and crush it in a thousand pieces. Sometimes I feel I want to throw 

myself from the window. Sometimes I feel too much pain inside my heart. How do I take it out, should I cut my 

hand? I feel to do it. I want to take this pain out from my heart. I know this is not my way but I feel I am losing 

myself. The man further exemplified his struggle and poor mental health when he explained, 

one day, there is a party downstairs, but I cannot go there and entertain the party because, in such a situation, 

you cannot go to a party, as you cannot receive things in the party in a right way. Another time, he related 

to his poor mental health by describing his misery and plight,  

 

“My city and family is without electricity and they are using battery. If the battery shuts down, then she (wife) 

will lose all kinds of communication and if it happens, then I don’t know how to contact my wife and kids. I feel 

pressured, my heart is bubbling. Since morning to night, I just took only one meal – it was lunch, no breakfast 

or dinner. I cannot take food inside my body, my stomach refuses to receive any kinds of food because I am in 

full pressure, nervous and have gastric problem. Since morning, I just drink some water and lunch, that’s all. If 

you give a dish, I cannot receive this food in anyway. I said to UDI, if you delay my paper, I will go back to my 

home. I am not going to stay here, if it is too late, I will lose my family. The lady in UDI told me you should take 
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your family out from your city. I said I don’t have any support to do that, my family is in full danger. I lost my 

house, I lost my business, I don’t have any source of income, and I have no support to bring my family here”.  

 

This and other narrative illustrates the mental health burden faced by the participant 

and suggests that, in a broader sense, mental health problems are not isolated phenomena but 

subjective experiences of fear, sorrow, and suffering that most of the participants regularly 

expressed in their narratives. These participants characterize their poor mental health as 

resulting from uncertain circumstances, economic and family responsibility, undecided 

asylum applications, long waiting, powerless positions, misery and plight at home, concern 

about and separation from friends and family members, economic and social constraints, and 

insecurity and powerlessness, unable to control emotion. With similar connotation Ryan et al 

pointed out that due to asylum status, problem with work and accomodation, problem with 

education and social benifits along with complication of post migration sitatuion. As well as 

past misery with uncertain situation resulted in poor mental health outcome (Ryan et al., 

2009) . While in the avobe examples it is quite clear that participants in this study faced 

numerous struggles with uncertainty, a state that has strong links to their poor mental health. 

 

In this study, participants were further asked to discuss how they recognize and 

identify mental disorders, pain, suffering, sadness, hopelessness and other kinds of mental 

distress. They have a volume of explanations regarding these issues and, importantly, the 

definitions of and terms they use reflect their personal understandings of these concepts. For 

instance, one man from Sudan says that mental health disorders are different from mental 

health problems. One participant described mental disorders as forms of craziness or madness 

from childhood or by birth, as situations beyond control. Yet others described the notion of 

mental health problems in relation to suffering, pain, sadness and hopelessness and as 

relevant to their own experiences and mental distress. In that context, one participant 

explained that the terms “suffering”, “struggle” and “pain” have similar meanings from his 

perspective. He reported that he is suffering and struggling to cope with his current situation. 

His case has been processing for over one year and he does not have any work. He does not 

know how to continue his life here while his wife is struggling to cope in Pakistan. According 

to the participant, he is hopeless. He is struggling to find motivation for surviving. Moreover, 

such a discussion is in line with several studies in which the authors argue that pre-migration 

and post-migration stress, in combination, have considerable effects on the mental health of 

refugees and asylum seekers. The authors point out that pre-migration mental distress is 
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characterized by having witnessed and/or experienced war traumas, physical and emotional 

torture, fear and forced displacement. Post-migration stressors may include living in foreign 

country with an unfamiliar culture and language, economic strain, unemployment and 

constant uncertainty. All such matters, both past and present, are understood as associated 

with mental health problems (Iversen & Morken, 2004; Keyes, 2000; Ryan et al., 2008).  

 

In this resaerch particpant have various interpretation in regard to suffering and pain 

for example one said he knows number of persons in the reception center who carry pain and 

suffer throughout their daily lives. For example, one participant expresses his understanding 

of pain as linked to overall mental health. For him, pain is a kind of feeling that people 

experience when suffering. He says, Take, for instance, if you got into an accident. Then people 

experience pain. If someone got a headache, then it’s a pain in the head. For example, I feel pain in my head 

and body when I don’t find any answer to knowing no future. You may say that, in the camp, people are feeling 

pain with suffering. I know one person who had pain in his head constantly because the flashback evolved in his 

head at night. He got the negative decision which made him double pain. People forget they have capacity and 

skill that can help them.  

In another case one man revealed the correlations between suffering and deep pain 

while describing a man from Syria who always spends time alone, does not talk with 

anybody and always keeps silent. One night, outside of the TV room, he was crying while 

sitting on a bench. The man approached him and asked what happened. The man responded 

that he was okay and then left, but the participant knew he was in pain and had suffered a lot 

in his life. “I am sure he was crying for pain and suffering that he was carrying in his present life. I think you 

get the idea what I mean, pain and suffering!” the participant said.  

 

Thus it’s quite convenient to comprehend that pain and suffering is one form of an 

embedded mental state that the participants recognized visibly and related to their internal 

mental distress. Different participants recognized that their pain and suffering resulted from 

their past traumatic experiences in their home countries where they literally lost their 

countries, societies, homes and traditions, as well as from their experiences of torture and 

violence during their journeys and their post-migration hardships, both physically and 

emotionally. Moreover their experiences of bodily pain are traveling through time and space, 

which greatly affects their mental health situation. Therefore, pain and suffering result from 

various social, political and cultural forces that need to be considered in relation to mental 

health (Kleinman et al., 1997). On the one hand, cultural responses to traumatic experiences 
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of torture and violence transfer into a language of pain and, on the other hand, embodied pain 

translates into physical pain that most of the participants are bearing since being forcibly 

uprooted from their origin countries. At the same it is important to understand the body and 

mind as inseparable in order to understand subjective mental health, since the body is a 

source of subjectivity, symbol and metaphor (Csordas, 1994; Kleinman et al., 1997). 

Therefore, bodily experiences of violence and atrocity manifest as both physical pain and 

mental distress. Additionally, individual experiences of misery and plight are matters of 

suffering and pain, and the body is a symbol of such suffering and pain.  

 

Take, for example participant accounts of bodily experiences of crying, headaches, 

accidents, hospitalization, showering several times a day, experiencing flashbacks, and 

keeping silent. All may be interpreted as signs and expressions of suffering and pain that the 

participants describe when asked to discuss mental health. In tandem, another speaker shared 

his understanding the term pain as follows:  

 

“I am feeling pain which is coming from inside, because the time is not passing quickly. I don’t know what to do 

all the time in the camp. I have pain all over my body, pain in my stomach and lungs, pain in my mind, pain in 

my hands and legs, pain in my head, everywhere. It is unusual. You feel hopeless, helpless and desperate 

because of what’s going on in my life. My memory is gone, I cannot remember my computer skills so much, and 

even I am not interested to learn Norwegian because my memory is getting lost.”  

 

In this account, the participant describes pain that manifests both emotionally and 

physically, and suffering that he relates to as mental distress (Csordas, 1994). Therefore, to 

some extent, pain is a manifestation of suffering and suffering has strong links to the 

hopelessness and uncertainty that most of the research participants describe in their 

narratives. In line with this discussion, Coker (Coker, 2004) points out that refugees narrated 

their illnesses with respect to their traumatic experiences. Further, Coker recognizes these 

illnesses and pains as “travelling pains”, since refugee illnesses are integral parts of their 

bodily experience of travelling. Similarly, Candib suggests that the body can retain physical 

memories of pain and torture that transfer from one place to another (Candib, 2002), just like 

“travelling pains”. Likewise, the body can retain memories of physical and emotional pain 

from previous experiences that can manifest in the present.  

I agree with Coker and Candibs. In my fieldwork observations, I noticed that various 

participants shared their memories of pain and suffering that they have carried and “travelled 

with” since their forced dislocation and into their post-migration lives in Norway. However, 
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when asked to explain sadness and suffering, they often do so with respect to their daily life 

experiences. In that circumstance, one participant shared his understanding of sadness and 

suffering with a different point of view. He described sadness as occuring when a person has 

suffered and faced difficulties. Sadness is one reason for poor mental health; a person can be 

sad for many reasons, and especially when people face challenges during the journey that 

cause sadness. He explained that many Syrians are discriminated against in Europe, which 

makes them sad because they came here for safety and dignity. Thus the notion of sadness is 

characterized by instability, uncertainty, loss of functioning, loss of capacity to control 

existing mental hardship and, on the contrary, the mind is detached from the physical entity. 

The latter might characterize participant accounts such as, “my body is here but my heart and 

mind not”, which suggests that their physical entity is at the asylum reception center but their 

heart and mind is not. In other words, the heart is the center of physical entity, where the pain 

exists, and the embodied pain circulates to different areas of this entity from the center of the 

heart. Moreover, the mind is an intrinsic part of the body and, therefore, when it is separated 

from the body due to forced displacement and other complications, it affects the body to a 

great extent and eventually mental health as well. Another participant claims his 

understanding of sadness is a situation in which people are feeling unhappy, which is 

connected to struggling. He explains, if I get negative result from UDI it will turn into sadness and I will 

struggle to cope with the situation. So if you say struggling, unhappiness and sadness might be similar terms 

though it depends on different situations, am I correct?  

 

These examples of sadness give us an impression of how the participants recognize 

and identifying sadness, and how they relate this to their mental health. It is also clear from 

different accounts that sadness, pain, suffering and mental distress have been linked to each 

other in discussions of mental health problems. In addition, one man further said that his 

experiences of sadness involve a time when one of his childhood friends was killed in the 

Sahara during the journey to Libya. Thus, it is clear that participants have a range of 

interpretations regarding sadness and that these are obviously associated with mental distress. 

In another case, the participant mingled his discussion of sadness and suffering.  

 

Aside from this, other participants shared their understandings of the notion of 

suffering in their narratives. A schoolteacher explained that he thinks suffering means how 

much a person feels pain and is affected by difficulties in life. He delivered some example in 

favor of his account. As he said, I suffered a lot with pain when I recall my father died in air strike. 
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Suffering is connected to pain as well since I feel pain when suffering started. I feel pain in my whole body, I 

feel devastated and pain when my heart suffered a lot. I think suffering and pain are interconnected.  

 

Thereofere suffering and pian is embodied epxperinence that participants encounterd 

throughout thier different phases of lives. Similarly another explained suffering has relation 

to being unable to concentrate in life or sleep properly, and to feel constant tension and 

uncertainty about how to manage his daily life. According the participant, he is suffering for 

his wife and kids. They need him a lot but he is in legal limbo and does not know when he 

will get his final result. He further said to me,  

You can say this situation is connected to suffering and hopeless situation. Hence the narratives of 

suffering represent and consist of different interpretations that, to a great extent combine to 

constitute and shape the participants’ subjective mental health experiences.  

 

Simultaneously, it is well documented that suffering has deep connections with painful 

experiences of uncertainty, torture and violent experiences. The body is a primary site for 

experiences of physical and emotional abuse and torture and for the recollection of these 

experiences. Suffering is embodied (Van der Kolk, 1994). With a similar suffering narrative, 

another man reveals that he is suffering every moment due to his situation. As his family is in 

Syria, he regards them as trapped in a live grave. He is constantly worried about his wife, 

kids and mother-in-law; there is no water, no electricity, no heating device. This man 

explained, What do you think, how can I calm down after receiving the message that my child got pneumonia 

and fever due to severe cold and, on the other hand, the whole city is closed. So nobody can buy oil to warm the 

room or other daily needs or go to doctor or get medicine for my kids. Can you imagine the whole winter living 

without any heating? This is not our way of life. Sometimes you don’t know how to react or how to communicate 

because your mind is somewhere else. 

 

 Hence, this example clearly shows that suffering has multiple forms, meanings and 

interpretations, which are implicated in cultural, social and political forces (Cargile & 

Salazar, 2016). Such suffering manifests in relation to various experiences that participants 

encounter in their lives. I agree and think this offers a useful vantage point from which to 

interpret the research participants’ suffering experiences, memories and articulations. As 

Kleinman et al. suggests, suffering is social experience symbolized in different manners and 

articulated through diverse narrative of pain (Kleinman et al., 1997). On the other hand, it is 

worthy to consider, as well, Coker’s suggestion that emotional and social pain is connected to 

and can manifest as physical pain (Coker, 2004). Most of the participants indeed experienced 
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various kinds of mental distress and suffering, and described both the psychological and 

physiological manifestations of such. Moreover another explained:  

 

Sometimes, you can recover from the suffering and pain, but sometimes you cannot. It depends on certain levels. 

If your pain is beyond the limit then you cannot recover from suffering and pain, Sometimes, I feel to open the 

window and throw myself from the window. For me, suffering, sadness and unhappiness is the same. I have so 

much pain that I cannot differentiate anything. My situation is so bad that I am always thinking about my family 

and their safety. I am feeling helpless, as I cannot support my family who is in a live graveyard in Syria. I am 

trying to be close to my God but sometimes the suffering and pain is so strong that it crosses the boundary.  

 

In this way, people referred to their emotional and psychological hardship and the 

burden that they are carrying in their minds due to the horrific challenges and difficulties that 

they encounter in their everyday lives and in different phases of their pre-migration, 

migration and post-migration stages. Importantly, this suffering and on-going pain, in this 

participant’s account, prevented him from having a normal mental state and blocked him 

from moving forward and controlling his thoughts and emotions. Concurrently, this 

participant evidently identified and recognized the notions of pain and suffering as 

inextricably linked to his constant mental distress. When asked how he recognizes and 

defines the notion of hopelessness, one participant said,  

 

“A person feels hopeless when a person wants to die, I think. You can see people in the camp are hopeless, 

especially people who have fingerprints in other European countries and have possibilities to be deported. In 

that situation, people are hopeless; a person can be hopeless when he or she is in prison or captivity by human 

smugglers or rebel groups or regimes. At that time, people start feeling hopeless since this prevents them from 

seeing any possibilities and prospects in life which ultimately leads to suicidal tendency.”  

 

Hence it is considered that a hopeless position is combined with different signs and 

symbols of emotional and mental suffering that, to some extent, are linked to the uncertain 

position that the participants are situated in and the challenges they face. Moreover, through 

participants’ accounts, it is clear that, long waiting, experiencing captivity, suicidal 

tendencies and missing and concern for family members causes their hopeless situation, 

whereas such hopelessness understood as, to a great extent, connected to suffering and pain. 

Such a discussion is in line with other studies. For example, Laban et al. described similar 

kinds of hardships that Iraqi asylum seeker encountered during their post-migration phase in 

the Netherlands (Laban et al., 2004). Likewise, another participant described that he thinks 

hopelessness results from uncertainly in life. For example, he knows one man, after receiving 
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the 2
nd

 negative he was so ”crazy” and he tried to destroy his pillow and other stuffs that 

belonged to the participant. He was so “audacious and arrogant,” the participant explained. In 

the room, he talked over the phone so loudly that the participant and others were forced to go 

outside the room. Every time he left the room, he opened the door loudly. The participant 

asked him, “Why don’t you respect or understand us? Why are you listening to music loudly? Don’t you see 

we feel disturbed? And the man said, “Who the fuck are you to dare to ask me this question? I don’t care about 

anybody, leave me alone or fuck yourself. ” Later, he apologized for his words and said he had 

received a negative response from UDI and felt so hopeless and scared about his future that 

he was out of control. This narrative clearly describes the hopeless state that the participant 

perceived his roommate as suffering from, and what he perceived as this person’s daily 

struggle with mental distress, in which overwhelming emotions and mental pressure 

disconnected him from others and put him into a jeopardized mental state.  

 

 It is evident from the above examples that, due to receiving a negative decision and 

fearing deportation, residents are understood as “going crazy” unconsciously and displaying a 

lack of tolerance or respect for fellow roommates. In tandem with this, in many cases, 

participants have experienced intolerance and a lack of control over their emotional, mental 

and physical distress, which increases their mental health burden. In many cases, it has been 

noted that participants have lost their control and ability to cope with existing struggles and 

hardships, which they are constantly bearing. Loss of control involves a perceived lack of 

freedom, sadness, suffering and painful life that triggers to violent reactions, uncertainty, 

instability and intolerance towards others. For example, not only in the above narrative but 

also in other cases, we can notice intolerant attitudes towards others, and it seems apparent 

that this results from a situation of mental distress. The literate meaning of intolerance might 

be understood as being unwilling to accept others voices, attitudes, behaviors, beliefs and 

dogmas. Therefore, this intolerance concept might be interpreted as being unable to bring 

peace to one’s mind or control one’s emotions and thoughts, which might be understood as 

interconnected with a poor mental health situation.  

 

6.3 The concept of mental health in different culture: 

 
This study shows that many participants have connected their understandings and 

experiences of mental health with the notion of “madness”, “craziness” and “mental”. 

Madness and craziness are the two most predominant concepts referred to by the participants, 
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which they use to describe mental health problems. The term “madness” has strong 

connotations with negative sociocultural perceptions of mental and emotional distress. The 

notion of madness consists of severe signs of mental illness and, in particular, visible 

indications of psychological, mental and emotional distress, as described by the participants. 

They explain that a person can be recognized as “mad” due to abnormal and culturally 

inappropriate behaviors and attitudes. Importantly, mad persons are considered to be living in 

their own domain, disconnected from the rest of the world, and they might be regarded as 

violent and dangerous to others. At the same time, the term madness can be related to 

insanity and, therein, to mental instability and a lack of control over one’s body and mind. 

Such persons, many participants suggest, are engaged their own worlds and detached from 

that of others, routinely displaying socially unacceptable behavior, talking to themselves, 

sporadically laughing, and appearing unkempt, with inappropriate or dirty dress. A person 

with madness may also display harmful and aggressive behavior, even threatening others, 

talking inconsistently, and displaying socially unacceptable physical signs, therefore leading 

to social isolation and stigmatization.  

 

Simultaneously a person with mental problems or madness was understood as 

possessing a long mental and emotional burden and hardship enduring throughout their life, 

as well as struggling to live in their own realm in which it is difficult to coexist with others. 

Moreover, as previously discussed, most of the participants conflate madness with many 

forms of mental distress, for example, connecting madness with pain, suffering and “crazy” 

actions. In addition, the notion of “mental” is also connected to the disruption of social norms 

and actions, as a person with a poor mental state is also considered to behave inappropriately 

within and be disconnected from the social and cultural entity. At the same time, it also 

understood from different interpretations that a “mad” or “mental” person has deviated from 

normal life and from cultural norms, values and customs. Additionally, the notion of 

“craziness” is also, to some extent, connected to the disruption of social values and norms 

and believed to be possessed along with physical and mental distress. At the same time, a 

person with craziness was understood as displaying aggressive behavior and a lack of 

judgment or good sense, alongside one form of insanity that might be linked to madness or 

psychotic behavior. Therefore, many participants indicated that people of such kinds of 

abnormal states might negatively affect their society or bring harm to others, which can also 

lead to a stigmatized and isolated situation. Since most of the participants in this study have 

gone through rigorous struggles, suffering and hardships, this is understood as the source of 
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their deviation from normality and their high burden of mental health problems, as described 

by the participants. 

 

Significantly, many participants demonstrated that, in their cultures, they do not have 

a concept of mental health or mental health problems. Nevertheless they identify and 

recognize the term mental health with other culturally affiliated concepts, such as suffering, 

pain, uncertainty, distress, hopelessness and sadness. Importantly, they have connected the 

very notion of mental health with the understanding of poor mental health or mental health 

problems, since many revealed that they do not know the difference between mental health or 

mental health problems. For example, when I asked one man from Afghanistan, how they 

express mental health he, in reply, said that, in his culture, the local meaning of mental health 

refers to “Wazeyat Rawani صحي يا رواني وضعيت”. The term is itself close to the concept of 

mental health. At the same time, the other meaning of mental health connotes craziness or 

madness. If somebody has “Wazeyat Rawani” then the person has been treated as “mad”. 

Even another participant from the same country recognized the notion of mental health in 

relation to the similar concept of “Mushkilate Rahoni”, which is used to refer to people who 

have a psychological or mental health problem. It can refer to psychological problems, 

including those caused by traumatic situations or resulting from difficulties and hardships in 

life. In their culture, they explained, they do not have doctors for mental health or 

psychological problems. When I asked one man from Eritrea, about how he describes mental 

health, he explained that they do not have a concept of mental health. Rather, they have one 

concept, called in the local language Bilen, “Mehangle Sagam”, which means mental disease.  

 

“It means if you have mental health problem or if you have craziness, particularly if you are killing yourself 

then its mental diseases or mental health problems. If you are always fighting with other people without any 

particular reason then its mental health problem. If you feel all the time worried about your present, past and 

future than it’s a mental heath problem …am I right?”. 

 

 So, it is obvious that a person with mental health problems is often understood as 

unable to control his mind, body, and thought process. At the same time, another man said 

that, if somebody has a psychological problem, then they consider him abnormal . Since 

people with mental health problems have been labeled as “mad” and “crazy”, as a way of 

indicating a form of abnormality that can refer to mental health problems or poor mental 

health. In such a context, people can be isolated because of this status. At the same time, 
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people with mental health problems cannot get certain jobs, so they might try to conceal it. 

So, there are different reasons for why people try to hide their poor mental health, which can 

itself contribute to escalating their mental health burden. In such circumstances, one man 

from Syria shared that, in Arabic, one may refer to “alsshhat aleaqalia-العقلية الصحة”, which 

means a mental sickness or problem. For example, he said,  

 

You may see me, I am happy or hanging out with my friends, but you know a happy face does not mean 

happiness.  Since it’s about prestige, for a man to not show psychological problem. It’s not common to discuss 

this issue in public; it’s a kind of taboo issue in our culture. It’s not common to go for mental health problems to 

doctors or seek for mental health treatment. It’s considered that, as a man, you have to solve this problem your 

own way, not to discuss with other people.   

 

Therefore, it is noteworthy to analyze that the construction of mental health problems 

as taboo and connected to stigma, describes itself a form of discrimination and powerless 

situation in which people have been marginalized in their own cultures and less negotiable 

position. Besides this scenario, other participants describe this matter with fear. One man 

says that it is very difficult in his culture to admit mental health or psychological problems. 

Even they do not have the concept of psychology and, therefore, even though people have 

psychological problems, they don’t know how to handle them. This narrative is substantial 

for understanding why some cultures deny or reject mental health problems despite the fact 

that participants described as taboo to discuss these matters publicly as it linked to social 

shame and dishonor. Therefore, there is a tendency to reject or deny mental health problems.  

 

Interestingly, this denial of mental health problems is also apparent in Afghan and 

other cultures. Take, for instance, one man who described the reason for denial and how, in 

Afghan culture, they do not admit that they have mental health problems. This, is explained, 

is connected to their pride and prestige, that nobody wants to loss this family or social pride. 

According to the participant, it is shameful to admit that somebody has mental or 

psychological problems, and, as well, fear and weakness are kinds of taboos. It also depends 

on whom they are speaking with. People consider the kinds of risk involved in sharing their 

personal problem. Importantly, with a similar understanding, a man from the same country 

said that the terms used to describe mental health problems are offensive and derogatory 

words that nobody wants to be associated with because of shame and humiliation, which be 

considered as pollution. Pollution is the opposite of purity, and pollution is connected to 



 86 

taboos in different societies (Barnard & Spencer, 2002, p. 658). If a person has been 

understood as having a mental health problem, then that person and his or her family is 

supposed to isolate from the community and society overall. People have a tendency to reject 

being labeled with mental health problems. 

 

Similarly, participants have also discussed other consequences of mental health 

problems. For example, one participant shared that people with mental health problems faced 

myriads of difficulties and challenges due to their mental distress, which is the reason for 

why people try to hide this status from others. He said that, in the street, children might mock 

people with mental health problems. People might throw stones or bricks at persons revealed 

to have mental health problems. In another case participants described the kind of 

discriminatory “joking” that people who are perceived of as “crazy” might be subjected to. 

For instance, a participant described a person who lost his son and daughter in the war, and 

who became mentally unbalanced because of it. He talked without thinking and his abnormal 

behaviors earned him the disrespect of other persons and society. One day, his neighbor told 

him “Hey! Guy, do you want to race with me, 100 meters!” This story clearly shows how people with 

mental health problems can be treated and marginalized in different cultures.  A person with 

mental health problems is not socially accepted and social stigma is very common. For 

example one participant described a person from his area who had mental health problems 

and who had never been taken outside the house because of stigma, social defamation and 

cultural shame.  

 

Hence its draw important attention that people with mental health problems are 

considered as shameful for the family. Therefore, such people may hide these problems to 

avoid harassment. If a person has been understood as having a mental health problem, then he 

and his family is supposed to be isolated from the community and the society overall.  

 

In relation to the notion of mental health, research participants further describe 

supernatural entities that are understood as linked to their mental health problems. For 

example, some participants discuss the notion of “Jinn” – a supernatural power that possesses 

human beings. Some participants shared that, in Afghan culture in which they believe in the 

notion of “Jinn -الجن” (supernatural creature in Arabic mythology), people are afraid and even 

have nightmares. So, if somebody is possessed with Jinn or demons or evil spirit, then they 

believe that this person will behave crazy or mad. So, people try to avoid these people 
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because they are afraid that this craziness (possession with Jinn or demon spirit) can 

contaminate with others, so the notion of “jinn” is therefore also connected to isolation, 

stigmatization and discrimination. In Syrian culture, this concept also influences perceptions 

of mental health problem. For example, if somebody is possessed with a severe psychological 

problem, then people consider this person as possessed with “Jinn”. One participant said that, 

if the person is under the attack of Jinn, the crazy behavior or madness is a result of the evil 

spirit, “Jinn”, possessing his or her spirit. Even many educated people believe in “jinn”, so if 

somebody has psychological problem, then it is considered the same as being in possession of 

“jinn” and connected to madness 

Nevertheless other participants shared their different perceptions of the notion of 

mental health. As one participant from Eritrea shared, mental health might be understood in 

connection with morality. He said that, if a person is moral and ethically correct, possessing a 

good life and spirituality with submission to God, this person has good mental health. In 

contrast, poor mental health might mean being occupied with immoral things. Moreover, 

other participants expressed different interpretations. For exmaple, one participant pointed 

out that, in Syrian language, it is called “Asha el aklia”, which means mental health, and, 

particularly, if the body and mind is fresh and without addiction to any drugs or alcohol. 

Good feelings, good ideas and mind, without a bad mood, these are interrelated with the 

mental health concept. 

 Hence, it has been described by different participants that a good mental health state 

occurs when a person has a fresh body and mind, freedom from all sorts of mental 

exploitation and discrimination, to be free from uncertainty and instability, respects and helps 

others, peacefull lives, enacts good behaviors and has economic solvency, a good house, 

adequate food or other basic needs, medical and social support, a stable job and good source 

of income, good education for the children and no forms of mental suffering, agony, pressure 

and distress,  living together with family and regular connections with family members.  

 

6.4 Summary: 

In this chapter I have aimed to explore how individuals in their understanding 

articulate, express, describe and define the notion of mental health and individual mental 

health experiences. And how they identify, recognize characterize, distinguish and combine 

mental health problems, poor mental health, and good mental health along with other 

phenomena for instance suffering, pain, sadness, and hopeless mental state since all factors 
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are linked to wider mental health burden. On the other hand, participants in the research 

demonstrate the concept of “madness”, “craziness” and “mental” in order to interpret and 

manifest mental health problems and poor mental health. Therefore, the signs and emblem of 

mental health represent individual’s cultural meaning of their worldview. 
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Chapter Seven 

Coping, Resilience and healing 
 

7.1 Introduction:  

 
The intent of this chapter is to investigate the participants’ personal accounts of 

resistance, confidence, management, negotiation, coping and resilience, and of the ways in 

which such factors contribute to their mental wellbeing. To this end, the chapter takes up a 

number of matters related to the participants’ coping and resiliency, including support from 

family, advice and support giving and receiving among peers and friends, internet, 

confidence and strength, social activities and engagement, everyday forms of resistance, 

religious belief and spirituality. I will also discuss the importance of hopes and dreams, 

hobbies and interests, as well as perspectives on mental health treatment and healing. 

 

7.2 The importance of familial support: 

 
It has been clearly documented that family is one of the key sociocultural units from 

which the participants receive emotional, social and economic support. Therefore, they 

identify family as one of the most significant sources of strength, safety, confidence and 

coping. For example, Kawa, a former journalist, explains that healing is supported by the 

family, close relatives and friends or well-wishers. For example, he described a family whose 

daughter was raped by the Taliban. She was traumatized by the rape, did not trust anyone, 

and always had a bad mood and hid from everyone. Her immediate family and relatives gave 

her love, talked with her and supported her to cope with the situation. Later, Kawa heard that 

the girl’s situation and mental health had improved.  

 

Other participants also described having known or known of person with mental 

health problems who were cared for in their homes and by their families. Many participants 

explained this with respect to the unconditional love of one’s family as well as the reality 

that, in many of their countries, people with mental health problems do not have access to 

doctors or psychologists. Thus, established by various accounts, family support is a very 

important component to mental health recovery and a primary source of support and healing.  
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Importantly, a number of previous studies have indicated that family is a common 

source of advice, counseling, information, and emotional and social support, which can help 

mediate the effects of stress and hardships. At the same time, such support can strengthen 

coping and resiliency, and it can aid in developing a sense of strength to look forward to the 

future and survival (Cherewick et al., 2015; Guribye, Sandal, & Oppedal, 2011; Schweitzer, 

Greenslade, & Kagee, 2007; Sossou, Craig, Ogren, & Schnak, 2008). Simultaneously, 

research indicates that refugees who receive social support from families, communities and 

other sources experience this as a protective factor that counteracts the psychological effects 

of violence and torture (McMichael & Manderson, 2004).  

 

In the same regard, Musa shared that, in his home country, family and members of the 

local community are the first to come when they hear about mental health problems. He 

explained that they have a common ground for suffering and understanding. He recalled the 

time when he lost his father. In that situation, his relatives and friends provided support and 

company to heal and ease his pain and suffering. According to him, people work together as 

family and, in situations of conflict and violence, support and cooperate with each other. 

Many participants explained that strong bonds, and especially those between parents and 

children, are one of the most important sources of coping and resilience. Many research 

participants demonstrated that family is everything for them, that they can live for them, die 

for them and do anything for them. In other words, it can be said that family bonds motivate 

survival and hope for the future despite the fact that participants have endured persistent 

suffering and misery. Research has indicated that memories of family and family bonding, 

unity, and obligations to help one another and share emotional and social support are sources 

of both strength and identity construction (Ramsden & Ridge, 2012).  

Likewise the traditional male gender role as the family head and breadwinner 

motivates the participants to take care of and guide their families economically and socially, 

to protect them and do whatever they can to be to ensure a better future for them. In fact, it 

needs to be understood, and this is indeed the overarching claim of this chapter, that the 

participants are not only victims, but also survivors.  

Estif, another participant, explained that, when people have mental health problems, 

they need collective support. People in his culture, he says, try to help the person at the 

family and community levels, from the very beginning. People are closely bonded to each 

other, he explained. They greet each other and try to help each other in their problems. If 

somebody has a mental health or psychological problem, people try their best to support that 
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person. Importantly, many studies show that both family and community support are 

important factors for facilitating resiliency and coping and alleviating mental health problems 

(Khawaja et al., 2008; Mikal & Woodfield, 2015; Schweitzer et al., 2007). Research even 

suggests that past experiences and memories of connections to family and community 

support can influence coping and healing in present-day life (Ramsden & Ridge, 2012). 

Participants also discussed how they share their struggles and psychological burdens 

with their loved ones. One man from Syria, for example, explained that, in their culture, 

people share everything with their mothers, sisters and wives. He explained that he shares 

everything with his wife, which makes him feel better, as she encourages him to survive. 

Other participants from different cultures also describe similar forms of support among 

family members, and especially with female family members. For example, Motea said that, 

in his culture, people, and particularly men, appear to be strong on the outside and do not 

want to display any signs of weakness, but that they reveal themselves in their homes and 

with their families. Even Motea explained that he shared his hardships with his mother, 

suggesting that it is natural for people to share their agony and stress with those who they 

trust most and are most comfortable with.  

 

Social networking, as well, is relevant to the findings of this research, as most of the 

participants have engaged in a wide range of social networking among their family members, 

friends, neighbors, relatives and communities, which is based on trust and mutual 

understanding and from which they have received numerous forms of advice, and emotional, 

social and economic support that strengthens and encourages their coping and resilience. 

Significantly, engaging in such kinds of social networking and utilizing collective forms of 

support are widely regarded as effective ways of coping with suffering and mental health 

burdens. In this research, it does indeed appear that such networking, as well as the 

maintenance of social and emotional relationships therein, has been integral to the 

participants’ coping and is indeed a sign of their strength. At least one study has shown that, 

among refuges, utilizing social networks for social and material support might be regarded as 

an effective coping strategy (Khawaja et al., 2008).  

 

7.3 Advice and support from peers and friends at the asylum reception center: 

 
The research participants of this study also have experience with giving and receiving 

support and advice among peers and at the asylum reception center, which is of significance 
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when considering how they negotiate their mental health burdens. Take, for example, 

Mohamad, who was a former mechanical engineer. He explained after establishing a 

friendship with a fellow resident at the asylum reception center, this resident shared his 

misery and experiences of suffering during his pre-migration days in his home country and 

with respect to his economic impoverishment. This person had described how his life was 

frightening and now he was currently struggling to cope. The research participant advised 

him to be positive. He told him try to play football whenever he has time, watch good movies 

in the TV room, play billiard or any other kinds of sports, or start training at the gym. 

Moreover, the participant advised him to pray everyday, as he though that doing so might 

give the individual strength and hope. He even recommended that the man visit different 

places in Oslo that will give him freshness of both body and mind. The participant explained 

that the man was surprised when offered these kind words and appreciated his suggestions. 

Finally, the man did one day appear at the football grounds. The same research participant 

explained that he also advises and encourages other people at the reception center to live a 

good and positive life.  

 

Such kinds of advice offerings might assist others to cope. Indeed, previous studies 

showed that support from peers and friends helps asylum seekers and refugees to cope with 

mental distress (Cherewick et al., 2015; Khawaja et al., 2008; Schweitzer et al., 2007).  At the 

same time, it is important to remember that the participants of this study are in a position in 

which they perceive themselves as having few options to “give”, since they are unable to 

work or study and spend their days passing monotonous time, unable to engage in other kinds 

of social participation and unable to contribute to their families or fulfill what they perceive 

as their family responsibilities. Therefore, it is noteworthy that they find a way to “give” by 

supporting and offering advice to fellow asylum seekers and friends. Such acts of giving 

might indeed be understood as one way in which these participants cope with their situation 

and, in particular, a situation in which they otherwise have few opportunities to give or feel 

useful.  

 

In another case, Mohamad and his friends were sitting on the balcony at the reception 

center when a quarrel about a sleeping matter erupted among three people in a room. 

Mohamad advised them to respect each other as they are all in a transition period and living 

there temporarily, suggesting that they be patient with one another, increase their tolerance of 

one another, and even build trust. The research participant further explained that everybody at 
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the reception center has experienced hardship and challenges, and that many are living there 

without their families or loved ones. So, if they do not care about each other, then who will 

care for them, he asked. Finally the quarrel was resolved and they realized their fault. In this 

way, the participant offered support and encouraged others to have a sense of optimism. This 

is one example of how the participants describe advising and support each other. 

 

Other participants shared similar experiences. For example, Raju, who was a 

schoolteacher, explained that people should talk with the residents at the asylum center nicely 

and approach them nicely, give them confidence and courage. He explained that people need 

to be involved in different outdoor activities in order to avoid bad memories and flashbacks. 

Raju also explained that he tells success stories about those have recovered from struggles 

and pain in order to encourage others. He tells others about what happened to him and how 

he has tried to cope with his stress and frustration. He further explained that he tries to tell 

others good and positive news, and that he also tells others to try to be happy since life is 

precious, dignified and valued. A person might lose their family members or loved ones or 

face violence and torture in life, but still, he explained, it is life that makes people happy to 

live and a wonderful world. As he asked, “Is not it blessed to still be alive! Then why not make our life 

in a new direction?”  

 

In a similar manner, another participant explained that he offered advice to one of his 

roommates who cried loudly in the room, and that other roommates conveyed empathy. The 

participant advised the person not to loss hope in life, explaining that, if one road is blocked 

then another will open and that life is not finished here. In response, the person looked at the 

research participant and thanked him for his support. According to the participant, the person 

was in very complicated situation. While such kinds of advice might help participants and 

other asylum seekers to cope with their problems, the social networking present in these 

relations and interactions is also an important source of resilience, potentially keeping people 

strong on the basis of common interest and trust. Trust might indeed be recognized as another 

form of soical support, and research has suggested that trust is a protective factor for avoiding 

poor mental health (Lecerof, Stafström, Westerling, & Östergren, 2015).  

 

It is noteworthy that, in many cases, participants are overwhelmed by their own 

suffering and pain but nonetheless extend their emotional and social support to others. This, 

in and of itself, exemplifies their strength, resiliency and hope. In that case, one man 
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illustrated that it is important to give and receive advice and emotional support because 

people want to hear positive and inspiring words, which he explained can help to heal and 

soothe mental distress. The participant further explained that, in order to overcome mental 

health burdens, one requires good advice and social support, through which he or she can 

gain strength and confidence in life.  

 

Importantly, in this research it seems clear that such kinds of support and advice 

giving and receving among peers is, to a great extent, part of a coping and healing process. 

Importantly, in the asylum reception center, residents meet many diverse people and 

potentially become intimately aquainted, given both the lack of privacy and their common 

status as asylum seekers and common experiences of difficulty and uncertainty. Although, in 

most cases, they have never met each other previously, they feel calm and relaxed when they 

share their plight and suffering with one another, which rapidly influences the formation of 

friendship.  

 

In many cases, the participants establish friendships when they met each other in the 

canteen, TV room, gym, billiard room or outside while smoking cigarettes, which is a 

common activity during which friendships are initiated, which eventually evolve into doing 

other activities together. It is also important to comprehend the context in which residents in 

the reception center make friends and share their stories with them, of how people in the 

reception center find space to engage each other in order to deal with their mental health 

burdens. For example, Ala explained that, in many cases, they have not meet before and did 

not know each other in Syria, but developed friendships and shared their burdens with one 

another at the reception center. These friendships are essential sources of support and appear 

arise from both common objectives and common experiences of suffering, hardship and 

struggle. At least one study has shown that emotional support from friends or peer groups can 

help refugees to cope with mental hardships (Schweitzer et al., 2007). 

 

7.4 Internet as a source of coping and resilience: 

 
The participants of this study make clear that they perceive the internet as one of their 

most important and basic needs. This is because most have been separated from their family 

members, friends, relatives and loved ones, and internet is their only means of connecting 

with their families and loved ones. In many cases, the participants describe worrying about 
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their families, and especially about their wives and kids residing in vulnerable conditions. 

Internet allows them to maintain their relationships and connect with their homes, families 

and friends, and it is thus considered an important platform for coping and resilience. The 

participants mostly depend on the internet and mobile applications as a source of 

communication with families, friends, relatives and loved ones. In other words, it can be said 

that, through the internet, people share their experiences and reconnect with those who love 

and support them most, and who they love and support, which potentially helps them to 

manage and heal from their mental health burdens. Hence, internet access in the asylum 

reception center is a most relevant component of their management of mental distress. 

Different studies have indeed pointed that the internet has great potential to maintain family 

relations and connections among loved ones who have been separated due to migration. It 

allows users to exchange support and overcome communication barriers (Pfeil, 2009;Mikal, 

2013;Mikal, 2015).  

 

In this respect, one participant explained,  

“Sometimes I am feeling very sad to stay here monotonously without anything to do, then I feel better when I 

talk with my wife over Viber (internet mobile app) and Skype, possibly this way I can cope with suffering and 

have hope that one day my wife and family will be here to live in a happy wonderful time”.  

 

Thus, this example provides insight into how the internet enables communication and 

the exchange of support. In another example, a participant shared that, in his culture, when 

people are in a painful situation, they talk and share their pain with family members. For 

example, the participant himself talks with his wife over the phone and tells her about his 

situation in Norway and at the asylum reception center, and about his problems. He explained 

that he feels better when his family gives him support and encourages him. For him, this is 

something important for surviving in such a painful life. There is nothing to do, he explains, 

but sit all the time in the room, which cannot solve problems and, rather, increases the level 

of pain and suffering. He explained that talking with family and friends gives him something 

positive to do instead of simply focusing on his stressful life.  

 

In the evening, the participants explained that they walk together to different places in 

order to refresh their mind and have a chat using various internet basd applications such as 

Facebook, Skype, Viber and WhatsApp. Another participant reported that his head “stops 

working” when he thinks about his family who he is is separated from, and, therefore, that he 
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talks with them 3 to 4 times every day over Skype in order feel better and keep them updated 

about his situation. Even during my fieldwork, I observed in the asylum reception center that 

most of the participants communicated and engaged with their families and loved ones 

through different internet applications, which I understood as a sign and source of their 

resilience and coping capacity. 

7.5 Confidence and strength: 

 
Confidence, tolerance and strength are also discussed, by several participants, as 

relevant to their coping and resilience. Participants often cope with their current challenges 

and difficulties by dint of their confidence and strength, along with their ability to bounce 

back despite challenges. One study showed that participants’ everyday coping can challenge 

notions of “otherness” and “abnormality” and transform such matters into normality and 

visible entities. This “otherness” and “abnormality” emerges when certain groups or 

individuals, like asylum seekers, are differentiated and separated from that which is 

considered mainstream and “normal”. This otherness is constructed on the basis of who is 

“in” and who is “out” (Lenette, Brough, & Cox, 2013). Thus, everyday coping constructs a 

broader sense of strength and everyday normality, which destabilizes the dominant stereotype 

of refugees as passive sufferers. Moreover, believing in inner strength and confidence can 

help the particiapnts to negotiate their challenges and difficulties to, as pointed out by another 

study, cope as a survivors rather than victims (Gorman, Brough, & Ramirez, 2003).  

 

Some participants develop their strength by accepting their traumatic past experiences 

and that there is nothing they can do to change what happened. Some say that they, in a way, 

get used to suffering and cope by living with and being aware of it. Having lived with 

prolonged difficulties, they become accustomed to this way of life and construct it within a 

normalized framework. In contrast, or in addition, other participants explain that they cope by 

hoping that a brighter future will come. Importantly, other participants describe a number of 

ways that people try to cope with suffering and pain. Some people just accept that is in their 

fate, which they cannot alter, one suggests. Another expresses that keeping silent is a salient 

feature of coping as this enables one to find inner peace and strength to look forward to the 

future. Keeping silent is considered, by many, to reflect an individual capacity and ability to 

bounce back from suffering and mental agony. Therefore “keeping silent” and “just accepting 

it” might be understood as ongoing processes that enhance possibilities for acknowledging 

and coping with difficulty and hardship.   
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7.6 Social activities and engagement:  

 
It is also observed that, in many cases, research participants try to avoid and forget 

their past by engaging in different activities, for example, by playing cards or billiard or 

watching movies. Some people in the reception center appear to be happy but might not be 

happy inside. However, they try to forget their nightmare by engaging themselves. In this 

way, people try to cope with the painful situation. The confidence and self-esteem just 

described might also be connected with engaging in various activities. For example, Mostafa 

shared that he is a very positive and active person who cannot stay for a long time in his room 

because of the terrible situation in the room and his desire to avoide clashes and problems 

with others. If he does not sleep, then he goes to the gym twice in day or for a walk for a 

couple of hours every evening outside of the asylum reception center. Sometimes, he spends 

time with other people in the reception center. He likes to play billiard, attend dance and 

drama lessons, make friendships with new people, and find different ways to pass the time 

while waiting for his interview, which he had, at the time of data collection, waited for for 

over three months. He has also informed the reception center staff that he likes to be involved 

in different activities and that he wants to work as a volunteer. According to him, being 

active is largely connected to his resilience. 

 

 

In many cases, participants described engaging in a broad range of indoor and outdoor 

activities, initiated at both individual levels and that of the reception center. They consider 

this as integral to their resilience and as something that assists them to control and manage 

their mental health problems and avoid focusing on suffering and pain. Similar to this 

discussion, one study indicted that the most common strategy for empowering resident of 

Norwegian asylum reception centers is to take away passivity by offering residents different 

social activities, for instance sports or hobbies and languages courses (Valenta & Berg, 

2010). Moreover, offering such social activities might increase the capacity for self-

sufficiency, involvement and integration and facilitate empowerment by offering 

opportunities for developing skills and making decisions, and perhaps even for shifting the 

power balance between service providers and receivers or users (Adams, 2003; Sheppard, 

2006).  
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In this research, it is evident from the participants that the Norwegian asylum 

reception centers offer a number of indoor and outdoor activities, both in the summer and 

winter, including football, outings to museums, library or other places, and indoor 

competitions with, for instance, chess or billiard. They offer dance drama, and music lessons. 

However, according to the participants’ narratives, many of these activities are not offered 

regularly; hence, sometimes, residents find their own ways to cope. In fact, this research 

found that residents do indeed locate their own ways of dealing with their burdens, 

demonstrating that they are not only sufferers but, at the same time, survivors and resisters.  

 

Another study suggests that people who try to forget their past potentially empower 

themselves to move on and have good mental health and coping skills (Cherewick et al., 

2015). Moreover, with regard to social activities in the asylum reception center, one 

participant described how, sometimes, the camp staff arrange a sound speaker in the TV 

room so that residents can enjoy music and dance. The man further added that, one day, camp 

staff arranged 13 football match tickets for the residents, who enjoyed seeing a game at the 

stadium. Sometimes, the camp employs staff with good English and social skills. Thus, 

residents can engage themselves.  

 

Working as a volunteer was also described by some participants as helpful for 

recovering from and coping with challenges and difficulties. Volunteers, they explained, are 

responsible for organizing different sporting competitions or arranging music, drama or other 

forms social activities. Hence, they can communicate with other residents as well, to help 

others to get engaged in activities that might counteract depression and stress. This research 

suggests that many residents are willing to participate in such kinds of activities, as they have 

nothing else to do and feel more relaxed and less tense when occupied.  

 

Another participant described engaging in dance and drama lessons, which give him 

motivation in life, and he said that he also appreciates when, after dinner, the camp staff 

organize musical programs in the TV room where many residents meet each other and share 

their different experiences. Even during my field work, I also noticed places like the TV 

room and sports room, for example, and the billiard and gym room, as spaces of resilience 

and healing. It was noticed during the fieldwork that residents also go out and visit different 

places with newly-made friends.  
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Research has pointed out that people receive support from friends, which bolsters 

resilience (Schweitzer et al., 2007). Developing friendships supports resilience and positive 

mental health, as does the trust and networking that develops therein. The opposite may be 

associated with poor mental health, as suggested by other studies (Lecerof et al., 2015; 

Siriwardhana, Ali, Roberts, & Stewart, 2014). Moreover, there is another reason that 

residents meet in the TV or billiard room. Both rooms have access to high frequency internet 

connection. Thus, residents not only meet and greet each other in those rooms, but, at the 

same time, communicate with their family members and loved ones. This social networking 

and these group activities thus emerge as powerful platforms of resistance and resilience.  

 

This research suggests that activities and friendships potentially foster inner strength 

and coping. For instance, Ala from Syria describes different activities that people usually do 

in the camp. He said that people, in small groups with common friends, visit different parts of 

the city center, sometimes, though not often due to the expense, taking public transportation 

to visit places not within walking distance. Sometimes, people buy food. Ala also described 

being involved in the billiard room, chatting with other people in the camp, listening to 

music, or occasionally dancing together in the TV room. He further explained that, after 

evening pray, they walk together in different places in order to refresh their minds. They also 

try to see how Norwegians talk to and greet each other, and they try to learn Norwegian from 

public places. The man also said that they might buy food from different grocery shops if 

they find something cheap. Therefore, it is clear that, despite their misery and plight, many 

participants find ways to cope and resist.   

7.7 Everyday resistance as means of coping skills:  

 
It is obvious that the participants demonstrate resistance throughout their everyday 

lives. Take, for example, that, in the asylum reception center, the research participants have 

experienced sub-standard, culturally alien and foreign food, which contrasts starkly with their 

precious memories food in relation to their homes, homelands, and families. In this context, 

research participants have criticized the reception center’s food, which may be considered 

one form of resistance. In other cases, the participants protest directly and indirectly other 

kinds of difficulties and everyday challenges that they encountered in Norway. As one 

participant described,  
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“In my room, many days, we just bring the bread from the canteen not the other food, for example the meat, fish 

or chicken. Even some people in the camp buy different kinds of bread because is not it monotonous to eat the 

same kinds of bread everyday? We are not prisoners or criminals or patients in the hospital that you have to 

provide all the time hospital or prisoner food.”  

 

This statement clearly manifested the ways in which the participants speak and act as 

not only victims but also resistors. Even if, many participants reported smoking in response 

to their stressful and pressurized life, even though some had never smoked in their home 

countries. I consider this a coping mechanism. Smoking cigarettes could metaphorically be 

linked to the healing of their mental health problems. Also buying food from outside the 

reception center and walking on foot may be important indictors of their daily resistance, 

self-negotiation and power.  

 

Therefore, it is fact that participants in this research not only convey their struggling 

and suffering but, at the same time, recognize their strength and passion for life in spite of 

both past and present adversity. In such circumstances, coping and resilience might be 

considered in relation to symbols, signs and expressions that imply strength and willingness 

to fight against mental health burden and abilities to tolerate negotiate and resist mental 

health burden.  

 

7.8 Hopes and dreams:  

 
In this study, most of the participants explained that they attempt to focus on the 

possibilities for brighter, healthy and successful futures, which emerged as a salient theme 

with respect to this topic of resilience and coping. The participants describe their aspirations 

to improve the quality of life and safety of their families. Such aspirations enable the 

participants to maintain a sense of purpose and focus on particular goals and objectives in 

life. In this study, the participants have expressed, at great lengthes, their goals of bringing 

their families, and especially their wives, kids and parents to Norway. They describe having 

good house, enrolling their children in a good school, continuing their own higher education, 

and establishing careers. They hope and wish, in other words, to someday have peaceful, 

“normal” life. This positive thinking and hope for future empowers them and can indeed be 

interpreted as a positive sign of mental wellbeing.  
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Many participants, as mentioned, hope to either pursue educational opportunities that 

were not available to them in their home countries or, among those whose studies were 

interrupted, to pick up where they left off. Many participants also want to bring their family 

members and to enroll their children in Norwegian school. Related to this discussion one 

study indicated that optimism, hopes and dreams, along with hard work and determination, 

are vital indicators of survival and coping strategies (Sossou et al., 2008). As the majority of 

the research participants have strong connections to their family members and loved ones, 

especially those who have wives and kids, they cannot imagine a life without family. 

Consequently they hope to bring their families to set up a new life and potentially reconcile 

that which they had lost in their home countries. One research particiapnts says that he wants 

to continue his missionary work. Another is good in football and wants to be a professional 

player. It is significant to understand that, in these ways, despite having struggled, the 

participants have hopes and dreams that inspire them. One study has shown that refugees can 

cope with hardships when they have hope that future could be much better (Khawaja et al., 

2008). One participant explained,  

 

“I decided to seek asylum in Europe for new life, for safety and enrolling in a good school for my wife, for the 

promise of a better, secure and safe life. I told my wife I will work day and night and you will study and have a 

good career. My wife got top grade in her school. Therefore I want her to study in Europe to fulfill her dream 

and, you know, further study is very important for her, as I want to see her in the highest pisnnacle in her 

areas.”  

 

Another participant described his desire to bring his family to Norway and provide good 

education for his children at any cost:  

 

“My children’s future is more important than my present life. My happiness is with my wife and children. I feel 

happy having time with my family members and relatives. I want to reunite my family again and want to connect 

with my bothers and sisters and family again. This will make me cheerful and relaxed.”  

 

About higher studies, another participant said: 

 

“My dream is to bring my wife, kids, and my mother – those who are living now in Syria. I want to offer my kids 

good education here. I am dreaming to continue my master’s degree from here. My dream is to work here in my 

area and to work as a productive person.”  
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Hence its worth to analyze how, as suggested by these different accounts, the 

participants aspire to continue their interrupted education, put back together the broken pieces 

of their families and lives, continue where they left off and fulfill their expectations and 

desires. Moreover, they hope to, via continuation of education, for example, invest in a 

prosperous future which might entail a good career and stability in life, for them and their 

families. And, obviously, these kinds of hopes and dreams are inseperably linked to their 

strength to live and cope with the current situation despite the disruptions and losses they 

have suffered. One participant, for example, explained:  

 

“I want to finish my study first then I want to continue my career as footballer. Lets see the hope”.  

 

Another shared his dream of being a good priest, serving people and God:  

 

“I will say, God is great and God is everything. He can help you from all suffering and pain. I want to be a 

Pastor. This is my future hope”. 

 

Therefore it is well documented that the participants maintain aspirations for the 

future and that their hopes and dreams are important coping strategies. Goodman shows that 

focusing on hope and aspirations for the future can help people to overcome psychological 

problems (Goodman, 2004). These findings suggest that this is indeed the case for these 

participants. 

 

7.9 Hobbies and interest as coping and resilience skills: 

 
The participants of this study describe a range of hobbies and interests that make them 

unique from each other and that are substantial to understanding their backgrounds, skills, 

competence and what they are good at and enjoy. These hobbies and interests inspire them to 

be strong and confidently resist mental health problems. Some participants, for example, have 

a computer background. One explained that his hobby is to play computer games and operate 

software, which he says he used to do for 16 hours a day on his desktop computer which 

bought when it first arrived . Another participant explained that he is good at playing guitar, 

and that he used to practice and sing songs with close friends in the evening. He also 

described his passion for Judo. With respect to the computer, as well, he explained:  
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“I have a hobby to work on the computer. I hope that, in the future, I will work in a computer company.”  

 

Another participant explained that he likes to listen to classical music and read poetry. 

He said that finding a good book makes him happy as well. At present, he plans to develop a 

story to write a book. Another participant explained that he likes to watch movies and 

compete in football matches, and that he enjoys training, cleaning the house, listening to 

people, and making friendships. Another said that his hobbies relate to spirituality and that he 

feels happy when he meets other people with the same spirituality. Therefore, it is clear that 

the participants, in spite of their hardships, maintain hobbies and interests that give them 

strength and act as sources of joy.  

 

7.10 Importance of religious beliefs and spirituality:  

 
Religious beliefs and spirituality is another important source of coping for many 

participants. The participants in this research express that believing in God, submission and 

devotion to God and praying to God develops their confidence and strength to go ahead in 

life and to improve their mental health. Dawid, for instance, explains that he believes in God  

and that God represents something superior and powerful that can heal his mental health 

problems and distress. He also believes that his fate is in God’s hand and that whatever 

comes of his life is the will of God. He believes that he will eventually be relieved of his 

suffering and that God will accept his prayer. He further believes that, if somebody is 

suffering, it means that the person needs to submit himself to God. Only such devotion, he 

suggests, can cure a person from suffering and mental health burden.  

In this regard, a study conducted among Kosovar and Bosnian refugees suggests that 

religious belief and spirituality is associated with positivity, hopefulness and optimism (Ai, 

Peterson, & Huang, 2003). Other studies, as well, suggest the importance of religious beliefs 

and practices as coping strategies among refugees (Brune et al., 2002; Goodman, 2004; 

Gorman et al., 2003; Khawaja et al., 2008). In another study, religious beliefs were linked to 

better futures and likely assisted individuals to cope with difficulties (Peisker & Tilbury, 

2003).  

Estif, to provide another example from this study, explained that, when a person is 

suffering form mental health problems, he will be directly assisted by God if he believes and 

submits himself, because God help those who help themselves. If a person with a mental 

disease asks God to cure his problem, then he will be helped. If the person prays everyday 
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and believes in God, then he will feel better. He will recover from suffering, pain or sadness, 

since his belief in the spiritual world and God can cure him from mental health problems.  

It is well documented from this study that many research participants regularly 

practice their religious faith in different ways. They often attend church or services at the 

mosque, and they pray on a regular basis. They describe the church and mosque as, not only a 

place to serve God, but as spaces for religious sermon, reading religious books, meeting each 

other, talking with each other, exchange and sharing experiences, problems and challenges 

and, at the same time, giving and receiving suggestions, advice, ideas and other kinds of 

social and emotional support. Moreover, such a discussion is in line with a study published 

by Schweitzer and his colleagues who show that refugees’ beliefs in God and attendance at 

Church were associated with material and social support that helped the participants to cope 

with their difficulties (Schweitzer et al., 2007).  

Many participants also practiced their prayer in the asylum reception center. Many 

explained that they pray in their rooms or on their building floors. Especially many Muslims 

pray five times daily in their own rooms, on the balconies, or on different floors. Sometimes 

participants prayed together as a group. Many regularly read holy books, for instance the 

Bible or Quran, and experienced this as enriching their soul and spirituality, as well as 

providing relief from their suffering and mental agony. In a broad sense, it seems that 

religious faith and practice increases ability to cope with the traumatic and stressful 

experiences of their lives. Religious belief and spirituality may also enhance their ability to 

control their emotions, sadness, frustration and anger, motivating them to look forward to the 

future and work to actively improve their current situation as well. For example, one 

participant explained how a person can pray:  

 

“God, I have this problem and that problem, please solve it, I don’t want to bear this suffering any more”.  

 

He then explained: 

 

“You feel, like, kind of supported and you feel better. Look, when you submit your soul to God then you feel that 

God is listening to your complaint, which makes you feel better. It’s more about a spiritual matter. Regardless 

of any religion, you feel, like, worthy to worship. You feel like God is listening to you and there is a connection. 

You feel peaceful, either in church or mosque or any other worship place. It gives you comfort, peace and 

dignity. It makes a person calm down .You believe that your pain and suffering will be removed. Even I try to 

pray everytime when I feel that I cannot continue my pain and problems anymore. Only God can solve 

everything.”  
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This participant further explained that, in his room, there is one man who reads the 

Bible everyday in the morning and night and who goes to church. For him, it is a sign that he 

has submitted himself and the pain and suffering he is carrying to God. In another case, the 

same participant added that he had observed a man reading the Quran in front of the balcony. 

He explained that it looked like he had been suffering a lot, wanted relief from this suffering 

and tried to connect to God for peace and comfort. Later, the participant heard that the man 

had lost his mother in the air bombing in Syria.  

Hence throughout the discussion, it is clear that religious belief, faith and spirituality 

have significant impacts on enhancing the participants’ capacity to manage stress and 

hardships.  

 

7.11 Persectives on mental health treatment and healing:   

 
It has been described that, in many of the participants’ cultures, conceptualizations of 

mental health and mental health problems vary greatly. Many participants’ described the 

concepts of craziness or madness. Given that the participants in this study represented a great 

deal of cultural, ethnic and religious diversity, and given their self-described suffering 

experiences and perceptions of its mental health significance, it was interesting to explore 

their perspectives on mental health treatment. Many acknowledged that doctors with special 

knowledge in mental health or psychology could be consulted for mental health treatment. 

However, throughout their discussions of mental health treatment, it also appears that family 

and community support, along with religious or traditional practice, are quite commonly 

regarded as sources of mental health support and treatment as well.  

In this research, many participants described traditional healing and religious 

practices as important ways of addressing mental health problems. One participant explained 

that people go to the traditional or religious healer, who assesses and treats the illness based 

on religious verse. Estif, from Eritrea for example, explained that, in his culture, people 

consult with local healers for mental health treatment. “ Pusha Habesha”, he explained, is the 

local term used to describe a person with good knowledge of and long experience with 

different sicknesses, including mental health problems. According to him, people have a 

stronger connection to this local healer and his ability to cure than they do to the biomedical 

institution. Further, he explained that, if the person has a critical psychological disease, 

people first contact the local healer who might provide some herbal medicine. If it does not 
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work, then the affected family may contact senior community members for further 

suggestions.  

Razzik, from Sudan described something similar. In his culture, people refer to 

traditional healers or consult with elders for advice about mental health problems. People 

consult religious leaders who give the patients different kinds of religious bracelets or glasses 

of water in combination with reciting religious words. The “sheaf” or “shaikh”, terms that 

refer to the religious Imam, may also hit the head of the patients while reciting the Quran. 

Such activities may persist for up to two months. Sometimes, religious leaders recite a verse 

from the Quran, which is also to be placed in the water that the patients drink. According to 

Razzik, in his village, people prioritize the local religious leader, given their connections to 

and faith and trust in him.  

Another participant, Kawa, from Afghanistan describes how, sometimes, for the sake 

of treatment, people go to distant places or other provinces in Afghanistan. For example, he 

knew one person who had, from childhood, a psychological problem, and who often went to 

Kabul with his parents to get treatment from a reputed religious healer. Ali, from Syria, to 

provide another example explained that, in his culture, people consult with religious healers 

called “Shufi الشوفي”, who are, by profession, religious scholars with knowledge about how to 

ritualize and recover supernatural powers from the body. According to Ali, mental health 

problems are connected to the concept of jinn and require a number of rituals and exorcisms 

to be relieved. These religious leaders use the Islamic verses for diagnosis of mental heath 

problems and provide a special bracelet to the patients, which is understood to cure mental 

health problems.  

In regard to biomedical treatment, many participants acknowledge the importance of 

medical treatment to deal with mental health or psychological problems, though whether they 

seek such services depends on whether they can afford the cost or not. Other participants 

explain that, if the local or religious treatment does not work, then people might consult with 

doctors to address mental heath problems. For example, one participant expressed that some 

people who can afford it or who have severe mental health problems that traditional healers 

or religious leaders cannot cure may seek biomedical treatment. Another participant 

explained that, though he recognizes the importance of biomedical or psychological 

treatment, nevertheless, due to poverty, many people cannot afford to consult doctors. In 

another case, a participant explained that, if the community seniors advise to consult with the 

doctors, then the family may contact a good doctor in the city who has experience with 

mental diseases. Another participant stated the importance of holistic treatment. From his 
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perspective, the treatment should be multidimensional and take place at the level of the 

family and community, involving both religious and medical support.  Therefore, it’s evident 

that a number of participants further manifested the significance of biomeidcal treatment in 

order to deal with mental health problems. 

 

7.12 Summary: 

 

In this chapter, I have investigated a number of factors related to coping and 

resilience: family and collective community support, internet, social networking, strength and 

confidence, exchange of advice, engagement in social activities, participants’ hopes and 

dreams for the future, spiritual beliefs, and perspectives on mental health treatments.  
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Chapter Eight 

Conclusion 

In this thesis, I have explored the way participants from Afghanistan, Eritrea, 

Ethiopia, Palestine, Sudan and Syria articulated, experienced, identified and defined mental 

health in relation to pre-migration experiences, migration journeys and present experiences in 

Norway.  

Research findings indicate that participants relate their mental health to past 

experiences that they encountered in their home countries, such as experiences with violence, 

atrocities, witnessing killing and raping, experiencing separation from and loss of family 

members and loved ones, loss of home and livelihood, and being unable to fullfill their 

professional, social and familial roles.  

The migration journey itself was experienced as scary. It was charactierized by 

shortages of food and water, both at sea and in captivity, torture, exploitation, working and 

living illegally, and being forced to bribe security personnel. They experienced inhuman 

attitudes and humiliation, sexual abuse, discrimination on the basis of skin color, class, 

ethnicity, religion and illegal residency, as well as poor and overcrowded living conditions 

and filthy, inadequate food. 

Moreover, the data shows that, during their migration journeys, participants struggled 

to obtain a place to stay due to invalid or fake documents, spent the night in cold streets 

where they risked attack by thugs, were suspected by the police of drug dealing and crime, 

lived in constant fear of being arrested or deported, struggled to use fake names and tickets, 

and encountered frightening ticket controls and boarder checks. Participants characterized 

asll of these experiences as embedded in their minds and responsible for bodily pain and 

suffering.  

Research findings further revealed that participants characterized their present life in 

Norway as filled with uncertainty, fear and hopelessness, with nothing to do, no work or 

study permission, and frustrated because of their uncertain future. They are free but do not 

feel free at all, symbolically characterizing the asylum reception center as a detention center, 

with boring, monotonous and frustrating living conditions, prolonged application processes 



 109 

and being unable to reunite with family members until receiving the final decision. In this 

marginalized and powerless state, with culturally alien food and sleeping problems, they do 

not know whether their applications will be accepted or rejected. The rules and regulations of 

the migriation authoritie and reception centers make their life not only physically, but also 

emotionally and mentally restrained. They are in a legal limbo, without work, and are unable 

to contribute to their families. The participants recognized that such experiences resulted in 

tremendous suffering and pain.  

Mental health within this group of asylum seekers hence means that the above, 

interrelated factors are connected to their experiences of suffering and pain and are indeed 

responsible for their mental health problems. At the same time, the data shows that 

participants in this research are not only victims and sufferers, but at the same time survivors 

and resisters in many ways who exhibit strength and maintain aspiration and hope. They are 

people who may bounce back from their mental health problems. Examples of this kind of 

strength are buying food or arranging it from outside, walking by foot with friends, and 

making complaints to the staff or other residents at the reception center. The research 

indicates that participants have resilience and skills to cope. These skills act as a significant 

factor in their fight against suffering and pain. Also, family and collective support, friends 

and peers advising each other, self confidence and resilience, internet communication with 

family, social activities and everyday engagement at the asylum reception center, and 

maintaining religious beliefs are considered to play a vital role in the management of and 

ability to tolerate and indeed heal from mental health problems. Thus, the notion of mental 

health in this context is extremely complex. It needs to be understood and considered within a 

holistic perspective, and also with respect to factors that are interconnected and inextricably 

linked to each other, e.g. individual, emotional, physical, social, cultural, political and 

religious factors.  

Seeking asylum is an important subject matter as the number of forced migrants has 

increased and reached unprecedented levels. This is the vantage point for comprehending the 

significance and implications of the study. Asylum seekers are fleeing from war, death, 

torture and violence. Many have lost their family and loved ones, lost their property, lost 

everything they had and they are now hoping for a safe place, a dignified and normal life as 

common human beings in order to fulfill their dreams and future aspirations of being 

integrated as refugees into the host society. Many participants stated that they would have not 
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have been here if their countries were not in conflict or war. Many had an organized, normal 

life, good education, businesses and established professions, famiolies and friends and 

important familial and social roles, and indeed a great dealof happiness, all of which was 

demolished by the atrocities that plagued their home countires. Thus, this material 

demonstrates that these asylum seekers had compeling reasons to flee and, despite having 

endured life threatening migration journeys and now finding themselves in a challenging 

present-day situation, do not percieve themselves as having the possibility to return.  

An implication of the findings of this study is the suggestion that host countires might 

do more to offer culturally sensitive services that could increase the asylum seekers’ capacity 

and coping abilities. This could be good for them, both if they are allowed to stay and if they 

are rejected and expected to leave. Additionaly, the asylum seeking process might be more 

senstitive to the significance of the limbo that applicants-in-waiting find themselves in,  

perhaps being prepared to offer individual mental health services and a quicker asylum 

decision. Mental health services should be prepared to offer individually and culturally  

meaningful services in order to better understand and adderss the situation of these 

individuals. In that case that they are granted asylum, then such mental health services could 

help them to better integrate into the Norwegian society and overcome their suffering and 

cope with its aftermath. Especially asylum reception centers should be prepared to offer 

services to these individuals, for example increasing the range of social activities, 

opportunities for engagement, and even opportunities for psychological support. They could 

offer peer group discussions and, specifically, formal opportunuties for inter-ethnic 

interaction in order to reduce discrimination and encourage dialogue. Dialogue between the 

residents could reduce and prevent conflict and provide for better relations. Further, the 

asylum reception centers could offer more training to the staff with respect to cultural 

sensitivity, since this research revealed that the staffs’ behavior and attitudes is central to the 

communication and experiences of the asylum seekers. The living environment is a vital 

factor that needs to be considered, since many are dissatisfied and better living conditions 

may boost their coping skills and resilience. Also, food is an imporant factor – one that is 

associated with intimate and fond memories of home, and one that is, in Norway, a potential 

source of cultural alienation. Culturally adapted food could contribute to better mental health 

and make them feel more at home.   
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Appendix: Interview Guide 
 

This is a qualitative study and the main purpose of this interview guide is to explore the 

mental health experiences and life stories of male asylum seekers from Afghanistan, Eritrea 

Etiopia, Palestine, Syria and Sudan.  

 

Initial questions: 

 Age? 

 Ethnic group or tribal group? 

 Location?  

 Education? 

 Occupation? 

 Language spoken / written? 

Family-related questions: 

 Can you tell me about your family? How many family members do you have?   

 Can you describe your relation to your family? Do they live near you? How often do 

you see them? How often do you communicate with them? Do you feel close to them? 

 In which ways is family important in your life and why?  

 Can you tell me about your family background in Afghanistan, Eritrea Etiopia, 

Palestine, Syria and Sudan or at home and how you remember it? Can you tell me 

about your connection to your family and the emotions you associate with your 

family? Can you tell me about how your family shapes your life and daily activities? 

How do you feel when you think about your family? 

Relationships with friends: 

 Can you tell me about your friends? Do you still have friends at home? Do you have 

friends in Norway? Do you have different circles of friends in different locations or as 

associated with different activities?  

 How do you think that your friends would describe you?  

 How do you feel about sharing your asylum-seeking status with your friends? How do 

your friends respond if/when you do?  

Home –related questions: 
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 Can you tell me about your home in Afghanistan, Eritrea Etiopia, Palestine, Syria and 

Sudan? Is it still there? How does/did it look? How would you compare it to your 

present home in Norway? How many years did you live there? Where and with whom 

did you spend most of your time? 

 Can you share some of your memories about your home in Afghanistan, Eritrea 

Etiopia, Palestine, Syria and Sudan? Do you remember any experiences that make 

you feel happy? Do you remember any that make you feel sad? What kinds of 

emotions do you attach to your home? Do you hope to return or visit at some point in 

the future? 

Migration-related questions:   

 Can you tell me about your migration experiences? What circumstances motivated or 

forced you to leave Afghanistan, Eritrea Etiopia, Palestine, Syria and Sudan? Did you 

experience (dislocation/displacement, family separation, economic crisis, shortage of 

food or water, lack of adequate accommodation, violence, or other dangerous 

situations)?  

 Can you tell me about the migration journey itself? What challenges did you 

encounter? What kinds of memories and emotions do you associate with it? How did 

Norway become your final destination?  

 Can you share your experience regarding the asylum-seeking application and process? 

What kinds of challenges have you faced before, during and after this?   

 How did and do you learn about the asylum system in Norway?  

 Do you have economic obligation?   

Current experiences: 

 How would you describe your present life in Norway? What do you like about it? 

What do you dislike? What kinds of challenges and difficulties do you face? Can you 

share your experiences? Can you walk me through a typical day in your life?  

 What about language, do you speak Norwegian? What kinds of language challenges, 

if any, do you face in Norway?  

 Do you face any challenges related to your asylum-seeking status? If so, what?  

 Do you work? Why or why not? If you do, can you tell me about the work that you 

do and how you feel about it?  
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 What is your economic situation? 

 Do you have any economic responsibility to your family?  

 

 Do you encounter any other kinds of challenges? If so what? For example: making 

friends, socializing, problems related to identity, family problems, accommodation 

problems, and culture shock, problems related to minority status (both religion and 

ethnicity), uncertainty of asylum seeking application, unemployment problems, or 

discrimination. 

 Do you ever feel lonely, isolated or neglected, either within your own community or 

throughout the Norwegian society? If so, can you tell me more about this?  

How do the challenges that you encounter in Norway affect you? How do they affect 

your family?  How do these challenges affect your confidence? How do they affect 

your hope? How do they affect your health? 

 How do you handle and cope with your past difficulties and challenges that you have 

shared with me? How do you cope with and handle your present difficulties and the 

challenges in Norway that you have described to me? What do you think some of 

your greatest strengths are? What are you good at? What are some of your hobbies 

and interests? What gives you hope? What makes you happy? What are you hopes 

and dreams for the future?  

Mental health-related questions:  

 Can you tell me about what the term “mental health” means to you (stress full life)? 

Do you have a word in your native language that describes a similar concept? What is 

this term and can you explain what it means to me?  

 How would you describe good mental health? How would you describe poor mental 

health? How would you describe mental health problems or a mental disorder? 

 How would you know if someone was suffering from (poor mental health, mental 

disorder, mental illness, mental health problems…)? What do you think causes these 

kinds of problems? 

 Have you ever known or known about someone who has had mental health problems? 

How did you know that this person was having mental health problems? How did 

those around him/her react and treat him/her? Did that person receive any kind of 

treatment or help? What was it and did it help?  
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 Can you tell me about how you understand the relationship between things like 

(sadness, suffering, struggle, pain…) and mental health? Is there a difference between 

someone who is (sad, hopeless, suffering…) and someone who has mental health 

problems? What is it?  

 When someone is suffering from mental health problems, what kinds of things can 

help him or her? Do (doctors, medications, hospitals, psychologists, healers, religious 

leaders…) help?  

Participant’s experience of mental health:   

 Can you describe your own health? How are you feeling since staying in Norway? 

Are you facing any sickness, diseases or health problems? If so, what?  

 Can you describe your mental health? Have you ever, in the past or presently, 

experienced mental health problems yourself? If so, can you tell me about this?   

 Do you think that your past experiences, such as those that you have described, affect 

your mental health? If so, how?   

 Do you think that your present living conditions and experiences affect your mental 

health? If so, how?   

 Do you think your asylum-seeking status or undecided application affects your mental 

health? If so, how? 

 In the case that you do not experience any mental health problems, can you tell me 

about what kinds of things prevent you from doing so? In the case that you do 

experience some mental health problems, can you share how you cope with these and 

the kinds of things that help?  

 

Additional Questions  

 Are there other things that you would like to share?  

 Are there important things that we have not talked about?  

 

Example Probes  

 Can you tell me more about _______?  

 Do you have more examples of this?  

 How did this make you feel?  

 What was your physical reaction to this? What was your emotional reaction to this?  
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 Do you remember an occasion when ______?  

 Could you describe, in as much detail as possible, what ______ was like for you?  

 I’d like to be sure that I’ve understood you correctly. Is ______ what you meant? 
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Appendix:  Request for participation in a research project: 

 

Background and purpose: 

  

This is a request for you to participate in a research study that intends to understand the 

subjective mental health experiences of male Afghan, Eritrean, Etiopian, Palestine, Syrian 

and Sudanese asylum seekers in Norway and their perceptions of the factors that shape these 

experiences. Research indicates that asylum seekers in Norway may have suffered traumatic 

experiences prior to and during their migrations and may face multiple barriers and 

challenges in the Norwegian society after seeking asylum. Male Afghan, Eritrean, Etiopian, 

Palestine, Syrian and Sudanese asylum seekers, in particular, might face multiple levels of 

stress in Norway. Yet, very little is known about the experiences and perceptions of these 

asylum seekers themselves, and this project thus seeks to increase understanding of mental 

health and the life conditions of male Afghan, Eritrean, Etiopian, Palestine, Syrian and 

Sudanese asylum seekers in Norway that impact mental health, from the perspective of these 

persons. Therefore, you are invited to participate in this project and, specifically, in one or 

more interviews, for the purpose of sharing your experiences, both with regard to mental 

health and your everyday lives as asylum seekers in Norway. If interested, it is important that 

you read and understand the information provided here.    

What does the study entail? 

 

If you are interested and decide to participate in this research, you will be enrolled and 

registered. You will be invited to participant in one or more interviews during which you will 

be asked about your perceptions and experiences of mental health, your perceived health 

situation, your migration and asylum seeking experiences, your everyday life situation in 

Norway, the challenges that you face and the ways in which you manage these. The 

interviews will be scheduled at your convenience and in locations preferred by and 

comfortable for you, either in public places like cafes or restaurants or private places like 

asylum reception centers or other private accommodations. Participation is voluntary and you 

have full freedom to discontinue at any time. During the interviews, you are free to skip any 

questions you do not want to answer and identify any topics that you do not want to discuss. 

Your responses will not be judged as right or wrong and there are no consequences associated 

with choosing not to participate or to discontinue participation at any point. The interviews 

will take approximately one to two hours to complete. 
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Potential advantages and disadvantages: 

 

Though many individuals find the experience of research contribution to be personally 

meaningful, there are no guaranteed direct benefits for you as an individual and, importantly, 

research participation will in no way influence your asylum application or migration situation 

in Norway, as the researcher is not in a position to assist, in any way, with such matters. Your 

participation will, however, be associated with the benefits of the study. Your participation 

will contribute to improved knowledge of Afghan, Eritrean, Etiopian, Palestine, Syrian and 

Sudanese asylum seekers’ life situations and mental health experiences, and the knowledge 

produced by this research will be made accessible to relevant health professionals and 

authorities, potentially increasing the quality of health services provided to this group of 

asylum seekers residing in Norway.   

 

On the other hand, there are some potential participation disadvantages as well. Emotionally 

difficult, private and sensitive experiences might be discussed. This may result in discomfort, 

emotional upset and the recollection of past experiences that you have tried to forget.  It is 

difficult to predict how each participant will individually react to such a situation, but 

emotional upset or discomfort is a possibility. You are free to avoid any topics that you 

experience as uncomfortable or painful to discuss.  

  

What will happen to the information about you?  

 

The current project will be carried out with complete anonymity. All of the information about 

and privacy of the participants will be protected and guaranteed. Confidentiality will be 

protected and respected by changing names to pseudonyms and avoiding other identifying or 

personally sensitive information when reporting the research findings. You are also welcome 

to participate in this project without providing your name at all, if you prefer. The data that is 

registered about you will only be used in accordance with the purpose of the study as 

described above. All of the data will be processed without name, ID number or other directly 

recognizable information. The study results will be published in a manner that ensures 

participant anonymity and confidentiality. 

 

Right to access and right to delete your data:  
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If you agree to participate in the study, you are entitled to have access to the information that 

is registered about you. You are further entitled to correct any mistakes in the registered 

information. If you withdraw from the study, you are entitled to demand that the collected 

data is deleted, unless it has already been incorporated in analyses or used in scientific 

publications.  

 

Information about the outcome of the study: 

The participants are entitled to receive information about the outcome/results of the study. 

 

Voluntary participation: 

Participation in the study is voluntary. You can withdraw your consent to participate in the 

study at any time and without stating any particular reason. This will not have any 

consequences. If you wish to participate, please sign the declaration of consent on the final 

page. If you prefer to avoid providing a written signature, verbal consent will be accepted 

instead. If you agree to participate at this time, you may later withdraw your consent. If you 

later on wish to withdraw your consent or have questions concerning the study, you may 

contact: 

 

Md. Ahesanul Ameen Tuhin  

Telephone: +47-92507559 

Consent for participation in the study 

Are you willing to participate in the study.  

 

---------------------------------------------------------------------------------------------------------------- 

(Signed by the project participant, date) 

 

I confirm that I have given information about the study. 

 

---------------------------------------------------------------------------------------------------------------- 

(Signed, role in the study, date) 
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