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Depression among Eritrean immigrants in Oslo and surrounding areas: associated factors 

 

ABSTRACT  

Background  

Depressive disorders are among the most common mental health problems that contribute significantly to the global 

disease burden. In the present globalized world, increasing numbers of people are travelling to and settling in a 

different country than their countries of origin. Available evidence indicates that prevalence rates of a range of 

mental illnesses are different between immigrant populations including refugees, ethno cultural and racialized 

groups when compared with the native residents. The higher rates of depression among immigrant populations are 

often attributed to the immigrant’s predisposing background variables, including the level of education, 

socioeconomic status, pre-migration circumstances as well as reintegration process alongside biologically inherent 

risk factors.  

Objectives: To determine the prevalence rate of depression and examine the factors associated with depression 

among Eritrean immigrants living in Oslo and surrounding areas. 

Methodology: A cross-sectional study was performed among 243 Eritrean participants who lived in Oslo and the 

surrounding areas, who were recruited by convenient sampling technique. Out of the 243 participants in this study, 

114 were females and 129 males. The mean and standard deviation of age among the participants were 35.7 ± 9.7. 

Participants were recruited through open invitation letters posted in the notice boards of frequently visited from 

Eritrean Shalom Pentecostal church, Eritrean Orthodox Church and Eritrean Women Union in Oslo. The sample of 

this study were Eritrean who were 18 and above years old, and those having a residence permit in Norway for at 

least one year were included in this study. Person-to person interviews administered in the local Tigrigna language 

by the principal investigator. Current and major depression (12 months) was measured by MDI (major depression 

inventory) instrument.  In addition, current depression was measured by center for epidemiological studies 

depression scale (CES-D). Other instruments used were PTSD checklist- civilian version (PCL-C) to assess PTSD 

(Post-traumatic stress disorder), life events checklist (LEC) to assess traumatizing events that have occurred in 

Lifetime and CAGE were used asses alcohol problems. Additionally, demographic details and pro forma were used 

to assess perceived discrimination and acculturation. Descriptive analysis and binary regression analysis (bivariate 

and multivariate analysis) were used to analyze the data in SPSS 24 software. Independent T-test was used to 

determine the p-value of continuous variable while chi-square or Fishers extract test where used to determine in 

categorical variables. 

Result: From this study, the prevalence of 12 months’ depression among Eritrean living in Oslo and 

surrounding were 16.9 % and of current depression were 1.2% with MDI instrument. In addition, the 

prevalence of current depression was 0.8% based on CES-D instrument. The associated factors for 

depression in this study were age, length of stay, PTSD, life threatening illness, sudden death, and any 

other stressful event or experiences. 

 Conclusion: The present study indicates high prevalence of depression, PTSD and alcohol problems 

symptoms. The available knowledge indicates the need for preventive measures against depression and 

PTSD. Correspondingly, it is recommended to make a comprehensive research programme that addresses 

the knowledge gaps and methodological challenges. 

 Key words: Depression, Immigrants, associated factors, Eritrea, Norway 
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CHAPTER 1. INTRODUCTION 

 

1.1 BACKGROUND 

Depression is globally a major public health issue. According to the World Health 

Organization’s (World health mental atlas, 2014), more than 350 million people were living 

with depression worldwide in 2014 (1). Depression is a common mental disorder, 

characterized by profound sadness, loss of interest or pleasure, feelings of guilt or low self-

worth, disturbed sleep or appetite, feelings of tiredness, and poor concentration (2-5). Other 

symptoms of depression include feeling low esteem, finding it difficult to make decisions, 

easily irritable, having suicidal or harming thoughts of their self, insomnia, and lack of 

energy. The main causes of depression are trauma, grief, financial problems, unemployment, 

sociocultural, weather, acculturation and migration (2, 4, 6, 7). Common modes of treatment 

include pharmacotherapy, psychotherapy and electroconvulsive therapy. 

 

Depressive disorders are major contributors to the increasing burden of mental health problems. 

The growing burden of depression has negative impacts both on individual and community 

levels. Particular about mental illnesses including severe depression is that; the affected 

individuals are subject to stigma, lack of awareness, inaccessibility, isolation and a generally 

poorer prospect for the future. These factors can lead to severe depression some of which can 

result in the most serious of outcomes- suicide. Research shows that depression is the second 

leading cause of burden in the world and accounts 8.2% (5.9% - 10.8%) of the total disability 

adjusted for life years (DALYs) in 2010 in the world (8-10). According WHO report in march 

2017, depression is still the leading cause of disability worldwide and it is estimated that over 

300 million people suffer from depression with an increase of more than 18% between 2005 and 

2015 (11).  It is believed that depression will compromise the second leading cause of death and 

disability in the people of all ages in 2020 (1). The world mental health survey from 17 countries 

showed that, in average about 1 in 20 people would report, having an episode of depression 

within the previous year. Alarmingly, about one million people take their own lives each year, 

many of whom are affected by depression (8, 12, 13). Significant progress has been made in 

terms of the understanding about depressive illness, approaches to specialist intervention as well 

as the primary health care approach in dealing with these disorders. However, the problem 

remains large to at the patient, society, and national as well as global levels (12-16). 
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1.2 IMMIGRATION 

Immigration is the movement of people into a country to which they are not native in order to 

settle there, especially as permanent residents or future citizens. Immigration can be 

subdivided into voluntary (like family immigration, foreign workers), involuntary (like for 

reasons of political, religious persecution, economical), and illegal/ undocumented (those 

without legal permit in the host country  (12, 13). People migrate from one country to another 

due to war, political problems, persecutions, economic problems, globalization and 

voluntarily. In 2015, there were 244 million immigrants in the world which approximates 

3.3 % of the global population (17, 18). About two thirds of all the international migrants live 

in Europe ( 76 million) (18).  

Even though immigration from Africa is not new, since the past 10 years it is increasing 

massively for many of the reasons we have mentioned above including for instance for a better 

standard of living (1, 8, 14). In 2015, 1.3 million immigrants arrived in Europe. They were not 

from specific countries; rather originated from different countries in Africa, Asia and 

elsewhere (19). 

 

Immigrants in Norway are defined as being born outside of Norway and Norwegian born to 

immigrant parents; those two groups are called the immigrant population in Norway (13, 20). In 

Norway according to SSB in 1992, immigrants and Norwegians born to immigrants were 

making up 4.3 % of the total population; whereas in the beginning of 2017, they (immigrants 

and Norwegian born immigrants) were 16.8% of the total population. That is 883,751 residents 

in Norway were categorized as immigrants in 2017. Oslo has a population of 666 800 

inhabitants. Out of these, 217 300 immigrants and Norwegian-born to immigrant parents live in 

Oslo which makes approximately 33 % of the Oslo residents (21). The majority of the 

populations are Pakistanis following by immigrants from Sweden, Somalia and Poland and there 

are sizable communities from others countries. 

One specific group of immigrant’s worthwhile mention is those having Eritrean backgrounds.  

Against 813-recorded Eritrean immigrants living in Norway in 2001 (12), there were 17592 in 

the beginning of 2016.  Despite this large influx of Eritrean immigrants and their specific health 

needs, very little health research has been conducted among this population. This is of particular 

relevance in terms of mental health problems like depression. 

 

 

http://en.wikipedia.org/wiki/Permanent_residency
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  1.3 LITERATURE REVIEW 

 

Migration and its impact on mental health has been the subject for studies for several decades 

contributing to the health of immigrants as well as the development of minority mental health 

issues. This is because the clinicians started to understand mental health problem based on the 

contextual meaning of people’s culture and perception of the community (22). The lifetime 

prevalence of clinically relevant depression (i.e., major depression) ranges from 

3.0% in Japan to 16.9% in the US (23). About half of the adults with a lifetime history of major 

depression also have a 12-month major depression suggesting a chronic relapsing nature of the 

disorder (23-25). Although it is conceivable that many immigrants will have improved living 

conditions when appropriately resettled in a developed country setting, more remains to be 

understood about the implications of the individual’s social and personal background features on 

mental health status. Studies have shown that immigrant populations are vulnerable to 

depression and resettlement in a new country setting may actually increase the risk of 

developing depression (4, 6, 7, 26, 27). A study on mental health of immigrant men and women 

in Australia showed that the prevalence of depression among foreign born non-English speaking 

immigrant was 19.7% whereas in the foreign born English speaking and Australia born were 

lower at 9.2% and 10.1 % respectively (28). These figures suggest the role of background 

variable rather than the specific language skill of the immigrant when it comes to mental health 

status. Additionally, the rates and threshold for treatment seeking is invariably different among 

immigrants as compared to the natives. A national survey conducted in USA by using the 

Composite International Diagnostic Interview (CIDI) questionnaire shows that the lifetime 

prevalence of mood disorders was 20.8 %( 38) and in the Toronto region of Canada, the 

prevalence of depression was found to be 7.3% (7). Research conducted among five countries 

(Greece, Norway, Netherlands, Spain and UK) in Europe shows that the prevalence was 8.56 % 

in 2001 measured by Beck depression inventory during phase 1 and schedule for clinical 

assessment in neuropsychiatry during phase 2 (29), while a study done in Latino youth in 

America shows the prevalence of depression was 7% in 2010 (30).  According to a study by 

Veronica Goff (2002), almost 19 million Americans experience depression each year and those 

women were at greater risk of developing depression. These studies give a clear message of 

alarm to the populations across the regions as well as gives indication that depression is 

prevalent in all regions. 
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Literature search did not reveal a prevalence study of depressive illness in Eritrea. However, 

several recent investigations have found varying levels of depression and other mental health 

problems among Eritrean immigrants living in Western countries. For example, a register-based 

cross sectional study from Sweden showed that the rates of mental illness in recently-resettled 

(0-3 years) refugees from the horn of Africa, as assessed by the use of psychotropic medication, 

was half among men and a third among women compared to the respective rates of native 

Swedes. After a decade of resettlement, the rates were found to equalize with the host 

population. Interestingly, the use of anti-depressant medications was four-fold higher among 

Afghani refugees compared to refugees from the horn of Africa, with approximately 2.5% 

Eritrean immigrant’s currently consuming antidepressants (31). This difference may partly be 

explained in terms of the health seeking behavior. However, a more thorough explanation may 

underlie pre-migration background variables. Additionally, acculturation the process of 

integration of belief systems and attitudes and lifestyle from the new society is invariably 

important (32). 

 

There were limited publications from comparable populations to postulate the prevalence rate 

for our study. Based on the studies that the researcher came across, some gaps in literature are 

identified.  

 

 A study done in Norway among immigrants in Oslo used Hopkins symptoms checklist 25 to 

assess the level of psychological distress found that immigrants born in low and middle income 

countries had significantly higher rates of psychological distress than the Norwegian born 

immigrants and immigrants from high income countries(5). Similarly, studies done in 

immigrants in South Korea have shown greater psychological distress among immigrants when 

compared to the native populations (33). A recent review of research conducted among 

immigrants in Sweden shows that immigrant groups are generally at an increased risk of 

having depression and psychotic disorders compared to the native Sweden (31, 32). 

   In women, the prevalence of postpartum depression has been found to be slightly lower 

among Pakistani immigrants in Norway compared to the average rates, probably owing to the 

nature of social support systems in Asian contexts (34-36). 

 

    The lifetime prevalence rate of major depression among Ethiopian immigrants in Toronto, 

Canada was found to be 9.8%, a figure similar to the Ontario population (7, 37). However, this 

rate was three times higher than projected depression rates in Southeast Ethiopia (37). This 
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indicates that, there is a higher chance of depression among immigrants when we compare to 

those in their country of origin. This is plausible given the difficult circumstances that produce 

refugees. 

     Yet another study from South Korea showed that prevalence of depression was 9.1% among 

immigrants which was almost double from the South Korean of the whole population in 2013 

(33). Moreover, a study done in unaccompanied asylum seeking adolescents in Norway (among 

Afghanistan, Somalia and Iran) showed the prevalence were 9.4% for major depression 

measured by the CIDI tool in 2014 (36). All the above studies show depression is more 

prevalent in immigrants rather than those of the host countries. 

 

1.4 DETERMINANTS OF DEPRESSION AMONG IMMIGRANTS 

 

Research’s shows a range of risk factors for depression among immigrants. Some of the 

important factors highlighted in the researches are: 

 

 A. Gender: Generally, depression affects both genders however; it is more common among 

women than men. A study done by gender and depression in the national comorbidity survey in 

USA in 1993 shows women had 1.7 times higher odds of experiencing depression than men (38, 

39) while a study done by the same research institute in 2005 shows the prevalence of 

depression was 21.3% in women and 12.7% in men (39). Nonetheless, a study done in Asian- 

Americans shows that, USA born women were at greater risk of developing any mood disorders 

(40). Also it can be related to the study done by Elliot Marta that women are at higher risk of 

depression compared to men(41). Studies also have shown that female immigrants have higher 

rates of depression compared to their male counterparts as shown by studies among Chinese 

Pakistani and Taiwanese samples (34, 42-44). 

 

  B. Work status: Research shows that people unemployed for six months or more in the last 

five years have higher rates of depression that of the general population (4, 26, 29, 37). In line 

to this, research done on Turkish immigrants in the Netherlands showed unemployment was a 

major correlate of depression among immigrants (45). 

C. Marital status: Depression is highest among divorced, separated persons but relatively 

low in married and cohabitating persons (7, 33, 42, 46). 
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D. Age: There is a general tendency for increasing depression rates with increase in age. The 

median age for depression onset is around 20-25 years for most populations (7, 37, 47). 

E. Low self-esteem: Not being expressive of one’s ideas or feeling independence is thought to 

underlie depressed mood. Arthur Kleimann explained in his study about problem of 

cultural competency and how to fix it by highlighting the importance of communication skills 

in expressing for the health status (48, 49). 

 

F. Stigma: As anticipated, negative social stigma attached to an individual’s identity or 

behavior may adversely affect her/his mental wellbeing. A study done in Chinese American 

immigrants indicates that stigma if not removed from a community could be a risk factor 

leading discrimination and negative impact on mental health (42). 

 G. Social isolation or feelings of being deprived are also important correlates of depression. 

Immigrant populations are prone to such risks (33, 42, 46, 47). 

 

H. Problem of acculturation: Assimilated asylum seekers had higher depressive symptoms 

compared to the integrated acculturation (6, 46, 50, 51). 

 

 I. Post-traumatic stress disorders (PTSD): PTSD is of particular relevance to immigrant 

populations. For many, physical, sexual as well as psychological trauma is major reasons for 

seeking refuge in a third country. Trauma as such is a strong predictor for depression. A study 

conducted in Eritreans living in Israel and USA showed PTSD as a prominent explanatory 

variable for depression in those populations (50, 51). Similarly, research done among 

immigrants in Sweden confirmed higher rates of PTSD compared to the native Swedes (32, 52). 

Based on the available evidences, we anticipate the following factors to affect the rates of 

depression disorders among Eritrean adult immigrants in Norway: unemployment, financial 

problems (especially those who previously had good job or standard of living before coming to 

Norway), resettlement problems, acculturation issues, language barriers, social isolation, 

family problems, marital status ( divorce, separation, family immigration problems), age 

(becoming old in both genders), gender, low self-esteem, communication problems ( not being 

expressive of their ideas or not able to defend for them self when problems arise ), pre- and 

post-immigration problems. 
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1.5: RATIONAL FOR THE STUDY 

  Depression is the leading cause of years lived with disability only after low backache in a 

global scale. It is a treatable condition; however, certain barriers need to be addressed. 

Immigrants are at a higher risk for developing depression and other mental illnesses. Therefore, 

it is important to study this condition among immigrant populations as such. Additionally, it is 

of utmost importance to investigate the factors that correlate highly or even predict depression 

among these populations. This approach can be crucial in developing personalized health care. 

Despite numerous studies covering depression in general and to some extent among 

immigrants, significant gaps of knowledge on depression remains. This study intends to address 

prevalence, associated factors and the life events among other explanatory variables for 

depressive mood and depressive illness among Eritrean immigrants living in the Oslo area of 

Norway. Understanding the mental health of immigrants is crucial for early detection, planning 

preventive intervention and for making valuable social and policy guidelines. The present study 

aims to contribute by specifically investigating prevalence of depressive symptoms and 

associated factors among an increasingly large immigrant subgroup in Norway. 

 

1.6 RESEARCH QUESTIONS 

        •   What is the prevalence of depression among Eritrean immigrants living in 

Oslo, Norway? 

      •   How are background factors including premigration, post migration and 

sociodemographic status associated with depression among this immigrant population? 

 

1.7 OBJECTIVES 

     1.7.1 General objective 

        T o  determine the prevalence of depression among Eritrean immigrants living in Oslo 

and surrounding areas. 

        T o  assess the correlates of depression in this population. 

1.7.8 Specific objectives 

     To  determine 12 months and current depression rates among Eritrean immigrants living in 

Oslo. 

     To  determine the extent of depressive symptoms among this population and identify 

categories of non-depressed and depressed subgroups. 

     To  assess trauma history, major life events, alcohol/substance use, sociodemographic 

status as well as acculturation parameters in relation to depression. 
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CHAPTER 2: METHODOLOGY 

 

2.1 OVERVIEW 

This chapter explains the methods and instruments that were used in this study. It is a cross-

sectional study done among Eritrean immigrants living in Oslo and surrounding, with the age 

groups of 18 – 72 years.  Two hundred forty-three participants were recruited from Eritrean 

community with convenient sampling survey. Data were collected by structured interviews 

within validated questionnaires by the researcher. It was used different instruments in order to 

accomplish the objectives of the study.  

 

2.2 STUDY SETTING AND DESCRIPTION OF THE STUDY POPULATION: 

 The Eritrean background 

Eritrea is located in the horn of Africa and has a shared border with Ethiopia in south, Sudan 

in west and south west, and Djibouti in southeast. It also has border connection with Saudi 

Arabia and Yemen by sea. The population of Eritrea was 6.3 million in 2013 census study. 

Turkey, Egypt, Italy, Britain and Ethiopia had colonized Eritrea respectively. The boundaries 

of Eritrea were established during the scramble for Africa in 1869 and it became an official 

colony of Italy in January 1, 1890 until British drove out them in 1941 after the Second 

World War. It was under British rule until 1952. The UN has federated Eritrea with Ethiopia 

in 1952 and it became a province of Ethiopia in November 12, 1962 that resulted in a 

destructive war for thirty years. Its struggle for independence started in 1961 and ended in 

1991 with the defeat of Ethiopian regime by the Eritrean people liberation front (EPLF). 

From 1991 to 1998 war, famine destruction, oppression, torture and separation between 

families seemed to be replaced with bright future and were replaced by radical change in 

building construction, schools were opened in all zones of the country. The system of 

agriculture was improving and sensing the real freedom and peace after many years of 

oppression and war (47, 53, 54). In spite of this, an unexpected and discouraging episode 

happened since May 1998, another war started between Eritrea and Ethiopia. The conflict 

between two countries resulted in many implications like oppression to the people of Eritrea 

economically, politically and with many years serving in the military and so on (55). After 

the border conflict regardless of ages, immigration started to all over the world mainly 

Europe, USA, and Australia which had been stopped after the independence of Eritrea since 

1991 (47, 56). Generally, since the federation of Eritrea with Ethiopia, there had been history 
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of immigration to the neighboring countries but after 1970, the waves of immigration were 

common to the entire world (47, 53, 55, 56).  

 

Map of Eritrea  

 

 

(Source:  http://www.worldatlas.com/webimage/countrys/africa/er.htm)  

 

Even though there is, no concrete data on how many Eritrean immigrants are living abroad it 

is estimated that there are more than one million living outside Eritrea and these numbers are 

increasing (13). In Norway in 2001, there were 813 Eritrean immigrants (12) while in the 

beginning of 2016 there were about 20701 and from these 2937 lives in Oslo (these figures 

(table 1) the research got after requesting by email from Statistiske Sentralbyrå (SSB)). 

The majority of the populations are Pakistanis following by immigrants from Sweden, 

Somalia and Poland and there are sizable communities from others countries including 

Eritreans. Even though many Eritrean live in the whole country, most of them live in 

Oslo and surrounding areas. 

 

 

 

 

 

 

http://www.worldatlas.com/webimage/countrys/africa/er.htm
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Table 1, Distribution of Eritrean immigrants in Norway: 

 

 Eritrean immigrants 18 and above years 

Born outside Norway 

 

born outside Norway 

18 and above years 

Born in Norway 

born in Norway 

Total 

In Norway 17592 3109 20701 

In Oslo 2097 840 2937 

 

 

2.3 STUDY DESIGN 

This study is a cross-sectional study (an observational design) which is a useful approach for 

measuring, comparing and describing the prevalence of depression, the variables and to 

examine the associated factors. In order to measure and compare background variables, the 

researcher, used structured interviews administered by himself, who himself is an Eritrean 

immigrant living in Norway as a student.  Cross sectional was chosen in this study, because it 

can meet the main objectives, were cost effective and less time-consuming method as the study 

programme avails roughly 3 months for data collection. 

All those below 18 years and without residence permit were excluded from the study. 

Additionally, individuals from the same family were excluded to limit confounding factors. 

Data were collected by standardized questionnaires administered by a single investigator for 

the prevalence and associate factors. The common language used in Eritrea is Tigrigna which 

is spoken universally by all Eritreans.  

  Current prevalence of depression generated using the CES-D and with MDI and questions and 

answered were rated according to the frequency of reported symptoms and total score of each 

instruments or above qualified for MD diagnosis. For the 12 months’ prevalence rate, we used 

major depression inventory (MDI). Other questionnaires used for collecting demographic data 

and history of trauma in pre immigration and post immigration life events.  
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2.4 INCLUSION AND EXCLUSION CRITERIA 

a. Inclusion criteria:  

 

During the recruitment in the study, the researcher asked all the participants if they fulfill the 

eligibility criteria of the study. Persons who met all the following criteria were considered 

eligible to participate in this study: 

1. Any adult immigrant, 18 years or above who have residence permit. 

2. Who have or claim to have Eritrean background by birth and migrated to Norway at 

least one year before the contact with the researcher and currently living in the Oslo 

region and surrounding towns were interviewed. 

b. Exclusion criteria:  

Participants were excluded from participation of the study even if they met the above criteria 

if they met any of the following: 

1. Those who were under 18 years of age,  

2. Those who did not have residence permit. 

3. Those who lived in Norway under one year. 

4. Refused to consent for any reason. 

5. Those who were unable to complete interviews for any reasons.  

6. Those under follow up of psychiatric districts hospitals. 

 

2.5 ETHICAL CONSIDERATIONS 

 

Before the data collection, the researcher sought written informed consent from every 

participant. In case of illiterates, it was planned verbal consenting together with a signature of 

a witness ensuring voluntary participation but none of our participants were unable to putt 

their signature. The objectives and benefit of participating in the study as well as the study 

outcomes were explained to them as an introduction in understandable way, which would help 

them to choose freely and independently prior to collecting the data. The time needed to fill 

the questionnaire was explained as well. The time for filling the questionnaire was maximum 

30 minutes. 

Participants were instructed precisely to tell the investigator to stop any series of questionnaires 

when they feel uncomfortable or unwilling to respond to any question. Additionally, they were 

informed at, it was free to withdraw from the research at any time during the interview or even 

to contact and ask not to include their set of answers from analysis. This withdrawal should be 
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hold without the participant for having to furnish any reason for such decision. They were 

informed about the opportunity to quit or skip any question of the questionnaires. Participants 

were given information that not participating or stopping in the research would not affect them 

in any way. Whenever the researcher observed any sign of distress or indication of refusal 

whether or not spoken, the investigator was comforting them but at the same time reminding 

the participant that it was perfectly fine if she/he choses to stop from being further questioned. 

Thus respect to the participant and their autonomy were dealt with greatest care. 

The instrument used for depression in some cases created discomfort during interviews. But 

since the investigator has education and worked as public health clinical practitioner in national 

referral hospital and hospitals in Eritrea in major departments of the hospitals including 

psychiatric care units were able handle any raised cases. Additionally, since the investigator 

has personal experiences of helping people with mental illness or psychological problems in 

exile (a refuge by himself in Norway and Italy) made it easy to overcome any raised problem. 

Therefore, participants were handled with care, value and respect in all the time during the data 

collection. 

 

Participant’s well-being was given the highest priority. Our participants were potentially 

vulnerable groups of individuals, many of whom might had been psychologically influenced by 

real wars, forced migration and in some cases exile. 

 

We did not collect any directly identifiable personal information. A participant’s 

questionnaire was given an identification number without mentioning of the participant’s 

name in the instrument and in the consent form.

 We ensured complete anonymity (questionnaires and consent forms were given identification 

number) of the data. No detailed accounts of adverse life events were registered. We did not ask 

for any documentation of legal residence permits of the individuals but rather we relied upon 

the individual’s account on their place of origin, and living situations in Norway.  The collected 

data handled with confidentiality and stored at all times in the secure lockers and recently are 

locked at the University of Oslo where my supervisor works. After the stipulated time for 

retention of research data at the university (five years), all of it will be completely destroyed. 

No forms of any data will be accessible by a third party unless in case of judicial proceedings 

we have to comply with. The contact details (consent form with mobile number) of the 

individuals will be also retained within until the stipulated time of retention. 
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We avoided harming the participants in any way (no privacy question was asked; the 

questionnaire did not have unacceptable words or offensive words in the context of Eritrean 

culture). Any type of communication in relation to the research was done with honesty and 

transparency. The consent was carried out by acquiring written consent as a main 

procedure which had information about the study, name of the participant, date of the day, 

mobile number, and a place to put his/her signature that signify willing to participate in the 

study. No names or other personal information were taken in the instrument moreover the 

entire interview took place in private setting making them comfortable during the interviewing 

but some participant who were willing to be accompanied, other persons were with him/her 

during the session of collecting data. Consent form and instrument were held separately.  

Even though the research did not promise direct benefit to the participants, but had given 

information at it has an effect after the research is finished in understanding depression in 

Eritrean immigrants with possible acceptance of its recommendation to the health policy maker 

and health facilities, as well as contributing to the knowledge base on immigrant’s mental 

health. 

 

   Prior to any data collection or pilot test, the study awaits the protocol, which was sent to the 

Regional Ethics Committee for health research in Norway approval. 

The researcher was aware of, about any serious possible re-traumatization in the course of 

interviewing by virtue of the nature of questionnaires involved. Researcher took utmost 

care to prevent this. In particular, no specific life events were asked in detail beyond the 

mention of the nature of the event, such as involvement in wars or affected by natural 

disaster. It was administered the more ‘benign’ part of the questionnaire including 

demographics and general health question before asking questions about depression and 

trauma. This ensured them rapport building as well as gradual transition to more serious 

question.

This research thus had the highest ethical goals and compliant with applicable guidelines, 

including the World Medical Association’s Declaration of Helsinki (57, 58). 

 

2.6.1 Ethical Review 

Before the start of the data collection, the ethical review and clearance were obtained from 

Norwegian regional ethics committee (REK) Region South-East Oslo with a reference; number 

of REK 2015/1616 (Can be seen from the letter on the appendixes). All the recommendation we 

got from REK were included in the study. 
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2.7 DATA COLLECTION 

Data were collected using standardized interviewer-administered surveys. All the instruments 

were translated with back forth translation and the principal investigator did all the interviews. 

For details it is explained on the below subtitles. 

Based on the SSB statistical data (ssb.no), there were 2937 adult individuals (≥18 years) (see 

table 1 which the researcher got after asking the SSB by email) living in Oslo until January 

2016, compared from to those total 20701 Eritrean who lives in Norway. 

Published research studies have shown it to be difficult to recruit immigrants or refuges (13, 

62, 63). Nevertheless, in these communities, it is received with positive note when an Eritrean 

asks individuals in their community to take part in activities such as research. Notices were 

given in the following locations in Oslo: Eritrean Shalom Pentecostal church, Eritrean 

Orthodox Church and Eritrean Women Union in Oslo, Norway. 

    

Using the convenient sampling technique, 243 participants were recruited who claimed to be 

Eritrean (no identification were asked) i.e. 123 participants from Eritrean Pentecostal church 

(shalom church), 116 participants from Orthodox Church and 4 participants from Eritrean 

women union in Oslo.  Every questionnaire and consent form were given identification number 

separately. For the questionnaires the identification number was given, started from 550, 

above, and for the consent form from 999 down wards. Most of the data collected in Saturday 

and Sunday, in addition to the official public holiday but it was not limited only to these days, 

additionally data were collected from Monday until Friday to those on which it was convenient 

to them. The ranges of interviews per day was, from one participant on working days to 18 

participants on the public holidays. 
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Figure 1 

Study population  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

   Excluded due to failure to sign or to make an 

interview (six did not want to sign on the 

consent form). 

 

  Sampling frame in the whole        

country ≥ 18 years’ old 

      N=20701 

 

Eligible participants who live in 

Oslo above 18 years 

  N=2937 

 

Included (Study sample): 243 

participants 



23 
 

Figure 2, Distribution of the study participants by Community group (types of associations) 

 

 

 

2.8 VARIABLES 

 2.8.1 Dependent variables 

 

To measure the depression of depression among Eritrean immigrants, the researcher used Center 

for Epidemiological studies of Depression scale (CES-D), Major depression (MDI) for two 

weeks and for 12 months, Life events checklist (LEC) and PTSD checklist - civilian version 

(PCL-C) instruments. 

 

2.8.2 Independent variables 

Sociodemographic variables include age, gender (male / female), marital status (single / 

married / divorced), education level (years of completed education), duration of stay in 

Norway (years), work status (employed/ unemployed), number of children. 

 

 

 

 

 

 

50.6%47.7%

1.6%

Distribution of participants

Shalom church Eritrean orthodox church Eritrean women association
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2.9 INSTRUMENTS  

The following instruments were used for sociodemographic and psychometric conditions 

assessments. 

2.9.1 Preparation and translation of instruments’ 

All instruments translated into this language; using validated translations and using a forward 

translation and back-translation mechanisms before set of the final version. The researcher used 

World Health Organization guideline as the methodological model for translation (59, 60). The 

forward and back-translation of the instrument mechanism were as follows. First the original 

English versions of the questioners were given to two Eritrean who have completed university in 

Eritrea to translate them from English to Tigrigna while the translated questionnaires (first 

version of translation) were given to two Eritreans (each of them two instruments were given) 

whose mother language is Tigrigna and had no knowledge of the questioners (MDI, PCL-C, 

LEC, CAGE and Demographic questionnaires) before to translate them from Tigrigna to 

English. Another two were given the translated Tigrigna version to translate to English. All who 

helped me with translation were familiar the medical words. Before they started the translation 

process, restrictions were given to them on how to translate them. Translators were told to use 

conceptual meaning than literal translations as well as to use natural and acceptable language for 

the audience. Additionally, they were told to avoid word for word translation, long sentences that 

may cause misunderstanding and confusion. But rather advised to focus to make their translation, 

clear, precise and culturally acceptable words. After back and forth translation was finished by 

the translators, the principal investigator revised the forward and back-translation based on the 

conceptual and cultural equivalence and not linguistic equivalence of the instruments. Because 

on the psychometric instruments there are words (like depression) on which a translator could 

not translate it directly. Rather it was the main word in our culture which morally accepted and 

comfortable word.   

After received ethical clearance from the ethical review board at the regional ethics committee 

of Oslo, pilot test was initiated to test the instruments in 10 Eritreans including the CES-D 

instruments which had been translated and validated in Eritrean living in USA (As participants 

differs in geographical and culture of the host country).  Finally, the translated questioners 

were validated as final version by the principal investigator to be used in this study. 
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2.9.2 Sociodemographic instruments 

 Demography: demographic details were collected through the demographic form that includes 

age, gender, place of living, marital status, work status, etc. See in detail below the pro forma.  

Since acculturation is believed to be an important determinant of whether an individual develops 

depression, we assessed Perceived discrimination and acculturation in the society in which the 

individual is living and the acculturation process. Questions stated below (h, I, j, k, l, m, n, p) 

were taken from a   self-report questionnaire developed from the Oslo Health Study (HUBRO) 

had been used in Norwegian to investigate these issues and we included the questions with this 

pro forma. We translated the original instrument Written by Berry & Phinney, 2006 (61, 62)  into 

Tigrigna for use in the present study.  

 

The following variables included in the pro forma: 

 

a. Age: Noted as continuous variable  

b. Gender: Male / Female 

c. Marital status: single/married/divorced 

d. Education: Noted as continuous variable in years and further more stratified on 

subgroups: ˂ 7, 8-11, 12-15 and ≥ 16 years. 

e. Employment: Employed (part time / full time) / unemployed 

f. Length of stay in Norway: Noted in years and stratified in groups: ˂ 7, 7-12, ˃ 12 

years and born in Norway. 

g. Reason of Immigration: voluntary/involuntary if involuntary: Work / family reunion 

/refuge / have Norwegian family / born in Norway / other. 

h. Religion: Christian / other 

i. Do you consider yourself highly religious? Yes / no 

j. Family size: Noted in scale and stratified on subgruops:1, 2 – 3, 4 - 6,  ˃ 6 persons 

k. Living with core family or waiting family members to re-unite from your country of 

origin? Yes / no. 

l. Do you find yourself morally, socially and economically supported when needed? Yes / 

no 

m. Are you happy living in Norway? Noted as Yes / no / in between 

n. Norwegian language skills: Noted as: Very good/good / medium / a bit poor / poor 

o. Chronic disease / health problems: noted as yes / no if yes described the type of 

disease 



26 
 

p. Reading Norwegian newspaper or online news portals (during the last year): noted as 

daily / weekly / seldom/never 

q. Reading Eritrean newspaper or online news portals (during the last year): noted as 

daily / weekly / seldom / never 

r. Visiting by Norwegians last year: noted as daily / weekly /seldom / never 

s. Received help / support from Norwegians last year? Noted as daily /weekly / seldom / 

never 

t. Participating in arrangements made by Eritreans during the last year (in Norway): 

Noted as daily / weekly / seldom / never 

u. How much positive interest are people showing in what you are doing? Noted as strong 

interest / some interest /not to mention / little interest / no interest 

v. Denied in purchasing or renting houses because of immigrant background: Noted as 

yes definitely / yes, have such feeling / no never / don’t know 

w. Refused in employing a job because of immigrant background: Noted as yes 

definitely / yes, have such feeling / no never/don’t know 

x. Conflicts in intimate relationships: Noted as yes / no if yes divorce (separation) / 

having broken a longstanding relationship / had serious problems with close friend, 

relative or partner.

 

2.9.3. Psychometric Instruments  

 

 We have used many tools to diagnose and measure severity of psychiatric conditions. Besides 

the pro forma for recording sociodemographic, we administered the following questionnaires as 

part of the face-to-face structured interviews. All questionnaires used were in the Tigrigna 

language. The following tools were used in course of this study. 

1. Center for Epidemiological studies of Depression scale (CES-D): is developed by the 

Center for Epidemiologic Studies for general population surveys (63).  CES-D is a self-report 

questionnaire useful for screening depressive symptoms in community as well as clinical 

settings. This questionnaire has been widely used before, translated into multiple languages and 

found to show acceptable psychometric properties (56, 64-67).  The scale was originally 

developed by Radloff, L.S. (1977) for the Center for Epidemiologic Studies (63). Recently, 

Mogos Mulubrhan Fisseha validated its use in Tigrigna speaking Eritrean immigrants in the 

United States and got approval from him to use it in our study. We consider our target 
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population to resemble immigrants / refugees living in other Western countries, and we used,  

this Tigrigna version validated by the author and provided by the courtesy of Dr. Mulubrhan 

assess depressive disorder (56). The questionnaire includes 20 questions, with each item scored 

between 0 (less than a day), 1 (1-2 days), 2 (3-4 days) and 3 (5-7 days) for symptoms 

experienced during the last week but for questions numbers 4,8,12 and 16 is scored in a reversed 

way of the other questions.  

A summated score (cutoff scores) of 16 or more indicates at risk for clinical depression.  

So screening test-scoring ranges: 

 Less than 15 scores indicate no depression 

 15 – 21 scores indicate mild to moderate depression 

 Over 21 scores indicate possibility of major depression.   

 

   For the purpose of data analysis and discussion, based on the above scores, we have 

categorized as not depressed for less than 15 scores and depressed for those who scores 15 and 

above. 

 

2. Major Depression Inventory: This is a self-report questionnaire developed by the WHO 

collaborating Centre on Mental Health in Denmark by Professor Per Bech (68) to assess major 

depressive disorder during the last two weeks and 12 months. The questionnaire includes 10 

questions with each item scored between 0 (at no time), 1 (some of the time), 2 (slightly less 

than half of the time), 3 (slightly more than half of the time), 4 (most of the time), 5 (all the 

time) for symptoms experienced during the past two weeks and within the 12 months. As a 

severity measure, the MDI score ranges from 0 to 50, since each of the 10 items can be Scored 

from 0 (at no time) to 5 (all the time). Cutoff scores of 20 or more indicates at participants are at 

risk for clinical depression (68, 69).  

       Therefore, screening tests scoring ranges: 

 Less than 20 scores indicate no depression 

 20 – 24 scores indicate mild depression 

 25 – 29 scores indicate moderate depression 

 Over 30 scores indicate severe depression. 

 

For the purpose of analysis and discussion, it is scored as less than 20 scores not depressed and 

20 and above scores depressed. 
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3.  Trauma history and Post-traumatic stress disorder (PTSD):     

There are two versions of the PCL, which are used for screening individuals for PTSD, for 

aiding in diagnostic assessment and monitoring changes in PTSD symptoms. PCL was 

developed by the National Center for PTSD in Boston (70). Two versions of the PCL exist. 

PCL-M is specific to PTSD caused by military experiences and PCL-C is applied generally to 

any traumatic event. The PCL-C (civilian) asks about symptoms in relation to generic 

"stressful experiences" and can be used with any population. This instrument has been widely 

used in the general population for example in Chilean, and we are certified by the US 

National center for PTSD to administer this instrument (71, 72).  

The instrument includes 17 questions with each item scored 1 (not at all), 2 (a little bit), 3 

(moderately), 4 (quite a bit), 5 (extremely) for symptoms experienced in their life time.  

The PCL-C score ranges from 17-85 and the cutoff point is 17-29 which shows little to no 

severity. Screening tests scoring ranges:  

o Below 28 No PTSD symptoms 

o 28-29 Some PTSD symptoms  

o 30–44 Moderate to Moderately High severity of PTSD symptoms  

o 45-85 High Severity of PTSD symptoms 

 

Additionally, results were analyzed based on the scoring ranges as the following for the 

purpose of analysis and discussion: 

 Below 28 score has no PTSD symptoms 

  28 and above scores analyzed as have PTSD symptoms                   

 

4.  Drug and alcohol: For the assessment of possible alcohol/drug use problems, we 

administered the four-item CAGE questionnaire adapted to include drug use.  This 

instrument was developed by Dr. John A. Ewing who is the founder of Bowles Center 

for alcohol studies (73, 74). It includes four questions with to options yes or no but for 

the case of avoiding bias on answering the questions, we added a third options not 

applicable to the instrument to exclude those who don’t drink at all. 
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 Scoring: Item responses on the CAGE questions are scored 0 for "no" and 1 for "yes" 

answers, with a higher score being an indication of alcohol problems and for the third 

option is 3 for not applicable (those who don’t drink at all) but on entering the data in 

electronic form scored as zero to set the responses in yes or no responses. In a such way, 

the responses recoded as zero and one. A total positive score of two or greater is 

considered clinically significant. Despite the normal cutoff for the CAGE is two positive 

answers, the Consensus Panel recommends that the primary care clinicians lower the 

threshold to one positive answer to cast a wider net and identify more patients who may 

have substance abuse disorders. Nevertheless, for the case of this study, we considered 

the normal cutoff for CAGE (2 or more positive responses) (73, 75, 76) to assess those 

who have possible substance abuse or alcohol problem to identify the current alcohol/ 

drug. 

 

 

5. LIFE EVENTS CHECKLIST (LEC): 

 

The Life Events Checklist is a screening instrument used to assess exposure to 16 events to 

potentially result in traumatic (PTSD) or distress for events such as accidents, disasters, 

sexual or physical assaults, or combat-related exposures in a respondent’s lifetime or entire 

life. Additional includes one question to assess any other extraordinarily stressful event not 

captured in the first 16 items. LEC was developed at the National Center for Posttraumatic 

Stress Disorder (PTSD) (72). It is commonly used (39, 52, 72, 77, 78) identify potentially 

traumatizing events that have occurred in lifetime. This instrument does not diagnosis PTSD, 

however, it does identify incidents and events experienced that has possibility of causing 

PTSD or mental distress. The instrument includes 17 questions with each item scored 0 (not 

applied to me), 1 (not sure), 2 (learned about it), 3 (witnessed it), 4(happened to me) for the 

purpose of coding and analysis.  Previous studies have shown that LEC instrument strongly 

correlates with PTSD and MD (72) and therefore it was  generated the numbers of traumatic 

events responses (not applied to me, not sure, learned about it, witnessed about it and 

happened to me) to assess  the associations which coexist among them. 
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 2.10 DATA HANDLING, CODING INTO ELECTRONIC FORM AND ANALYSIS 

2.10.1 Data handling 

Following data collection, the investigator checked the questionnaires for 

completeness and consistency for answers given by participants. Instruments used to 

collect data were given numbers both on the questionnaires and on consent forms.  

Data entries were done consequently days after data collection with the identification 

numbers. All the filled questionnaires were stored in a safe and secure place on the 

researcher`s house in Oslo till the completeness of the data collection.  

Initially punched data in a spreadsheet transferred into an SPSS file for analysis with 

the version 22 of the SPSS software. Entered data were cleaned with double data par 

checking of the questionnaires during data entry and undergone descriptive statistics 

mainly with frequency distributions and cross-tabulations, graphical exploration of 

distributions with histograms and scatter plots in the SPSS software to clean the data 

before analysis to avoid any errors. 

Any error in data entry were recoded again. Lastly after the completion of data entry a 

complete descriptive analysis specially frequency method was done to clean the data. 

After completeness of data collection, all the questionnaires including consent form 

submitted to Centre for Addiction Research (SERAF) in the university of Oslo where 

my supervisor works. 

 

2.10.2 Data coding into electronic form and recoding  

The following independent variables were used as explanatory variables to define the 

outcome variables and were coded and defined as the following. 
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Table 2: Independent variables 

Variable Type  level Coding system and 

definition 

Remarks 

1. Age Continuous 1 Written in years   

2. Gender Categorical 2 0=Famale,1=Male   

3 .Marital status Categorical 3 1=single,2=married and 

3=divorced 

 

4. Education in years Continuous  4 1= ˂7,2=8-11,3=12-15 and 

4=≥16 

Used as Continuous 

as well  Converted 

into categorical 

5. Occupation Categorical 2  1=unemployed, and 2= 

employed, 

If employed 0=part time, 

and 1=fulltime 

 

6. Length of stay in 

Norway 

Continuous 3 1= ˂7,2=7-12 and 3= ˃ 12 Used as Continuous  

as well  Converted 

into categorical 

7. Reason of 

immigration  

Categorical 2 and 5 0= voluntary  

1= involuntary and  

1=Work 

2=Married/relationship 

with a Norwegian 

3=Family reunification 

4=Refugee 

5=Have Norwegian 

parents, 6=Born in 

Norway, 7=Other 

 

8. Ethnicity Categorical 2 0=Tigrigna and 1=others  

9. Religion Categorical 2 0= Christians and 1=others  

10. Do you consider 

yourself highly 

religious? 

Categorical 2 1=Yes and 2=no  

11. Family size in 

Persons 

Continuous    
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Table 2: Independent variables continues 

12. Living with core 

family or waiting 

family members to re-

unite from your 

country of origin? 

 

Categorical 2 1=yes and 2=no  

13. Do you find 

yourself morally, 

socially and 

economically 

supported when 

needed? 

 

Categorical 2 1=yes and 2=no  

14. Are you happy 

living in Norway? 

 

Categorical 3 1=yes,2=no and 3= in 

between 

There is only one 

participant who said 

no, for the case of 

analysis moved and 

added to in between. 

15. How good do you 

think is your 

Norwegian language 

skill? 

Categorical 5 1=Very good, 2=Good, 

3=Medium, 4=A bit poor 

5=Poor 

 

16. Do you have any 

long-term 

disease/health issues? 

Categorical 2 1=no and 2=yes, if yes 

described 

 

17. Do you read 

Norwegian 

newspaper or online 

news portals (during 

the last year)? 

Categorical  4 1=Daily, 2=Weekly 

3=Seldom and 4=Never 

 

18. Do you read 

Local (Eritrean 

newspaper/online 

news portals)?  

Categorical 4 1=Daily, 2=Weekly 

3=Seldom and 4=Never 
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Table 2: Independent variables continues 

19. Did you have a 

visit by Norwegians 

last year? 

Categorical 4 1=Daily, 2=Weekly 

3=Seldom and 4=Never 

 

20. Have you 

received help/support 

from Norwegians last 

year?  

Categorical 4 1=Daily, 2=Weekly 

3=Seldom and 4=Never 

 

21. Have you taken 

part in arrangements 

made by Eritreans 

during the last year?  

Categorical 4 1=Daily, 2=Weekly 

3=Seldom and 4=Never 

 

22. How much 

positive interest are 

people showing in 

what you are doing?  

Categorical  1=strong interest, 2=some 

interest, 3=not to mention 

4=little interest 

5=no interest 

 

23. Have you 

experienced being 

denied to rent or 

purchase 

apartment/housing in 

Norway just because 

of your immigrant 

background? 

Categorical 4 1=Yes, definitely, 2=Yes, I 

have such a feeling, 3= No, 

never, 4=Don’t know 

 

 

24. Have you 

experienced being 

refused to 

employment for the 

job you applied for 

during the last 5 years 

in Norway just 

because of your 

immigrant 

background? 

Categorical 4 1=Yes, definitely, 2=Yes, I 

have such a feeling, 3= No, 

never, 4=Don’t know 
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Table 2: Independent variables continues 

25. Any recent 

conflicts in intimate 

relationships?  

 

 

Categorical 2 and 3 1=yes, 2=no, and if yes: 

1=You have been 

separated/divorced because 

of problems in your 

marriage/partnership 

2=You have broken a 

longstanding relationship 

3=You have had serious 

problems with close friend, 

relative or partner. 

 

 

 

2.10.3 Data analysis 

The variables in the instruments for psychometric measurement were computed in the 

SPSS software programme to find out total sum of the scoring that enabled us to 

perform the cutoff based on each instruments score. Additionally, life events 

checklists (LEC) were analyzed with MDI and PTSD to understand its association 

with those who have responded positively response for the questions which have an 

implication in life of the participants (not applied to me, not sure, learned about it, 

witnessed it, happened to me). 

For the assessments of possible alcohol and drug problems, the CAGE instrument 

were computed based on the responses given and those who don’t drink at all (not 

applicable) were removed and only those who drink alcohol were analyzed. For the 

purpose of assessment of percentage who have symptoms of alcohol problems those 

who responded no and not applicable were added and analyzed in the same. 

 

 Furthermore, variables were set based on the type of the questions continuous and 

categorical. Additionally, for the purpose of data analysis, the data were set in subgroups. 

Descriptive analysis was carried out and presented as: numbers, percentage, means 

and standard deviations based on the continuous and categorical type of the variables. 

Significant association between variables were determined if P.value were < 0.05.  

Independent T-test was used to assess the p-value of continuous variable while chi-

square was used for the categorical variables in all the analysis procedures. The 
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associations between variables, particularly those in association with depressive mood, 

PTSD and CAGE were examined by using appropriate bivariate and multivariate 

regression analysis. Odds ratios for MD, PTSD and alcohol problems were estimated 

by logistic regression analyses. 
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CHAPTER 3 RESULTS 

 

This summarizes the study findings, after analyzing the data collected among Eritrean 

immigrants in Oslo and surrounding areas who attended Eritrean community (churches 

and organization) in Oslo. The study results include description of socio-demographic 

characteristics of the participants and acculturation questions, which were included in the 

demographic instrument and psychometric instruments (CES-D, MDI, LEC and PLC) to 

assess depression, and PTSD. 

 

 The results in table 3 shows that out of the 243 participants, 123 participants were from 

Eritrean Pentecostal church (shalom Church), 116 were from Eritrean Orthodox Church and 

four from Eritrean women union in Oslo. The mean age was 35.7 years with standard 

deviation of 9.7 (35.7±9.7). The majority (99.6%) of the participants were Christians who 

attend church services regularly while 0.4% attends other religion. 99.2% of the study 

participants were from the ethnic group Tigrigna.  
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3.1 SOCIO DEMOGRAPHICS 

Table 3: Demographic characteristics of the study population (Eritrean immigrants) in terms of numbers (n) and percentage (%) 

or mean and standard deviation. 

Variables Women   Men   Total   
      

 
n % n % n % 

      

Age in years (n(mean± SD)) 114 (36.4 ± 9.0)  129 (35 ± 10.2)  243 (35.7 ± 9.7)  
      

Gender 
      

      

 
114 46.90 129 53.10 243 100.00 

      

 Marital Status 
      

      

       Single 32 28.1 52 40.3 84 34.6 
      

       Married 71 62.3 74 57.4 145 59.7 
   

 
  

       Divorce 11 9.6 3 2.3 14 5.8 
      

 Education  in years 
      

      

      ˂ 7 years 13 11.4 3 2.3 16 6.6 
      

       8 - 11  62 54.4 71 55.0 133 54.7 
      

       12 - 15  35 30.7 40 31.0 75 30.9 
      

        ˃ 16 4 3.5 15 11.6 19 7.8 
      

Occupation 
      

      

      Unemployed 40 35.1 42 32.6 82 33.3 
      

      Employed 74 64.9 87 67.4 161 66.3 
      

If employed type of 

Employment 
      

      

       Temporary  35 47.3 41 47.1 76 47.2 
      

       Permanent 39 52.7 46 52.9 85 52.8 
      

Ethnicity 
      

      

          Tigrigna 112 98.2 129 100.0 241 99.2 
      

          Others 2 1.8 0 0.0 2 0.8 
      

Religion  
      

      

         Christians 113 99.1 129 100.0 242 99.6 
      

         Others 1 0.9 0 0.0 1 0.4 
      

Family size in persons 
      

      

         1 28 24.6 56 43.4 84 34.6 
      

         2-3 45 39.5 35 27.1 80 32.9 
      

         4-6 36 31.6 33 25.6 69 28.4 
      

         over 6 5 4.4 5 3.9 10 4.1 
      

 

 

 



38 
 

Table 4 shows most of the participants (93%) consider themselves highly religious 

compared to 7% who do not claim to be highly religious. When asked whether they 

were happy living in Norway, 7% of the participants said they were not happy but in 

between (yes/no). 

 

Table 4: Responses acculturation questions in the study population (Eritrean immigrants) in terms of 

numbers (n) and percentage (%) or mean and standard deviation. 

Variables Women   Men   Total   

 n % n % n % 

Length of stay in Norway in years       

       <  7  years      68 59.6 85 65.9 153 63.0 

        7 - 12  20 17.5 16 12.4 36 14.8 

        > 12 years 26 22.8 28 21.7 54 22.2 

Reason for immigration       

       voluntary 15 13.2 17 13.2 32 13.2 

       Involuntary 99 86.8 112 86.8 211 86.8 

Do you consider yourself highly religious?        

          Yes 110 96.5 116 89.9 226 93.0 

           No 4 3.5 13 10.1 17 7.0 

Are you happy living in Norway?        

           Yes 107 93.9 119 92.2 226 93.0 

           In between 7 6.1 10 7.8 17 7.0 

 Any recent conflicts in intimate relationships?        

          Yes 3 2.6 3 2.3 6 2.5 

          No 111 97.4 126 97.7 237 97.5 

If yes to the above question        

a. You have been separated/divorced because of problems in 
your marriage/partnership 

2 66.7 0 0.0 2 33.3 

b. You have broken a longstanding relationship 0 0.0 1 33.3 1 16.7 

C. You have had serious problems with close friend, relative or 
partner. 

1 33.3 2 66.7 3 50.0 
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3.2 PREVALENCE OF DEPRESSION 

 

Prevalence of current depression was determined based on the response of CES-D and 

MDI (for two weeks) questionnaires. CES-D asks about the symptoms of depression 

in the past week and depression symptoms were defined by a cutoff score of 15 out the 

possible total score of 60. Those who had 15 and above scores were categorized 

depressed and less than 15 scores as no depression symptoms. 

The prevalence of current depression was 0.8% and 1.2% by CES-D and MDI (two 

weeks) respectively. The 12 months’ prevalence of depression was 16.9%. 

 

Table 5: Prevalence of depression among participant’s population, explained in numbers 

(n) and percentage (%). 

 

Instrument used   Current Depression 12 months Depression  

  

ND  

(n &%) 

Depressed  

(n & %) 

ND  

(n &%) 

Depressed  

(n &%)  
CES-D  241 (99.2)  2 (0.8)   

 

MDI for two weeks  240 (98.8) 3 (1.2)   
 

MDI for  12 months       202 (83.1) 41 (16.9)  
NB. ND: not depressed 

 

 Table 6, 7, and 8 shows the distribution of participants who were either depressed or 

not depressed by the variables. Those who were depressed were significantly older 

than those who were not depressed (P.value < 0.01). The prevalence of depression was 

19.3% among females compared 14.7% among males. Married participants were 

20.7% depressed compared to those who were single (10.7%) and those who were 

divorced (14.3%). Participants who had attained 8 – 11 years of education represented 

the largest group of depressed with a prevalence of 18.8%, whereas those with 12 - 15 

years of education had a prevalence of 17.3%. Length of stay in Norway was 

significantly associated with depression (P.value = 0.01, by Independent T-test taken 

as continuous variable). Those who had been in Norway for greater than 12 years were 

the most depressed with a prevalence of 25.9% compared to those who had been in 

Norway for 8 – 12 years (22.2%) and those who had been in Norway for a period less 

than 7 years (12.4%). Unemployed Eritrean immigrants were 22% depressed 

compared to employed Eritrean immigrants (14.3%), but there was no significant 
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association between work status and depression (P-value 0.13). Married women were 

more depressed (23.9%) compared to married men (17.6%). 

 

Table 6. Distribution of depression (12 months) explained in marital status and gender 

in numbers (n) and percentage (%). 

    Not depressed (n & %) Depressedd (n & %)         

Female 
 

    
  

      Single 
 

29 (90.6) 3 (9.4) 

 

 
  

     Married 
 

54 (76.1) 17 (23.9)  
  

     Divorse 
 

9 (81.8) 2 (18.2)  
  

Male 
 

    
 

 

     Single 
 

46 (88.5) 6 (11.5) 

 

 
  

     Married 
 

61 (82.4) 13 (17.6)  
  

     Divorsed   3 (100.0) 0 (0.0)       

 

 

Table 7, Distribution of depression between gender and employment explained in  

 in numbers (n) and percentage (%). 

  

Not Depressed  

    (n &%) 

Depressed  

  (n &%) P-value 
    

Unemployed 
        

   Gender Female 32 (80.0) 8 ( 20.0) 
0.39     

 
Male 32 (76.2) 10 (23.3) 

    
Employed 

        
 Gender Female 60 (81.1) 14 (18.9) 

0.17     
  Male 78 (89.7) 9 (10.3) 
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Table 8: 12 months prevalence of depression according Major Depression Inventory (MDI)) among Eritrean immigrants 

Oslo and surrounding areas. 

 

      Not Depressed     Depressed 
P-

value 

Age in years (n (mea n± SD))  202 (34.9 ± 9.8) 41 (39.9 ± 8.2) < 0.01 

Sex     

       males  110 (85.3) 19 (14.7) 
0.34 

       females   92 (80.7) 22 (19.3) 

Marital status (n & %)     

       single  75 (89.3) 9 (10.7) 

        married  115 (79.3) 30 (20.7) 

       divorsed  12 (85.7) 2 (14.3) 

     

Education level in years (n (mean ± SD))  202 (11.5 ± 2.8) 41 (11.1 ± 2.2) 0.36 

Education level in years (n & %)     

       ˂ 7   14 (87.5) 2 (12.5) 

 
        8 - 11  108 (81.2) 25 (18.8) 

        12 - 15  62 (82.7) 13 (17.3) 

        ˃16  18 (94.7) 1 (5.3) 

     

Length of stay in Norway in years (n ( mean ± SD)  202 (8.2 ± 7.1) 41 (11.2 ± 2.2) 0.01 

Length of stay in Norway in years (n & %)     

       ˂ 7  134 (87.6) 19 (12.4) 

0.05         8  -  12   28 (77.8) 8 (22.2) 

        ˃  12  40 (74.1) 14 (25.9) 

Work status (n & %)     

        unemployed  64 ( 78.0) 18 (22.0) 
0.13 

        employed  138 (85.7) 23 (14.3) 

     

Family size in persons (n (mean ± SD)  202 (2.67 ± 1.64) 41 (2.90  ± 1.74) 0.42 

Family size (in persons) (n & %)     

         1  72 (85.7) 12 (14.3) 

 
         2-3  63 (78.8) 17 (21.3) 

         4-6  60 (87.0) 9 (13.0) 

         >6  7 (70.0) 3 (30.0) 

Do you consider yourself highly religious? 
    

         Yes 
 

189 (83.6) 37 (16.4) 
 

         No   13 (76.5) 4 (23.5)   
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Depression according to acculturation responses 

Table 9 shows, the association between the acculturation variables and psychometric scales. 

The finding of this study shows that, in the participants, there is no an association between 

language skills, those who read Norwegian or Eritrean newspaper or reading online portals.  

From those who think their Norwegian language skill was medium (23.1%) and a bit poor 

(18.2%) were depressed respectively compared to those whose Norwegian language skill was 

very good 11.6%. 
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Table 9. Distribution of acculturation questions according to MDI instruments explained in 

numbers (n) and percentage (%) among the participants. 

                               
 

  

Not depressed  

(n & %) 

Depressed  

(n & %) 
P-value 

 
Are you happy living in Norway    

 
       yes 188 (83.2) 38 (16.8) 

  
       in between 14 (82.4) 3 (17.6) 

 
How good do you think is your Norwegian language skill?    

 
      very good  61 (88.4) 8 (11.6) 

 

 
       good 80 (83.3) 16 (16.7) 

 
       medium 50 (76.9) 15 (23.1) 

 
       a bit poor 9 (81.8) 2 (18.2) 

 
       poor 2 (100.0) 0(0.0) 

 
Do you read Norwegian newspaper news portals (during the last year)?    

 
        daily  70 (80.5) 17 (19.5) 

0.59 

 
       weekly 51 (86.4) 8 (13.6) 

 
       Seldom 56 (86.2) 9 (13.8) 

 
       Never 25 (78.1) 7 (21.9) 

 
Do you read Local news portals (Eritrean newspaper/online news portals)?     

 
       daily 13 (81.3) 3 (18.8)  

 
       weekly 6 (85.7) 1 (14.3)  

 
        seldom 69 (82.1) 15 (17.9)  

 
        never 114 (83.8) 22 (16.2)  

 
Did you have a visit by Norwegians last year?    

 
        daily 8 (88.9) 1 (11.1)  

 
        weekly 19 (79.2) 5 (20.8)  

 
        seldom 106 (83.5) 21 (16.5)  

 
        never 69 (83.1) 14 (16.9)  

 
Have you received help/support from Norwegians last year?     

 
        daily 4 (50.0) 4 (50.0) 

 

 
        weekly 20 (87.0) 3 (13.0) 

 
        seldom 93 (84.5) 17 (15.5) 

 
        never 85 (83.3) 17 (16.7) 

 
Have you taken part in arrangements made by Eritreans during the last year?     

 
        daily 5 (62.5) 3 (37.5) 

 

 
        weekly 154 (82.8) 32 (17.2) 

 
         seldom 36 (90.0) 4 (10.0) 

 
         never 7 (77.8) 2 (22.2) 

 
Denied to rent or purchase apartment/house because of immigrant background   

 
       yes, definitely 10 (83.3) 2 (16.7) 

 

 
  

       yes, I have such a feeling 79 (83.2) 16 (16.8) 
 

  

       no, never 26 (76.5) 8 (23.5) 
 

  

       don’t know 87 (85.3) 15 (14.7) 
 

  

Refused to employment for job because of immigrant background    
 

  

       yes, definitely 9 (100.0) 0(0.0) 

 

 
  

       yes, I have such a feeling 62 (79.5) 16 (20.5) 
 

  

        no, never 29 (76.3) 9 (23.7) 
 

  

        don’t know 102 (86.4) 16 (13.6) 
 

  

Any recent conflicts in intimate relationships?     
 

  

        yes 3 (50.0) 3 (50.0) 
  

  

        no 199 (84.0) 38 (16.0) 
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Depression according to Life events checklist (LEC) 

Table 10 shows that depression was significantly associated with the following variables in 

LEC variables: assault with weapon, life-threatening illness or injury, sudden, violent death 

(homicide, suicide) and any other very stressful event or experience with p-value (chi-square 

used) of < 0.01, 0.01, 0.01, and 0.03 respectively.     
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Table 10: Depression according to Life events checklist (LEC) explained in numbers (n) and 

percentage (%). 

 

Not depressed 

 (n & %) 

Depressed  

(n & %) 
p-value 

Events    

1. Natural disaster    

  no 177 (84.3) 33 (15.7) 
0.22 

  yes 25 (75.8) 8 (24.2) 

2. Fire or explosion    

  no 195 (84.4) 36 (15.6)  

  yes 7 (58.3) 5 (41.7)  

3.Transportation accident    

  no 154 (82.8) 32 (17.2) 
0.80 

  yes 48 (84.2) 9 (15.8) 

4. Serious accident (work,home,or recreational activity)     

  no 196 (84.5) 36 (15.5)  

  yes 6 (54.5) 5 (45.5)  

5. Exposure to toxic substance    

  no 199 (84.0) 38 (16.0)  

  yes 3 (50.0) 3 (50.0)  

6. Physical assault ( hit, slapped, kicked, beaten up)     

  no 149 (84.2) 28 (15.8) 
0.47 

  yes 53 (80.3) 13 (19.7) 

7. Assault with a weapon    

  no 186 (85.3) 32 (14.7) 
< 0.01 

  yes 16 (64.0) 9 (36.0) 

8. Sexual assault     

  no 202 (83.1) 41 (16.9)  

  yes 0 (0.0) 0 (0.0)  

9. Other unwanted or uncomfortable sexual experience    

 no 201 (83.8) 39 (16.3)  

 yes 1 (33.3) 2 (66.7)  

10. Combat or exposure to a war-zone    

  no 84 (80.0) 21 (20.0) 
0.26 

  yes 118 (85.5) 20 (14.5) 

11. Captivity (being kidnapped, prisoner of war)    

  no 196 (83.8) 38 (16.2)  

  yes 6 (66.7) 3 (33.3)  

12. Life-threatening illness or injury    

  no  167 (86.1) 27 (13.9) 
0.01 

  yes 35 (71.4) 14 (28.6) 

13. Severe human suffering     

 no 160 (84.2) 30 (15.8) 
0.39 

  yes 42 (79.2) 11 (20.8) 

14. Sudden, violent death ( homicide, suicide)    

   no 167 (86.1) 27 (13.9) 
0.01 

   yes 35 (71.4) 14 (28.6) 

15. Sudden, (unexpected death to close to you)    

   no  139 (84.2) 26 (15.8) 
0.50 

  yes 63 (80.8) 15 (19.2) 

16. Serious injury, death (you caused to someone)    
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Table 10: Depression according to Life events checklist (LEC) explained in numbers (n) and percentage (%) 

(Continues). 

  no  190 (83.3) 38 (16.7)  

   yes 12 (80.0) 3 (20.0)  

17. Any other very stressful event or experience    

  no 193 (85.0) 34 (15.0) 
< 0.01 

  yes 9 (56.3) 7 (43.8) 

 

3.3 CLINICAL ASSOCIATED FACTORS OF DEPRESSION 

 

Table 11 shows variables that were significantly associated with depression (12 

months). 

Table 11: Associated factors for depression (12 months) among Eritrean immigrants living in Oslo and surrounding.  

  ND (n=202) Depressed (n=41) p-value 

  
age (mean±SD)  202 (34.90±9.8) 41 (39.90±8.2) < 0.01 

  
lengths of stay (mean ± SD) 202 (8.24±7.1) 41 (11.44±8.9) 0.01 

  
PTSD (n and %)    

  
   no PTSD 186 (87.7) 26 (12.3) 

<  0.01   
   yes PTSD 16(51.6) 15 (48.4) 

  
Assault with a weapon (n & %)    

  
   no  186 (85.3) 32 (14.7) 

< 0.01   
   yes 16 (64.0) 9 (36.0) 

  
 Life-threatening illness or injury (n & %)    

  
   no  167 (86.1) 27 (13.9) 

0.01   
   yes 35 (71.4) 14 (28.6) 

  
Sudden, violent death (homicide, suicide) (n & %)    

  
    no  167 (86.1) 27 (13.9) 

0.01   
    yes 35 (71.4) 14 (28.6) 

  
Any other very stressful event or experience (n & %)    

  
    no  193 (85.0) 34 (15.0) 

< 0.01   
    yes 9 (56.3) 7 (43.8) 

  
NOTE. ND: NOT DEPRESSED 
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Multivariate analyses on depression variables 

Table 12 shows results of binary logistic regression models. The odds of having depression in 

those who had PTSD were 6.28 times greater as compared to those who have no PTSD with a 

confidence interval of 2.63 – 15.00 and PTSD was significantly associated with depression. 

Furthermore, the odds of depression who had stressful life events was 2.75 times greater as 

opposed to those who had no. 

Table 12:  Associated factors depression (12 months) expressed as odds ratio (OR) with a 95% confidence interval 

(CI) according to demographic characteristics and psychological factors among 243 Eritrean immigrants.     

 

Bivariate  multiple  
            

 

OR(95% CI) p-value OR(95% CI) P-value 

            
Age 1.05 (1.01, 1.09) < 0.01 1.04 (0.1,1.08) 0.09 

            
Sex (Ref: female) 0.72 (0.37, 1.42) 0.34 0.75 (0.36, 1.57)  0.45 

            
length of stay 1.05 (1.01, 1.09) 0.02 1.03 (0.97, 1.08) 0.32 

            
PTSD (Ref: :no) 6.70 (2.75, 15.16) < 0.01 6.28 (2.63, 15) < 0.01 

            
Any other stressful life events(Ref: :no) 4.42 (1.54, 12.65) < 0.01 2.75 (0.82, 9.24) 0.10                       

 

 

 

3.4 OTHER RESULTS 

Trauma and PTSD 

Table 13 showed that those who had assault with a weapon were 32% having PTSD 

symptoms compared to those who had no assault with weapon (10.6%) and it was 

significantly association with PTSD (P-value < 0.01). Furthermore, life threatening 

illness or injury (P-value < 0.01), sudden violent death (homicide, suicide) (P-value 

0.02) and any other very stressful event or experience (P-value < 0.01) were 

significantly associated with PTSD. 
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Table 13.  PTSD according to Life events checklist (LEC) explained in number (n) and percentage 

(%). 

Events No PTSD (n & %) PTSD (n & %) P-value 

1.Natural disaster    

   no  186 (88.6) 24 (11.4) 
0.12 

  yes  26 (78.8) 7 (21.2) 

2.Fire or explosion    

   no 204 (88.3) 27 (11.7)  

  yes 8 (66.7) 4 (33.3)  

3.Transportation accident    

  no 158 (84.9) 28 (15.1)  

  yes 54 (94.7) 3 (5.3)  

4. Serious accident (work,home,or recreational activity)     

  no 204 (87.9) 28 (12.1)  

  yes 8 (72.7) 3 (27.3)  

5.Exposure to toxic substance    

  no 209 (88.2) 28 (11.8)  

  yes 3 (50.0) 3 (50.0)  

6.Physical assault ( hit, slapped, kicked, beaten up)     

  no 159 (89.8) 18 (10.2) 
0.05 

  yes 53 (80.3) 13 (19.7) 

7.Assault with a weapon    

  no 195 (89.4) 23 (10.6) 
< 0.01 

  yes 17 (68.0) 8 (32.0) 

8.Sexual assault     

  no 212 (87.2) 31 (12.8)  

  yes 0 (0.0) 0(0.0)  

9.Other unwanted or uncomfortable sexual experience    

  no 210 (87.5) 30 (12.5)  

  yes 2 (66.7) 1 (33.3)  

10. Combat or exposure to a war-zone    

  no 91 (86.7) 14 (13.3) 
0.81 

  yes 121 (87.7) 17 (12.3) 

11. Captivity (being kidnapped, prisoner of war)    

  no 205 (87.6) 29 (12.4)  

  yes 7 (77.8) 2 (22.2)  

12. Life-threatening illness or injury    

  no 176 (90.7) 18 (9.3) 
< 0.01 

  yes 36 (73.5) 13 (26.5) 

13. Severe human suffering     

  no 170 (89.5) 20 (10.5) 
0.05 

  yes 42 (79.2) 11 (20.8) 

14. Sudden, violent death ( homicide, suicide)    

  no 174 (89.7) 20 (10.3) 
0.02 

  yes 38 (77.6) 11 (22.4) 

15.Sudden, (unexpected death to close to you)    

  no 144 (87.3) 21 (12.7) 
0.98 

  yes 68 (87.2) 10 (12.8) 

16. Serious injury, death (you caused to someone)    

  no 198 (86.8) 30 (13.2)  

  yes 14 (93.3) 1 (6.7)  

17. Any other very stressful event or experience    

  no 202 (89.0) 25 (11.0) 
< 0.01 

  yes 10 (62.5) 6 (37.5) 
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Table 14 shows the distribution of participants with no PTSD symptoms and those 

with PTSD symptoms by their demographic characteristics. Those who had 

posttraumatic stress syndrome symptoms with mean and SD (37 ± 10.80) were older 

than those who had not PTSD (35.5 ± 9.5).  Of those with who had symptoms of 

PTSD, 12.4% were males and 13.2% were females. Out of the divorced (78.6%), 21.4 

had PTSD. The prevalence of PTSD symptoms with a length of stay between 7-12 

years were 22.2% compared to those who lived < 7 and >12 years with prevalence of 

11.1%.   However, no significant associations were found between PTSD and length 

of stay in Norway. 

 

Table 14. Posttraumatic stress Disorder (PTSD) among Eritrean immigrants according PCL-C 

questioner. 

  No PTSD  PTSD  P-value 

Age in years (n & mean ± SD) 212 (35.5±9.5) 31 (37±10.8) 0.44 

Sex (n& %)    

       males 113 (87.6) 16 (12.4) 
0.86 

       females  99 (86.8) 15 (13.2) 

Marital status (n & %)    

      single 74 (88.1) 10 (11.9) 

       married 127 (87.6) 18 (12.4) 

      divorced 11 (78.6) 3 (21.4) 

Education in years (n & %)    

       ˂ 7  12 (75.0) 4 (25.0) 

 
        8 - 11 116 (87.2) 17 (12.8) 

        12 - 15 68 (90.7) 7 (9.3) 

        ≥16 16 (84.2) 3 (15.8) 

Length of stay in Norway in years (n & %)    

         ˂ 7 136 (88.9) 17 (11.1) 

0.18          7 -  12  28 (77.8) 8 (22.2) 

         ˃  12 48 (88.9) 6 (11.1) 

Work status (n & %)    

        unemployed 67 (81.7) 15 (18.3) 
0.07 

        employed 145 (90.1) 16 (9.9) 

Family size in persons (n & %)    

        1 70 (83.3) 14 (16.7) 

 
        2-3 69 (86.3) 11 (13.8) 

        4-6 63 (91.3) 6 (8.7) 

        over 6 10 (100.0) 0 (0.0) 

 

 

PTSD according to acculturation responses. 

Table 15 shows the association between the acculturation variables and PTSD. The 

results show that, those who had seldom and never visited by Norwegians in the last 

year had symptoms of PTSD with a 12.6% and 18.1% respectively. Norwegian 

language skills had effect with PTSD that can be presented by 27.3% (those who 
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speak a bit poor) compared to those speak very good (8.7 %). Those who have seldom 

association with Eritrean society had 17.5% PTSD symptoms while those who had 

daily participation in Eritrean communities had no PTSD symptoms. 

 

Table 15. Distribution of acculturation questions according to PTSD instruments explained in numbers (n) and percentage (%) or 

numbers (n) (mean ± SD) among the participants. 

                                           
  No PTSD (n & %)              PTSD (n & %)    P-value  
Are you happy living in Norway    

 
       yes 197 (87.2) 29 (12.8)   
       in between 15 (88.2) 2 (11.8)  
How good do you think is your Norwegian language skill?    

 
      very good  63 (91.3) 6 (8.7) 

 

 
       good 83 (86.5) 13 (13.5)  
       medium 56 (86.2) 9 (13.8)  
       a bit poor 8 (72.7) 3 (27.3)  
       poor 2 (100.0) 0 (0.0)  
Do you read Norwegian newspaper news portals (during the last year)?    

 
        daily  77 (88.5) 10 (11.5) 

 

 
       weekly 55 (93.2) 4 (6.8)  
       Seldom 54 (83.1) 11 (16.9)  
       Never 26 (81.3) 6 (18.8)  
Do you read Local news portals (Eritrean newspaper/online news portals)?     

 
       daily 14 (87.5) 2 (12.5) 

 

 
       weekly 6 (85.7) 1 (14.3)  
        seldom 72 (85.7) 12 (14.3)  
        never 120 (88.2) 16 (11.8)  
Did you have a visit by Norwegians last year?    

 
        daily 9 (100.0) 0 (0.0)  

 
        weekly 24 (100.0) 0 (0.0)  

 
        seldom 111 (87.4) 16 (12.6)  

 
        never 68 (81.9) 15 (18.1)  

 
Have you received help/support from Norwegians last year?     

 
        daily 7 (87.5) 1 (12.5) 

 

 
        weekly 23 (100.0) 0 (0.0)  
        seldom 94 (85.5) 16 (14.5)  
        never 88 (86.3) 14 (13.7)  
Have you taken part in arrangements made by Eritreans during the last year?     

 
        daily 8 (100.0) 0 (0.0) 

 

 
        weekly 163 (87.6) 23 (12.4)  
         seldom 33 (82.5) 7 (17.5)  
         never 8(88.9) 1 (11.1)  
Denied to rent or purchase apartment/house because of immigrant background   

 
       yes, definitely 9 (75.0) 3 (25.0) 

0.22 

 
  

       yes, I have such a feeling 84 (88.4) 11 (11.6)  
  

       no, never 27 (79.4) 7 (20.6)  
  

       don’t know 92 (90.2) 10 (9.8)  
  

Refused to employment for job because of immigrant background    
 

  

       yes, definitely 8 (88.9) 1 (11.1) 

0.58 

 
  

       yes, I have such a feeling 67 (85.9) 11 (14.1) 
 

  

        no, never 31 (81.8) 7 (18.4) 
 

  

        don’t know 106 (89.8) 12 (10.2) 
 

  

Any recent conflicts in intimate relationships?     
 

  

        yes 4 (66.7) 2 (33.3)   
  

        no 208 (87.8) 29 (12.2)  
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Use of alcohol and drinking problems 

 

Table 16 and 17 shows that Out of the 243 participants 27.2% drink alcohol and the 

rest did not drink alcohol at all.  Thirty-three participants scored two or more 

responses that can be explained 13.6% of the total population. There was a significant 

association between gender and symptoms of alcohol problems with p-value of < 0.01 

(chi-square test used). The result showed that males in the sample were significantly 

more likely to have alcohol problems, compared to the females in the sample. Out of 

those who work, 17.4% had alcohol problem symptoms compared to those who did 

not work presented with 6.1%.  

 

Table 16.  Alcohol problem in Eritrean immigrants living in Oslo by CAGE questions explained in 

numbers ( n) and percentage (%) or mean &SD.   

 

  No alcohol symptoms Alcohol symptoms P-value 

Age in years(mean ± SD) 210 (35.4 ± 9.6) 33 (38.0 ± 10.0) 0.15 

Sex (n & %)    

       Males 103 (79.8) 26 (20.2) 
< 0.01 

       Females  107 (93.9) 7 (6.1) 

Marital status (n & %)    

       single 72 (85.7) 12 (14.3) 
        married 128 (88.3) 17 (11.7) 

       divorced 10 (71.4) 4 (28.6) 

Education level in years (n & %)    

       ˂ 7  13 (81.3) 3 (18.8) 

         8 - 11 116 (87.2) 17 (12.8) 

        12 - 15 63 (84.0) 12 (16.0) 

        ≥16 18 (94.7) 1 (5.3) 

Length of stay in Norway in years (n & %)    

          ˂ 7 135 (88.2) 18 (11.8) 
           7 -  12  33 (91.7) 3 (8.3) 

          ˃  12 42 (77.8) 12 (22.2) 

Work status (n& %)    

        Unemployed 77 (93.9) 5 (6.1)  
        Employed 133 (82.6) 28 (17.4) 

Family size (in persons) (n& %)    

        1 74 (88.1) 10 (11.9) 

        2-3 66 (82.5) 14 (17.5) 

       4-6 63 (91.3) 6 (8.7) 

       > 6 7 (70.0) 3 (30.0) 
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Table 17, Distribution of alcohol problem symptoms between gender and employment explained in numbers (n) & 

percentages (%). 

 
No alcohol 
symptoms 

(n & %) 

Alcohol 
symptoms 

(n & %) P.value     
Unemployed  

 
    

       Female 40 (100.0) 0 (0.0) 

 
   

       Male 37 (88.1) 5 (11.9)    
Employed  

 
    

       Female 67 (90.5) 7 (9.5) 
0.02    

       Male 66 (75.9) 21 (24.1)       
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Supplementary Data given in appendix provides response pattern to 

each questionnaires used in this study (see appendix D). 
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CHAPTER 4 .  DISCUSSION, STRENGTHS, LIMITATIONS, CONCLUSION AND IMPLICATIONS 

 

4.1 DISCUSSION 

 

This final chapter presents the synthesis of the finding of this research, including the 

discussion of the findings, limitations, conclusion, implications and recommendations for 

future study. According to SSB, (Statistiske Sentralbyrå) records, there are 20701 Eritrean 

immigrants over 18 years and out of them 2937, lives in Oslo (can be seen from table 1).  

Even though the target population of the study were Eritrean immigrants living in Oslo, the 

participants of the study were, from all areas around Oslo, who usually attend the churches 

and the organizations in Oslo. Using convenient sampling technique, 249 potential 

participants were approached to take part in study. To hundred forty-three participants were 

recruited and six participants were unable to complete the data collection because they were 

not able to complete the consent form. Out of the two hundred forty-three participants who 

were recruited, 129 (53.1%) were males and 114 (46.9%) were females. Participants were 

between the ages of eighteen to seventy-two years old and except three participants, the 

others were between 18-60 years, with mean age of 35.7 with SD 9.68 (See table 3).  

Data collected through CES-D in the past one week showed, two males had current 

depression symptoms while according MDI (for the past two weeks) showed, three 

participants (two females and one male) had current depression symptoms (See table 5).  

The low rate of current prevalence of depression found in this study could be associated to 

the respondent’s distribution, where 99% of the attendant were from churches that attend 

regularly as well, could be linked to the nature of the questions in relation to their culture and 

religion. Since this study is about depression, which would seem for immigrants (my personal 

opinion) to be connected with employment as well as other variables, which are believed to 

be sensitive based in self-esteem and tradition, the researcher had concern about the willing 

of the participants where the provided responses are actual feeling or experiences. That’s 

could be the reason of the low current prevalence rate of depression. Off course, being the 

researcher from the same country and immigrant by himself was a privilege to the participant 

to respect, to believe him and to answer the questions clearly.  If the investigator had been, 

another researcher, from other country of origin, hardly would recruit them (personal 

opinion). Because of the trustless and self-esteem. 
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The prevalence of depression (12 months) among Eritrean who are living in Oslo and 

surrounding were found to be 16.9% in terms of MDI (12 months) instrument. While 

depression rate was lower in a research done among Ethiopian immigrant who lives in 

Canada, Toronto whose lifetime prevalence rate was 9.8 % (7). Furthermore, depression rate 

was lower in a study done among asylum seekers in Italy that showed 7.3% had depression 

symptoms (79) but the above (asylum seekers in Italy) study was done in a single center and 

lacks representatives to be associated with other studies, even though it had 581 participants. 

  When gender was considered, depression prevalence was higher in females (19.3%) than 

males (14.7%). Even though the gender difference of depression was higher in females in this 

study, there was no significant association between depression and gender (P-value 0.34). It 

could be due to, this was student study that had time limitation and limitation of method 

methodological design (sampling) that might affect the finding.  However, in other studies 

women were significantly depressed than men (39, 62, 80). Moreover, a research done about 

gender differences in factors associated with psychological distress among immigrants from 

low- and middle-income countries--findings from the Oslo Health Study showed, significant 

association among women and psychological distress in the immigrants from the Middle 

East. The strengths of this study were that, it was done in conjunction with Norwegian 

institute of public health, Oslo municipality and University of Oslo (5, 26, 39). 

Furthermore, study done among Sardinian emigrants to Argentina (81) showed, females were 

more at risk of developing depression compared to men.  

Moreover, a study done among refugees from predominantly Sub-Saharan Africa who 

immigrated to Sweden were in accordance that females were reported of having more 

prevalence of depression symptoms when compared to males (52). This is in agreement with 

studies done by Marco Piccinelli and Greg Wilkinson who studied gender differences in 

depression showed, gender differences in depressive disorders were genuine (80).   

 

Literatures showed, immigrants’ women can be integrated easily in the host countries rather 

than men and they had higher chance in getting work (2, 62, 82, 83) because of their 

capability of easily integrating to the society. For example, a research done by European 

social survey in 2002-2011 covering immigrants in 26 European countries ,analyzed the role 

of source- and host-country characteristics in Female Immigrant Labour Supply, suggested 

that immigrant women assimilate to the work behaviour of natives easily (83). 

Corresepondly, numerous studies have shown that gender and unemployment are 
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significantly associated with depression (39-41, 84-86), which is in accordance with this 

study.  

     Despite such arguments remains, being an immigrant woman predisposes to mental illness 

especially when it comes to depression. It can be emphasized by the studies that showed 

women were, more at risk of developing depression than men (34, 39, 43, 44, 87). This could 

be associated with cultural differences and values that cause these disparities in this 

population, in addition to integration difficulties in the host country. Moreover, it is 

undeniable the probability of disliking of the nature of work they are enrolled in. 

 

Married women had 23.9% depression rate (12 months) symptoms higher than single women 

who had 9.4% depression symptoms. Moreover, married women were also prevalently 

depressed (23.9%) than married men (17.6%) (See table 6). Married Eritrean immigrant 

women might be at a greater risk for depression symptoms.  

The reason behind this could be, married women may be required to fulfill multiple roles (in 

home and other tasks in the host country), had unemployment issues, family problems, if 

their husbands are not living together with the family as well as social isolation (depriving 

them in getting help from family) had possibility of exposing them to depression.  

Even though it could be, hardly linked to literature, change of culture (that is being 

assimilated in the host country), different laws in the host country in relation to the marital 

relationship from their homeland when compared to the host country might have an effect in 

their marital status relationship, thereby could have an effect in predisposing them to mental 

illness.   

 Study done in Ethiopian and Eritrean who lives in USA suggested that the status of men in 

the home culture being higher compared  in the host country with a lower status (88). This 

could have an effect in their marital relationship that has a role in having a successful family. 

Moreover, study done among Korean American Immigrants showed married women were 

depressed than men which can be related to this finding (86). 

 

Furthermore, being without help of their family and relative could lead to burden with 

upbringing of their children leading them to stressful events. Study done by University 

Health Network Women’s Health Program Toronto, Canada ((about the experiences of 

immigrant new mothers with symptoms of depression) ( (89) and Boen (3) suggested that 

social isolation and lack of support were connected to mental illness. 
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Further studies are needed to have an insight about the effect of changing laws in the host 

country and the effect of the new culture in the sense of intimate relationship (roles of 

husband and wife) with an appropriate methodological design. 

 

  Moreover, literatures showed that lack of understanding of language (3, 48) or social 

exclusion (3, 6, 20, 90)  were in accordance its connection in depression.  Like in Eritrea, 

most of the personal problems man have are solved and shared with the help of your family, 

friends, and neighbor’s par to anybody who observed the difficulties could be involved in 

finding solution. However, when it comes in Norway, it is in the opposite that everything is 

private. Vilde Blix Huseby Who wrote hva skjedd med Abraham? (what happens with 

Abraham) in Vårt land journal (91) explained why Abraham passed away and his possible 

problems in association to his death. It was associated with the feeling of lowliness and the 

difficulties on how to share their burden, lack of communication ( unable to express internal 

feeling or emotion) and lack of social support in the host country, which was similar with the 

study done among former Soviet immigrants who had been in the US for 5 years or less  

showed, not having  relatives in the local resettlement area were significant explanatory 

variable for  depression (92). Moreover, researches have shown that the level of 

psychological distress was significantly higher among people with different cultural 

backgrounds from low- and middle-income countries, compared with Norwegian-born and 

immigrants from high-income countries (5, 82). Based on Vilde Blix Huseby interviews and 

explanation with friends of Abraham, could be due lack of social support on these groups but 

needs deep concern and study to figure out the causes of depression which is useful for 

interventions aimed at early detection and treatment of depression or other psychological 

disorder. 

Those who had depression were significantly older than those who were not depressed  

(P. value < 0.01). For each year increase in age, the odds of having depression increases by 

5%.  This Finding was apparently related with the study done about  the prevalence of 

depression and associated factors in Ethiopia, which showed age was  a significant risk 

factors for depressive episodes (37). However, using the multiple regression (when variables 

adjusted, can be seen from table 7) analysis, age was not significantly associated with 

depression when it was adjusted with other variables in this study. Despite age had 

insignificant association with depression in this population, numerous literatures showed 

significant association between age and depression (7, 37, 47, 93, 94). Differences of this 
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study finding with other studies could be linked to confounding variables, which needs 

further quantitative and qualitative studies to rule out their association in these groups. 

 

In this world, where everything is developing fast (development of sophisticated technologies 

and globalization) there exists remedy to many of the diseases that are arising. But when it 

comes to mental illness (psychological distress), globally  it is increasing rapidly (8, 15), in 

contrary to the development of sophisticated instruments and new medicines (drugs) in the 

history of human being. Out of the many risk factors, literatures reveals that unemployment is 

predominantly the risk factor for depression (77, 84, 85, 87, 92, 95-98). Unemployed Eritrean 

immigrant’s men were more (23.3%) depressed (12 months) than women with a prevalence 

of 20%. It was not in accordance with the numerous studies done about unemployment, 

which showed significant association with depression (4, 26, 28, 29, 37, 77, 84, 85, 92, 95, 

96, 99).  The reason for this insignificance association of depression and unemployment, 

could be due to participants were not selected randomly because of methodological issues, 

associated with collecting sensitive information.  But the prevalence of depression in an 

unemployed where higher (22%) than those employed ones (14.3%) (See table 7 and 8).  

 In line to this finding, research done on Turkish immigrants in the Netherlands showed, 

unemployment was associated with depression among immigrants (45). Moreover, a 

population-based cohort study done in Sweden among immigrants showed that, 

unemployment was strongly associated with depression. Unemployed foreign-born women 

had the highest risk factor for depression when compared to those born in Sweden (85) which 

had related result to this finding as Eritrean females had 20 % depression. It can be linked 

with stigma and low self-esteem, nature of work (expectation), cultural change (possible 

examples are different politics, different rights, communication problems, social 

relationships, social value and immigration status) in the host country. It can be associated 

with researches done among immigrants in USA (among Korean), in Vietnams, and in 

Taiwan (86, 100) that showed such perception exist among immigrants. Additionally, a 

research done among immigrants in Canada that showed problems of communication, 

acculturation and acceptances by the receiving society affects employments, social status and 

integration (101).  

 

Furthermore, numerous literatures showed that unemployment is a risk factor for depression 

(28, 77, 84, 85, 92, 95, 96, 98, 99, 101). Based from SSB  data (13, 97) which were published 
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in 2015 showed that, African immigrants had the highest unemployment rate of  which could 

be linked to acculturation problem and language problems and competencies. This study 

among Eritrean immigrants was done for the first time, which desperately needs its further 

studies to understand the associations fully among them. Such disparities in associated factor 

for depression needs further research quantitative study mixed with qualitative research in 

order to generate data for understanding the problems and to have a clear view of the 

associated factors. This could be useful to make an intervention in the sense of policies, based 

on the health outcomes of individuals in the groups. 

 

Length of stay was significantly associated with depression (P-value 0.01) which seems these 

populations had different problems during the residence stay in Norway. Those who had been 

in Norway for greater than 12 years of stay were the most depressed with a prevalence of 

25.9% higher than those who did 8 – 12 years (22-2%). Depression symptoms were 

increasing with rise of years of stay in this finding. This could be connected to the effect of 

culture and acculturation. Literatures studied about the theory of immigrants’ resettlements 

showed that lengths of stay or residence permit was found its significance with psychological 

distress was associated with length of stay. It is taught, that, the more years an immigrant 

lives in host land, the more have chance to be depressed. This could be seen from a study 

done about the process of Immigrant adjustment the role of time in, determining 

psychological adjustment  which showed that lengths of stay had been associated with 

depression (102).  

 

Furthermore a study done in Iraqi refugees in Australia showed that increasing in lengths of 

stay was associated with psychological distress, which showed that, longer period of stay of 

these Iraqi refugees in Australia were significantly associated with length of stay in host 

country (103).  These finding found among Iraqi refuges could be related to this study but 

needs further studies, as there is difference in geographical location and challenges. 

Additionally, numerous studies showed, it’s associated with of lengths of stay in the host 

country (66, 104-106). 

 Depression rate was rising on the Eritrean immigrants for those who lived above 8 years 

(Could be, after they got Norwegian nationality) that could be explained due to acculturation 

or other confounding factors. These disparities, needs further study to investigate the 

differences with the length of stay. 
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Rresearches showed that, religion has a significant association in relation to a better 

psychological health, especially when it comes to depression as a protective mode (104, 106, 

107). 

The finding of this study agree in its association that those who did not consider themselves 

religious had 23.5% depression (had 12 months’ prevalence) when compared to those who 

appreciate of being religious (16.4%). In accordance with the finding of this study, Brune 

when investigating, belief systems as coping factors for traumatized refugees in Germany 

found that those with strong religious conviction coped better with their traumas (108). 

 

A  study done by National Institute of Public Health, Division of Mental Health in Norway 

among immigrants found, psychological distress is strongly associated with feeling of 

powerlessness (4). Those whose Norwegian language skill was medium and a bit poor were 

more depressed (23.1 and 18.2%) than those who speak very good (11.6%). The finding of 

this study is similar with studies done in Israel among Eritrean and Sudanese immigrants that 

showed, acculturation were associated with depression and PTSD (27, 109, 110). 

Furthermore, literatures shows that acculturation is strongly associated with depression in 

immigrants (25, 30, 31, 64, 111, 112).  

 

Participants were engaged in many stressful events in their life, which make them susceptible 

to depression.  Life events exposure to toxic substances, life threatening illness or injury, 

sudden violent death (homicide, suicide) and any other very stressful event or experience 

were significantly associated with depression (For each variable, p-value can be seen from 

table 11).  

A study done on causal relationship between stressful Life events and the onset of major 

depression were in accordance to this study that showed stressful life events were strongly 

associated  with the onset of depression (113).  PTSD in this population were significantly 

associated with depression (P-value < 0.01). The odds of having depression in those who had 

PTSD were 6.28 times greater compared to those who had no PTSD. Similarly research done 

among immigrants in Sweden showed PTSD as an associated factor for depression (32, 52). 

Furthermore, this result is in accordance with Haitian immigrants who lives in Boston, which 

showed depression was significantly associated with PTSD (114). Interesting, Study done in 

immigrants from central America and Mexico showed that depression was significantly 
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associated with PTSD (115). Further studies are advisable in these groups that could provide 

clear knowledge to those who provide clinical services within depression and PTSD. 

 

The prevalence of PTSD symptoms, in Eritrean immigrants who live in Oslo and surrounding 

were 12.8%. A study done among asylum seekers in Italy showed that PTSD symptoms were 

17.4% which were related to this finding (79) while another study done among first 

generation immigrants in Italy showed the prevalence of PTSD to be 10.2% (116). Despite 

the difference in rates of PTSD symptoms among the above immigrants, still, it indicates that 

PTSD is common among immigrants.  

Moreover, those who had assault with weapon had 32% PTSD symptoms compared to those 

who had no PTSD symptoms (10.6%), and it was significantly associated with PTSD with a 

p-value of < 0.01. It is in accordance with a cross-sectional study done by Touraj Ayazi (in 

South Sudan) that showed exposure to trauma were associated with PTSD (2).  Furthermore, 

stressful events or experiences in their life and life threatening illness or injury were 

significantly associated with PTSD with p-value of < 0.01. Similar to this finding, numerous 

studies had also shown that stressful life events is associated with PTSD (2, 100, 116, 117). 

The prevalence of those who had symptoms of PTSD decreased, with an increase in length of 

stay in Norway with mean and SD (8.74±7.43). Probably such decrease of PTSD symptoms 

with increasing lengths of years were connected to the coping of the culture in the host 

country or were being able to integrate on the society. There are no cohort or longitudinal 

studies that can correlate length of stay with PTSD in immigrant’s specialty when it comes to 

this population. But a retrospective study among asylum centers in Denmark showed that 

length of stay were connected to PTSD (118). Here to have knowledge, which is very 

interesting for Eritrean immigrants and policy makers, further cohort study is needed.  

The prevalence of alcohol problems symptoms (alcohol consumption) among this population 

were 13.6%.  Interestingly, alcohol consumption was significantly associated with gender and 

the prevalence of alcohol consumption in men was 20.2% compared to women (6.1%).  

There was significant association between alcohol consumption and gender, which is in 

accordance with the study done about late life alcohol use and gender differences among 

Former Soviet Union immigrants in Israel. This study showed that use of alcohol and attitude 

towards drinking among men were more likely to drink than women (119). Similarly, study 

done among Ethiopians who live in Israel does not contradicts to the above finding (95). 
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Study done in multiethnic comparison drinking of alcohol in Oslo showed that females drank 

less alcohol which is similar to this study (120). Moreover, study done about gender and 

alcohol consumption in 35 countries (from South America, Australia, and Europe) showed 

men drink more alcohol compared to females (121). 

 But based in relation to our culture and tradition; it cannot be assumed that, women would 

tell somebody about consuming alcohol to others.  Study done about alcohol use and related 

problems among ethnic minorities in the United States shown that alcohol drinking in 

minority was associated with culture (122). 

 So such finding, in such population with the probability of many biases, and stigma, further 

study is obviously needed. 

 Study done among Mexican immigrants in USA about work status frustration and alcohol 

abuse/dependence among labor migrants in California showed employment were associated 

with alcohol problem symptoms (123) which is related to the finding of this study showed  

that, alcohol consumption in  employed participants of this study were 17.4%  while those 

unemployed were 6.10. Still remains the issue of confounding factors in relation to the 

culture where they are immersed and lack of appropriate methodological design (selection 

bias). Because 99.6% of the participants were Christians and were not selected by 

randomized sampling rather selected by convenient sampling mechanism that made it hard to 

generalize the finding. There are evidences that unemployment are associated in increasing 

alcohol consumption and tobacco consumption and other behaviors in many literatures (37, 

84, 95, 119, 123-125) compared to the this finding that showed employed had higher alcohol 

problem symptoms ( See table 12) than unemployed.  The issue of further study continues 

here as well. 
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4.2 STRENGTHS, LIMITATIONS 

4.2.1 Strengths 

The strength of the study was; only the principal investigator collected all the data, with fully 

structured questionnaires. The principal investigator is licensed as public health clinical 

practionare in his home country, who worked in different wards of hospitals including 

psychiatric wards. Every participant was asked for consent before starting of data collection 

and pro and cons of the study were explained thoroughly. Questions were understandable and 

any question that was understandable in the terms of Eritrean culture context. Despite the 

data was collected mostly in holidays, respondents were very collaborative and flexible when 

it comes to an appropriate place for interviews specially where and when to get them.  

 

Worldwide, there is no a separate study done in Eritrean immigrants about mental health 

specially about depression and the associated factors, so the finding of this study could serve 

as baseline research on the mental health issues on this population worldwide. 

 

4.2.2 Limitations of the study 

 

 Since this study was performed only in Oslo and nearby settler who attend the churches 

and organization that are located in Oslo, validity of our findings will have limited 

generalizability to other populations of Eritreans immigrants. However, not anticipated a 

large difference in the predisposing factors for depression among the same group of 

immigrants who have settled in other parts of Norway and the Scandinavia. 

Non-response is a potential source of selection bias in the present study owing to the nature 

of sampling procedure in this study due to participants were not selected by random 

sampling. Researcher’s expectation was that, only few individuals having read the invitation 

notice would refuse to be recruited because of our understanding of the sociocultural aspects 

of the target individuals who take such opportunities positively. Nonetheless, there were 

constrains which made them not be recruited in the study which is contrary to our culture 

and our expectations. Because participants were asked to put their mobile number in the 

consent, form in order to contact them in the case of severe depression symptoms and were 

concerned about this when they were giving their mobile number. Even though detailed 

information was given about the study (for more information see on the ethical 

consideration part) and its purpose, many participants were not willing.  Due to this reason, 

six participants were not willing to participate in our study, who were willing to participate 
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in the study. Even though a larger sample would have been important to analyze the 

associations between variables due to time constraints, access to get participants and 

limitations against conducting a household survey were not performed which could 

provide a more representative data. 

Moreover, since the researcher had a limited time of period to collect data, the researcher 

could not get as many participants as were supposed to do.  Additionally, most of the 

participants were from Pentecostal church and Orthodox Church that make it hard to 

generalize and to be representative. Because it lacks a comprehensive ways of approach to 

data collection (lacks nationwide participation) with an appropriate methodological 

approach. This was linked to ethical challenges to make random sampling or household 

survey. 

Especially the result of alcohol consumption was hard to postulate because of the 

selection of bias and the representativeness of the participants (as the participants were 

dominated from the same community). 

Therefore, since the study is non-randomized study, it might not be representative for the 

Eritrean immigrants who lives in Oslo and surrounding areas. Additionally, there is a lack of 

longitudinal studies for testing several variables simultaneously for their ability to predict risk 

factors for depression in this population. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



65 
 

4.3 CONCLUSION AND IMPLICATIONS 

This study has provided valuable information to answer questions about the 

existing state of depression among participants from Eritrean immigrant communities 

who live in Oslo and surrounding.  

The present study indicates high prevalence of depression, PTSD and alcohol problems 

symptoms. Worldwide, there is no a separate study done in Eritrean immigrants about mental 

health specially about depression and the associated factors, so the finding of this study could 

serve as baseline research on the mental health issues on this population worldwide. 

Furthermore, it provides knowledge about the current situation of these immigrants, which is 

crucial in early detection, planning preventive measures for all the health policy makers. 

  The available knowledge indicates the need for preventive measures against 

depression and PTSD.  

Correspondingly, it is recommended to make a comprehensive research programme 

that addresses the knowledge gaps and methodological challenges. 
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APPENDICES 

APPENDIX A: DEMOGRAPHIC, ACCULTURATION QUESTIONNAIRE AND PSYCHOMETRIC 

INSTRUMENTS 

1.1 Demographic and Acculturation Questionnaire 

1. How old are u?   in Years.   

2. Gender 

 Male 

 Female 

3. Marital status 

 Single 

 Married / living with partner 

 Divorced 

4. How many years of Education you have completed? 

5. Are you in paid employment? 

 Employed  

 Unemployed  

6. Type of employment 

 Permanent (full time) 

 Temporary (part time) 

7. Length of stay in Norway in years or born in Norway? ________ 

 

 

8. Reason for immigration:  

a. voluntary   

b. involuntary 

c. Work 

d. Married/relationship with a Norwegian 

e. Family reunification 

f. Refugee 

g. Have Norwegian parents 

h. Born in Norway 

i. Other_________? 

9. Ethnicity 

a. Tigrigna 

b. others 

10. Religion 

a. Christian 

b. Others  

11. Do you consider yourself highly religious?  

a. Yes 

b. No  

12. Family size (in numbers) 

13. Living with core family or waiting family members to re-unite from your country of origin? 

a.  Yes 

b. No  

14. Do you find yourself morally, socially and economically supported when needed? 

a. Yes 

b. No  

15. Are you happy living in Norway? 

a. Yes 

b.  b.no  

c.  in between  

16. How good do you think is your Norwegian language skill? 

a. Very good 

b. Good 

c. Medium 

d. A bit poor 
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e. Poor 

17. Do you have any long term disease/health issues? 

a. Yes   

b. No 

 If yes …Describe 

18. Do you read Norwegian newspaper or online news portals (during the last year)? 

a. Daily 

b. Weekly 

c. Seldom 

d. Never 

19. Local (Eritrean newspaper/online news portals)- same options as 16. 

a. Daily 

b. Weekly 

c. Seldom 

d. Never 

20. Did you have a visit by Norwegians last year? Same options as 16. 

a. Daily 

b. Weekly 

c. Seldom 

d. Never 

21. Have you received help/support from Norwegians last year? Same options as 16 

a. Daily 

b. Weekly 

c. Seldom 

d. Never  

22. Have you taken part in arrangements made by Eritreans during the last year? Same options as 16 

a. Daily 

b. Weekly 

c. Seldom 

d. Never 

23. How much positive interest are people showing in what you are doing? 

a. strong interest 

b. some interest 

c. not to mention 

d. little interst 

e. no interest 

24. Have you experienced being denied to rent or purchase apartment/housing in Norway just because of your 

immigrant background? 

a. Yes, definitely 

b. Yes, I have such a feeling 

c. No, never 

d. Don’t know 

25.  Have you experienced being refused to employment for the job you applied for during the last 5 years in 

Norway just because of your immigrant background? 

a. Same options as 22 

a. Yes, definitely 

b. Yes, I have such a feeling 

c. No, never 

d. Don’t know 

26.  Any recent conflicts in intimate relationsihps? 

a. yes/ 

b. no questions 

If yes  

a. You have been separated/divorced because of problems in your marriage/partnership 

b. You have broken a longstanding relationship 

c. You have had serious problems with close friend, relative or partner 
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1.1 ስስ ስስስ ስስስስ ስስስስስ ስስስስ (Demographic and Acculturation Questionnaire) 

1. ስስስስ ስስስስስ  ስስ ስ 

 

2. ስስ 

 ስስስስስ 

 ስስስስስ 

 3. ስስስስስ ስስስስ 

  ስስ ስስስስ 

  ስስስስ 

  ስስስ 

  4. ስስስስስ ስስስስስ ስስስስስስ ----------------------------------- 

 

   5. ስስስስ ስስስ 

 ስስስስ (ስስስ) --------------- ስስስ/ ስስስስ ስስ 

 ስስስ ስስስስ ------------------  

    6.ስስ ስስስስ ስስስስ ስስስስስስ -----------------------ስስስስ  ስስ  ስስ ስስስስ ስስስስ  ________ 

    7. ስስስስስ ስስስ: ስስስስስ voluntary ---------- ስስ ስስስ ስስስስ--------------- 

ስስ  ስስስስ 

ስስ ስስስስ(ስስ ስስስስ ስስ ስስ ስስስስስስ) 

ስስ  ስስስ ስስስ ስስስስ(ስስ ስስስስ ስስ ስስስ ስስስስ)  

ስስ ስስስ 

 ስስ ስስስስስስስ ስስስስ ስስስስስስ ስስስ ስስስ 

       ስስ ስስ ስስስስ ስስስስ 

 ስስ ስስስ_________? 

8. ስስስ 

       9.ስስስስ 

      10.ስስስ ስስስስስ  ስስስስ ስ ስስስስስስስ   ስስ   ስስ    ስስስስስ 

      11.ስስስ ስስስ 

      12.ስስስስ ስስስ ስስስስስ ስ ስስስስ ስስስ ስስ ስስስ ስስስስ ስስስ ስስስ ስስስስ 

     13. ስስስ ስስ ስስስስስ  ስስስስ ስስስስስስ ስስስስስ ስስስስ ስስስ ስስስስ ስስ 

14.ስስ ስስስስ ስስስስስ ስስስስ ስስስ ስ: ስስ  ስ:  ስስስስስ  , ስ: ስስስ  ስስስ 

     15.ስስስስስስ ስስስ ስ ስስስስስ 

ስስ ስስስስ ስስስ 

ስስ ስስስ 

ስስ   ስስስስስ  

ስስ   ስስስ ስስ ስስ  

ስስ  ስስስ 

16. ስስስ ስስስ ስስስ ስስስ       ስስስስስስስ   ስ: ስስ ስስስ ስስስ ስስስ ----------- 

17. ስስስስስ  ስስ ስስስስ  ስስስስስ ስስ ስስስስስስስስ ስስስስስ ስስ (ስስ ስስስስ ስስስ )  

                   ስ ስ ስስስስስ 

                    ስስ ስስስስ 

                    ስስ ስስስ 

               ስስ  ስስስ 

18. ስስስስስ  ስስ ስስስስ  ስስስስስ ስስ ስስስስስስስስ ስስስስስ ስስ (ስስስ ስስስስ ስስስ) 

             ስስስስስስስ 

ስስ ስስስስ 

ስስ  ስስስ 
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                               ስስ ስስስ 

19.  ስስ ስስስስ ስስ ስስስስስስ ስስስስ ስ ስስስስስ 

 ስስስስስስስ 

ስስ ስስስስ 

ስስ  ስስስ 

 ስስ ስስስ 

20.  ስስ ስስስስስስስ ስስስ ስስስ ስስስስስስ ስስስ ስስስስ ስ ስስስስስ 

  ስስ ስስስስስ 

ስስ ስስስስ 

ስስ  ስስስ 

ስስ ስስስ 

 

21.  ስስ ስስስስ  ስስስ ስስስስስስስስ ስስስስ ስስስስስስ ስስስስስ ስስስስስ ስ ስስስስስ 

ስስስስስስስ 

ስስ ስስስስ 

ስስ  ስስስ 

ስስ ስስስ 

 

22.  ንንንንን ንንን ንንንንንን ን ንንንንንን 

 ንን ንንን ንንንን ንንንን  

ንን ንንን ንንንን ንንንን 

ንን ንንንን ንንንንን 

ንን ንንን ንንንን ንንንን 

 ንን ንንንን  ንንንንን 

23.  ስስስስስ ስስ ስስስስ ስስ ስስስስ ስስስ ስስስ ስስስስ  ስስስ ስስስስስስስስ ስስስስስስ 

ስስ ስስ ስስስስ 

ስስ  ስስ ስስስ ስስስስስስ 

ስስ ስስስስ 

ስስ ስስስስስስስ 

24.   ስስስስ ስስስስ ስስስ ስስስስስ ስስ ስስስስ ስስስ ስስስስ ስስስስስ ስስስ 

 ስስ ስስ ስስስስ 

ስስ  ስስ ስስስ ስስስስስስ 

ስስ ስስስስ 

          ስስ ስስስስስስስ 

25. ንንን ንንን  ንን ንንንንን ንን ንንንን ንንንን ንን ( ንን ንን ንንንንን) 

 

26.  ስስ ስስስ ስስስ ስስስ 

               ስስስስስስስስ ስስስ ስስ ስስስስ ስስስስስ ስስ ስስስስስስ 

 ስስ ስስስስስስስ ስስስስ ስስስ ስስስስስ ስስስስስስስስስ 

 ስስስስስስስስ ስስስ ስስስስስስስስ ስስስስስ ስስስ ስስስ ስስ ስስስስስ ስስስ 
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2.1 Center for Epidemiologic Studies Depression Scale (CES-D) 

 

Below is a list of the ways you might have felt or behaved. Please tell me how often you have felt this way during the past 

week. 

 Rarely or none 

of the time(less 

than 1 day) 

Some or a little 

of the time(1-2 

days) 

Occasionally or 

a moderate 

amount of time 
(3-4 days) 

 

 

Most or all of 

the time (5-7 

days) 
 

1.I was bothered by things that usually don’t 

bother me) 

 

0 1 2 3 

2.I did not feel like eating; my appetite  was poor) 0 1 2 3 

3. I felt that I could not shake off the blues even 

with help from my family or friends.  

 

0 1 2 3 

4. I felt I was just as good as other people.  

 

3 2 1 0 

5. I had trouble keeping my mind on what i was 

doing. 
 

    

6. Ifeltdepressed. 
 

    

7. I felt that everything I did was an effort 
 

    

8.I felt hope full about the future. 
 

3 2 1 0 

9. I thought my life had been a failure.  

 
 

    

10. I felt fearful. 

 

    

11.  My sleep was restless.  

 

 

    

12.I was happy. 

 

 

3 2 1 0 

13. I talked less than usual. 

 

 

    

14.I felt lonely. 

 

    

15. People were unfriendly.  

 

 

    

16. I enjoyed life. 

 

3 2 1 0 

17.I had crying spells. 

 

    

18. I felt sad. 

 

 

    

19. I felt that people dislike me. 

 

 

    

20.I could not get “going.” 
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2.1. Appendix A : Tigrigna Version CES-D Scale 

ስስ ስስስ ስስስስስስ ስስስ ስስስስ ስስስስስ ስስ ስስስስ ስስስ ስስስ ስስ ስስስስ ስስ ስስ ስስስ ስስስስስስስ/ስ ስስ 

ስስስስስስስስ/ስስ ስስስስስ  ስስስስስስ 

                                                                     

ስስስስ                         
                                                                
( ስስስ 1 
                                                             

ስስስስ) 

ስስስ ስስስ ስስ 

                                                                                 
(1- 2 

ስስስስ) 

 

                                                                                                          

ስስስስ 
                                                                                                                  
(3-4 
                                                                                                             

ስስስስ) 
                                                                                                          

 

ስስስስስስ 

                                                                                                                  
ስስ 

                                                                                                               
(5-7 ስስስስ) 

 

1. ስስስስስስ ስስስስስ ስስስስ 

ስስስስስ 

ስስስስ 

 

    

2. ስስስስስ ስስስስስ ስስ ስስስ 

ስስስስስ 
ስስስ ስስስ 

    

3. ስስስስ ስስስስ ስስስ ስስስስ ስስ 

ስስስስ ስስስስ ስስስስስስስ 

 

    

4. ስስስ ስስስ ስስ ስስስ ስስስስ ስስስስ 

 
    

5. ስስስ ስስስ ስስስስ ስስስስስስስ 
 

    

6. ስስስ 

 
    

7. ስስስ ስስስ ስስስስ ስስ ስስስ ስስስስ 

 
    

8. ስስስስ ስስስስስ ስስስስ ስስስ 

 
    

9. ስስስ ስስስስ ስስስስስ ስስስ 

ስስስስስ 

 

    

10. ስስስ ስስስስስ 

 
    

11. ስስስስ ስስስስስ ስስስስ ስስስ 

 
    

12. ስስስ ስስስ 

 
    

13. ስስ ስስስ ስስስስ ስስስስስስስ 

 
    

14. ስስስስስ ስስስ ስስስ ስስስስ ስስስ 

ስስስስስ 

 

    

15. ስስስ ስስስስስ ስስስስስስስስ 

 
    

16. ስስስ ስስስስ ስስስስ 

 
    

17. ስስስስ ስስስስስ 

 
    

18. ስስስ ስስስስስ 

 
    

19. ስስስ ስስስስስ ስስስ ስስስስስ 

 
    

20. ስስስስስ 
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3. 1 Major Depression Inventory (MDI) 

  

How much of the time in two weeks? 

 

 All 

the 

time 

Most 

of 

the 

time 

Slightly 

more 

than 

half of 

the time 

Slightly 

less 

than 

half of 

the time 

Some 

of the 

time 

At 

no 

time 

1 Have you felt low in spirits or sad? 

 

5 4 3 2 1 0 

2 Have you lost interest in your daily 

activities? 

 

5 4 3 2 1 0 

3 Have you felt lacking in energy and 

strength? 

 

      

 4 Have you felt less self-confident? 

 

      

5 Have you had a bad conscience or 

feelings of guilt? 

 

      

6 Have you felt that life wasn’t worth 

living? 

 

      

7 Have you had difficulty in 

concentrating, e.g. when reading the 

newspaper or watching television? 

 

      

8a Have you felt very restless? 

 

      

8b Have you felt subdued or slowed 

down? 

 

      

9 Have you had trouble sleeping at 

night? 

 

      

10a Have you suffered from reduced 

appetite? 

 

      

10b Have you suffered from increased 

appetite? 

 

      

Total score   
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3.1. Major Depression Inventory (MDI)  

ስስ ስስስ ስስስስስስ ስስስ ስስስስ ስስስስስ ስስ ዝዝዝዝ ዝዝዝ ዝዝዝ ዝዝዝ ዝዝ ዝዝዝዝ ዝዝ ዝዝ ዝዝ  

ስስስስስስስ/ስ ስስ  

ስስስስስስስስ/ስስ ስስስስስ  ስስስስስ 

ዝዝዝዝ ዝዝዝ  

 ዝዝ 

ዝዝ 

ዝዝዝዝዝዝ 

ዝዝ 

ዝዝዝ 

ዝዝዝዝዝዝ 

ዝዝ 

ዝዝዝዝ 

ዝዝዝዝ 

ዝዝዝ ዝዝ 

ዝዝዝ 

1. ስስስስስ ስስስ ስስስ ስስ ስስስስ 

ስስስስ ስስስ ስስስስስስ  

 

      

2. ስስ ስስስስስ ስስስስስስ ስስስስስስ 

ስስስስስስስ  

 

      

3. ስስስ ስስስስ ስስ ስስስስስ ስስስስ 

ስስስ ስስስስስስ   

 

      

4. ስስስ-ስስስስስስስ ስስስስ ስስስ 

ስስስስስስ   

 

      

5. ስስስስ ስስስ ስስስስስስ 

 

      

6. ስስስስ ስስስስስስ  

 
      

7. ስስስ ስስስስ ስስስስስ ስስስስ ስስስስስ 

ስስስ ስስስስስ ስስ ስስ ስስስስስስ ስስስስ 

 

      

8ስ. ስስስስ ስስስስ ስስስስስ ስስስስስ  

 

      

8ስ. ስስስስስ ስስስ ስስስስስስ 

 
      

9. ስስስ ስስስ ስስስ ስስስስስ ስስስስስ 

  

      

10ስ. ስስስ ስስስስ ስስስስ ስስስስስስ 

  
      

10ስ. ስስስ ስስስስስ ስስስ ስስስስ 

ስስስስስስ 

 

      

   

                                                                                                                                   ስስስ 

ስስስ 
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3.2 Major Depression Inventory (MDI) 

  

How much of the time in 12 months? 

 

 All 

the 

time 

Most 

of 

the 

time 

Slightly 

more 

than 

half of 

the time 

Slightly 

less 

than 

half of 

the time 

Some 

of the 

time 

At 

no 

time 

1 Have you felt low in spirits or sad? 

 

5 4 3 2 1 0 

2 Have you lost interest in your daily 

activities? 

 

5 4 3 2 1 0 

3 Have you felt lacking in energy and 

strength? 

 

      

 4 Have you felt less self-confident? 

 

      

5 Have you had a bad conscience or 

feelings of guilt? 

 

      

6 Have you felt that life wasn’t worth 

living? 

 

      

7 Have you had difficulty in 

concentrating, e.g. when reading the 

newspaper or watching television? 

 

      

8a Have you felt very restless? 

 

      

8b Have you felt subdued or slowed 

down? 

 

      

9 Have you had trouble sleeping at 

night? 

 

      

10a Have you suffered from reduced 

appetite? 

 

      

10b Have you suffered from increased 

appetite? 

 

      

Total score   
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3.2 Major Depression Inventory (MDI) 

  

ስስ ስስስ ስስስስስስ ስስስ ስስስስ ስስስስስ ስስ ዝዝዝዝ 12 ዝዝዝ ስስስስስስስ/ስ ስስ ስስስስስስስስ/ስስ 

ስስስስስ  ስስስስስ 

 

ዝዝዝዝ ዝዝዝ  

 ስስ 

ስስ 

ስስስስስስ 

ስስ 

ስስስ 

ስስስስስስ 

ስስ 

ስስስስ 

ስስስስ 

ስስስ ስስ 

ስስስ 

1. ስስስስስ ስስስ ስስስ ስስ ስስስስ 

ስስስስ ስስስ ስስስስስስ  

 

      

2. ስስ ስስስስስ ስስስስስስ ስስስስስስ 

ስስስስስስስ  

 

      

3. ስስስ ስስስስ ስስ ስስስስስ ስስስስ 

ስስስ ስስስስስስ   

 

      

4. ስስስ-ስስስስስስስ ስስስስ ስስስ 

ስስስስስስ   

 

      

5. ስስስስ ስስስ ስስስስስስ 

 

      

6. ስስስስ ስስስስስስ  

 
      

7. ስስስ ስስስስ ስስስስስ ስስስስ ስስስስስ 

ስስስ ስስስስስ ስስ ስስ ስስስስስስ ስስስስ 

 

      

8ስ. ስስስስ ስስስስ ስስስስስ ስስስስስ  

 

      

8ስ. ስስስስስ ስስስ ስስስስስስ 

 
      

9. ስስስ ስስስ ስስስ ስስስስስ ስስስስስ 

  

      

10ስ. ስስስ ስስስስ ስስስስ ስስስስስስ 

  
      

10ስ. ስስስ ስስስስስ ስስስ ስስስስ 

ስስስስስስ 

 

      

   

                                                                                                                                   ስስስ 

ስስስ 
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4. 1 CAGE Questions Adapted to Include Drug Use (CAGE-AID)  

 

 yes No   Not   applicable 

 1. Have you ever felt you ought to 

cut down on your drinking or drug 

use?  

 

1 0 0 

2. Have people annoyed you by 

criticizing you’re drinking or drug 

use?  

 

1 0 0 

3. Have you felt bad or guilty about 

your drinking or drug use?  

 

1 0 0 

4. Have you ever had a drink or used 

drugs first thing in the morning to 

steady    your nerves or to get rid of a 

hangover (eye-opener)?  

 

1 0 0 

 

4. 1 ዝዝዝ ዝዝ ዝዝዝዝ (CAGE Questions Adapted to Include Drug Use (CAGE-AID) 

ስስ ስስስ ስስስስስስ ስስስ ስስስስ ስስስስስስስስስስስስ/ስ ስስ ስስስስስስስስ/ስስ ስስስስስ ስስስ 

ስስስስ ስስስስስስስ ስስስስስስ ስስ ስስ ስስ ስስስስ ስስ ስስስስስስስስ ስስ ስስስስ ስስስስ 

                        

ስስ(1) 

      

ስስስስ(0

) 

 

ስስስስስስስስ 

ስስ 

1.ስስስ ስስ ስስስ ስስ ስስስ ስስ ስስስስ ስስስስ 

ስስስስስ ስስስ ስስስስ ስስ? 

 

    

2. ስስስ ስስስስስስ ስስ ስስስ ስስስስስስ ስስስ 

ስስስስስስ ስስስ? 

 

    

3. ስስስ ስስስስስስ ስስ ስስስ ስስስስስስ ስስስስ 

ስ? 

 

    

4. ስስስ ስስስስ ስስ ስስስ ስስ ስስስ ስስ ስስስስስስ 

ስስስስስ ስስስስ ስ? ስስ ስስ ስስስ ስስስስ ስ 

ስስስስ? 

 

    



84 
 

5.1 LIFE EVENTS CHECKLIST (LEC) 

 

                                  Event 

Happene

d to me 

Witnesse

d it  

Learned 

about it 

Not 

sure 

Does 

not 

apply 

 

1.Natural disaster (for example, flood, hurricane, tornado, 

earthquake) 

 

4 3 2 1 0 

2.Fire or explosion 

 

4 3 2 1 0 

3.Transportation accident (for example, car accident, boat 

accident, train wreck, plane crash) 

 

4 3 2 1 0 

4. Serious accident at work, home, or during recreational 

activity  

 

     

5.Exposure to toxic substance (for example, dangerous 

chemicals, radiation) 

 

     

6.Physical assault (for example, being attacked, hit, slapped, 

kicked, beaten up)  

 

     

7.Assault with a weapon (for example, being shot, stabbed, 

threatened with a knife, gun, bomb) 

 

     

8.Sexual assault (rape, attempted rape, made to perform any 

type of sexual act through force or threat of harm)  

 

     

9.Other unwanted or uncomfortable sexual experience 

 

     

10. Combat or exposure to a war-zone (in the military or as 

a civilian) 

 

     

11. Captivity (for example, being kidnapped, abducted, held 

hostage, prisoner of war) 

 

     

12. Life-threatening illness or injury 

 

     

13. Severe human suffering  

 

     

14. Sudden, violent death (for example, homicide, suicide 

 

     

15.Sudden, unexpected death of someone close to you 

 

     

16. Serious injury, harm, or death you caused to someone 

else  

 

     

17. Any other very stressful event or experience 
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5. 1 LIFE EVENTS CHECKLIST (LEC) 

ስስ ስስስ ስስስስስስ ስስስ ስስስስ ስስስስስ ስስስ ስስ ስስስ ስስስ ስስ ስስስስ ስስስስስ ስስስ 

ስስ ስስስስስ  ስስስስስ ስስ ስስስስ ስስስስ ስስስ ስስስ  ስስስስስ 

  

                                   ስስስ 

ስስስስ

ስስ ስስ 

 

ስስስስ

ስስ 

 

ስስስስ

ስ 

ስስስስ

ስስ 

 

ስስ

ስስ

ስስ

ስስ

ስ 

 

ስስስ

ስስስ

ስስስ

ስ 

 

1.ስስስስ ስስስስስስ 

(ስስስስስስስስስስስስስስስስስስስስስስስስስስስ

ስስስስ) 

     

2.ስስስ ስስ ስስስስስስ      

3.ስስስ ስስስስስ 

(ስስስስስስስስስስስስስስስስስስስስስስስስስስስ

ስስስስስስስስስስ) 

     

4. ስስስ ስስስ ስስ ስስ 

ስስስስስስስስስስስስስስስስስስስ 

 

     

5. ስስ ስስስስ ስስስ ስስስስ (ስስስስስ  ስስስስ 

ስስስስ ስስ ስስስስ) 

 

     

6.ስስስስስስስስስስስስስስ 

ስስስስስስስስስስስስስስስስ 

 

     

7.ስስ ስስስስ ስስስስስ (ስስስስስ ስስስስ ስ 

ስስስስ ስስስ ስስስስስ ስስስስስ ስስስስስስስ ስ 

ስስስ) 

     

8.ስስስ ስስስ ( ስስስስስ ስስስስስስስስስስ 

ስስስስስ ስስስ ስስስ ስስስስ ስስ ስስስስስስ) 

     

9.ስስስስ ስስስስ ስስስስ ስስስስስስስስስስ      

10.ስስ ስስስ ስስ ስስ ስስስ ስስስስስስ ስስ ስስስስ 

ስስ? (ስስ ስስስስስስ ስስ ስስስ) 

     

11.  ስስስስስ (ስስስስስ ስስስስ ስስስ ስስስስ 

ስስስስስ ስስስ ስስ ስስስስስ ስስስስ) 

     

12. ስስስስ ስስስስስ ስስስ ስስ ስስስ      

13. ስስስ ስስስስ ስስስ      

14.  ስስስስስስ ስስስስ ስስ ስስስስስ ስስ 

ስስስስስስ ስ ስስስስስ) 

     

15.ስስስስስስ ስስ ስስስስስ      

16. ስስ ስስስስስስ ስስ ስስስስስ 

ስስስስስስስስስስስስ ስስስ ስስ 

     

17. ስስስ ስስስ ስስስስስ ስስ  ስስስስ ስስስ ስስ 

ስስስስ 
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6.1 PCL-C 

Below is a list of problems and complaints that people 

sometimes have in response to stressful experiences and 

answer how much you have been bothered by that problem 

in the past month. 

 

Not at all A little 

bit 

moderat

ely 

Quite a 

bit  

extremel

y 

1.Repeated, disturbing memories, thoughts, or images of 

a stressful experience from the past? 

1 2 3 4 5 

2. Repeated, disturbing dreams of a stressful experience 

from the past? 

1 2 3 4 5 

3. Suddenly acting or feeling as if a stressful experience 

were happening again (as if you were reliving it)? 

1 2 3 

 

4 5 

4.Feelingvery upset when something reminded you of a 

stressful experience from the past?  

     

5. Having physical reactions (e.g., heart pounding, 

trouble  

breathing, sweating) when something reminded you of a 

stressful experience from the past? 

     

6. Avoiding thinking about or talking about a stressful  

experience from the past or avoiding having feelings 

related to it? 

     

7. Avoiding activities or situations because they 

reminded you of a stressful experience from the past? 

     

8. Trouble remembering important parts of a stressful 

experience from the past? 

     

9. Loss of interest in activities that you used to enjoy?      

10. Feeling distant or cut off from other people      

11. Feeling emotionally numb or being unable to have 

loving feelings for those close to you? 

     

12. Feeling as if your future will somehow be cut short?      

13. Trouble falling or staying asleep?      

14. Feeling irritable or having angry outbursts?      

15. Having difficulty concentrating?      

16. Being "super-alert" or watchful or on guard?      

17. Feeling jumpy or easily startled?       
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6.1 PCL-C 

  ስስስስስ ስስ ስስስ ስስስስስስ ስስስ ስስስስ ስስስስ ስስ ስስስ ስስስስ ስስ ስስ ስስስስስ 

ስስስስስስስ/ስ ስስ 

ስስስስስስስስ/ስስ ስስስስስ ስስ ስስስስስ ስስስ: ስስስ ስስስስ ስስስስስስ ስስስስስ ስስስስ 

 የየየየ የየየ 

የየ 

የየየየ

የ 

የየየየ  የየየየ 

1. ስስስስስ ስስስስ ስስስስስስ ስስስስ ስስ ስስስስስ 

ስስ ስስስስ ስስስስ ስስስ ስስስ’ስስ 

     

2. ስስስስስ ስስስስ ስስስስስ ስስ ስስስስ ስስስስ ስስስ 

ስስስ’ስስ 
 

     

3. ስስስስስ ስስስ ስስ ስስስስስ ስስስ ስስስስስስ’ስ 

ስስስ ስስስስስ ስስስስ ስስስ’ስ ስስስ ስስስስስስ  

     

4. ስስ ስስስ ስስስ ስስስስ ስስስ ስስ ስስስስስስ 

ስስስስ ስስስስ’ስ ስስስስ  

     

5. ስስ ስስስ ስስስ ስስስስ ስስስ ስስ ስስስስስስ ስስስ 

ስስስስ ስስስስ ስስስ ስስስ ስስስስስስ ስስ ስስስ’ስ 

ስስስስ ስስስስስ 

 

     

6. ስስስስ ስስስ ስስስስ ስስስስ ስስስ ስስስስስ 

ስስስስስ ስስስስስ ስስ ስስስስስ ስስስስስስ’ስስ  

 

     

7. ስስ ስስስ ስስስስ ስስስ ስስስስስ ስስስስስ ስስ 

ስስስስ ስስስ ስስስስ’ስ ስስስስ 

     

8. ስስስ ስስስስ ስስስ ስስስስስ ስስስ ስስ ስስስ 

ስስ’ስስ  

     

9. ስስስስ ስስስስስስ ስስስስ ስስ ስስስስ ስስስስ 

ስስስስስ ስስ’ስስ 

 

     

10. ስስስስ ስስስ ስስ ስስስስ ስስ ስስስስስ ስስ ስስስስ 

ስስስስ 

 

     

11. ስስስስ ስስስስ ስስ ስስስ ስስስስ ስስስ ስስስስ 

ስስስስስስስ 

     

12. ስስስስ ስስስስ ስስስስስ 

 
     

13. ስስስ ስስስስ 

 
     

14. ስስስስ ስስስስ ስስ ስስስስስስስ 

 
     

15. ስስስ ስስስስስ 

 
     

16. ስስስ ስስስስ ስስስ-ስስስስስስ 

 
     

17. ስስስስ ስስስስስስስ ስስ ስስስ ስስስስ 
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APPENDIX B: 1 REQUEST FOR PARTICIPATION IN THE RESEARCH PROJECT AND CONSENT FORM 

 

  

Forespørsel om deltakelse i forskningsprosjektet 

‘Depresjon blant eritreiske innvandrere i Oslo: assosierte faktorer’ 

 

Dette er et spørsmål til deg om å delta i et forskningsprosjekt for å måle forekomsten av depresjon av 

ulike nivåer samtidig med faktorer som er assosiert med depresjon blant eritreiske innvandrere i Oslo. 

Voksne innvandrere fra eriterisk opprinelse som er bosatt i Norge i minst ett år er vår målgruppe. Vi 

oppfatter at denne kirken er hyppigbesøkt av flere personer i denne målgruppen og derfor er valgt ut 

til å forespørres for deltakelse. Univesitetet i Oslo er den hovedansvarlig institusjonen for dette 

prosjektet.  

Hva innebærer prosjektet? 

Det å delta i prosjektet innebærer a svare på spørrekjema som gjelder din opplevelse og erfaring om 

din egen helse, med hoved fokus på mental helse og litt mer informasjon (for eks. Om du har jobb, 

utdanningsnivå, familiesituasjon) om din fortid og nåværende situasjon som kan ha betydning til 

mental helse. Det tar circa 30 minutter til å besvare all spørsmål. Det er kun intervjudata som skal 

samles. Vi registrer ditt navn og addresse for å kunne sende et brev på et senere tidspunkt. Selv 

spørreskjema der vi registerer svarene dine skal avidentifiseres ved bruk av kode som kun forskeren 

skal beholde fremtil slutten av prosjektet. Slik blir dine opplysninger oppbevart på en sikker måte. 

Selv intervjuet finner sted på kirkeskontor uten at noen andre enn forskeren og deltakeren er til stedet. 

Samlet data er uidentifisert og skal håndteres konfidensielt. 

Intervjuet tas av forskeren Fesehatsion Afewerki Haylom som er for tiden student ved det Medisinske 

fakultet, Institutt for Helse og samfunn, Universitetet i Oslo. Selv har forskeren status som flykting i 

Italia og er bosatt sammen med familien her in Oslo. Forskeren har opprinelse fra Eritrea. Der jobbet 

han som som folkehelse arbeider, særlig på Dekemhare sykehus.    

I prosjektet vil vi innhente og registrere opplysninger om deg ved bruk av ferdiglaget spørreskjema. 

Men, som skrevet ovenfor er det kun intervjudata uten noe biologisk datamaterial. Data sammenstilles 

men ingen andre datakilder og blir analysert kun i sammenheng med denne studien.   

Mulige fordeler og ulemper 

Fordelen med å delta på denne studien er at du bidrar til bedre forståelse av depresjon blant eritreiske 

innvandrere i Norge og andre vestlige land. Det å delta i forskningen og dele dine erfaringer kan ha 

positivt effekt for din psykisk helse. Jeg kan fortelle at det å delta i den studien gir ikke noe direkte 

negative innvirkning til deg, men et par spørsmål har sensitive innhold. I slike tilfelle behøver du ikke 

å forklare din personlige opplevelser eller følelser, men bare svar ja eller nei. Som sagt er det helt fritt 

å si at du ikke vil svare. Jeg prøver så godt jeg kan å unngå ubehagelig situasjon. Jeg vil respektere 
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fullt hvis du vil slutte å svare eller ikke bli med i studien. Det er ingen ulempe ved ikke å delta på 

studien eller forlate intervjuet. Til slutt kan du stille forskeren spørsmål hvis du har noe.  

I tilfelle det oppstår noe psykiske vanskeligheter når du blir minnet om dine fortidige negative 

erfaringer eller pågående stemningstilstand, har vi laget plan for håndtering den eventuelle 

situasjonen. Hvis du som deltaker har behov for akutt klinisk konsultasjon, så kan vi hjelpe deg å ta 

kontakt med det relevante helseapparat. Vi understreker at vår enhet på universitetet er ikke et klinisk 

enhet, og derfor har ikke mulighet å gi klinisktjeneste. Etter at data er samlet inn og hvis data 

indikerer at du kan ha nytte av klinisk konsultasjon skal vi sende et brev til deg per post. Brevet skal 

oppfordrer deg til å ta kontakt med din fastlege. Da vil vi også orientere fastlegen din om saken. 

Derfor vil vi vite om navnet til din fastlege. Det er opp til deg å ta kontakt (eller ikke) med fastlegen 

din.    

Frivillig deltakelse og mulighet for å trekke sitt samtykkeDet er frivillig å delta i prosjektet. 

Dersom du ønsker å delta, undertegner du samtykkeerklæringen på siste side. Du kan når som helst og 

uten å oppgi noen grunn trekke ditt samtykke. Dette vil ikke få konsekvenser for din videre deltakelse 

på kirkesaktiviteter. Dersom du trekker deg fra prosjektet, kan du kreve å få slettet innsamlede prøver 

og opplysninger, med mindre opplysningene allerede er inngått i analyser eller brukt i vitenskapelige 

publikasjoner. Dersom du senere ønsker å trekke deg eller har spørsmål til prosjektet, kan du kontakte 

prosjektlederen Dr. Sudan Prasad Neupane, Bygg 49, Oslo Universitetsykehus Ullevål, Kirkeveien 

166, Oslo. Tel. 23368980; e-post addresse: s.p.neupane@medisin.uio.no 

Hva skjer med informasjonen om deg?  

Informasjonen som registreres om deg skal kun brukes slik som beskrevet i hensikten med studien. 

Du har rett til innsyn i hvilke opplysninger som er registrert om deg og rett til å få korrigert eventuelle 

feil i de opplysningene som er registrert. 

Alle opplysningene vil bli behandlet uten navn og fødselsnummer eller andre direkte gjenkjennende 

opplysninger. Dine opplysninger som blir lagret som data analyseres uten din identitet.   

Prosjektleder har ansvar for den daglige driften av forskningsprosjektet og at opplysninger om deg 

blir behandlet på en sikker måte.  Informasjon om deg vil bli anonymisert deller slettet senest fem år 

etter prosjektslutt.  

Det tas ingen biologiskeprøver og forsikring av deltaker/forsker anses unødvendig.  

Godkjenning 

Prosjektet er godkjent av Regional komite for medisinsk og helsefaglig forskningsetikk, saksnr.  hos 

REK (2015/1616). 
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Samtykke til deltakelse i prosjektet (Consent form) 

 

Jeg er villig til å delta i prosjektet  

‘Depresjon blant eritreiske innvandrere i Oslo: assosierte faktorer’ 

  

Sted og dato Deltakers signatur 

 

 

 

 Deltakers navn med trykte bokstaver 

 

Mobil nummer-----------------------------------

-------- 

 

Voksen øyenvitne signerer for å bekrefte frivillig deltakelsen av deltakeren, i tilfelle 

analfabeter deltakeren. 

 

Øyenvitne _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ (Fullt navn) bekrefter jeg til at hun/han kan 

delta i prosjektet. 

 

 

Sted og dato Øyenvitnes signatur 

 

Forsker/studentenes navn: Fesehatsion Afewerki Haylom. Jeg bekrefter å ha gitt informasjon 

om prosjektet  

 

Sted og dato Signatur 
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Appendix B:1 ( continues) 

                                                       

                                                                                                                       

 

ዝዝ ዝዝዝዝዝ ዝዝዝዝዝ  ዝዝ ዝዝዝ  ዝዝዝዝዝ 

ዝዝዝዝዝ ስ ስስስስ ስስ ስስስ  ስስስስስስ  ስስስስ ስስስስ  ስስስስስ ስ ስስስስ ስስስስስስ 

ስስስ ስስስስስ ስስስስስስ ስስስስስስ ስስስ ስስስስ ስስስስስ ስስ ስስስስስ ስስስስስስ  

ስስስስስስስ  ስስስስ ስስ ስስስስ ስስስስስስ ስስ ስስስ ስስስስ  ስስስስ ስስስስስ  ስስስስስ 

ስስስ ስስ ስስ ስስስስስስ  ስስ ስስስስስስ  ስስስስ ስስስ ስስስስ ስስስ ስስ ስስስ ስስስስስስስ 

ስስስስስ  ስስስስ ስስስስ ስስስስ ስስስስስስስ ስስስ ስስስስ ስስ ስስ ስስስስ ስስ ስስስስስ 

ስስስ ስስስስ ስስስስስስ ስስስስ ስስስስስ ስስስ ስስስስ ስስስስስስ ስስስ  ስስስ                                               

ዝዝዝ  ዝዝዝ  ዝዝዝዝዝ 

ስስስስስ ስስስስ ስስስስስ  ስስስስ ስስስስ  ስስስስስስስስ ስስስ ስስ ስስስስስስስ ስስ ስስስ 

ስስስስስስ ስስስስ ስስ ስስ ስስስስስ ስስስስ  ስስስስ ስስስስስ  ስስ ስስስስስ ስስስስ 

ስስስስስስስስ  ስስስስስስ  ስስስ ስስ ስስስስ ስስስስስስስ ስስስስ ስስስስ ስስስስስ 

ስስስስስስስስስ  ስስስ ስስ ስስስስ ስስስስስ  ስስስስ 30 ስስስ ስስስስስስስ ስስስስስ ስስስ 

ስስስስ ስስስስ ስስስስ ስስስስስ ስስስ ስስስስስ ስስስ ስስ ስስስስ  ስስስስስስ  ስስስስስ ስስስ 

ስስ ስስ ስስስስስስ ስስ ስስስ ስስስስስ ስስስስ ስስ ስስስ ስስ ስስስስ ስስስ ስስስስ ስስስስስ 

ስስ ስስስስስስስስ ስስስስስ ስስስ ስስስ ስስ ስስስ  ስስስስስ ስስስስስ  ስስ ስስስስስ 

ስስ ስስስስስ ስስስስስስስ ስስስስስ ስስስስ ስስስስ ስስስስ ስስስስስ  ስስስስስስ  ስስስ  ስስስ 

ስስስስ ስስስ ስስስ ስስ ስስ ስስስስ ስስ ስስስስስ ስስስስስ ስስስስ ስስ ስስስ ስስ ስስ ስስስ 

ስስስስስ ስስስስስስ ስስስስስ ስስስስ ስስስ ስስስስ ስስ ስስስስስ ስስ ስስስ ስስስ ስስስ 

ስስስስ ስስ ስስስስስ ስስስስስስ 

ስስስ ስስስስስ ስስስስ ስስስስ  ስስስ ስስስስ ስስስስስ ስስስ ስስስ ስስ ስስስ ስስስስስ ስስስስ 

ስስ ስስስስ ስስስስስ ስስ ስስስስስስ ስስስስስ ስስስስስስስ ስስስ ስስ ስስስ ስስስስስ ስስስስ 

ስስስስስ ስስስስ ስስስ  ስስስ ስስስስስስስ ስስስ 

ዝዝዝዝ ዝዝዝዝዝ ዝዝዝ ዝዝዝዝዝ 

ስስ ስስስ ስስስስ ስስስ ስስስ ስስስስስስ  ስስስስ (ስስስ) ስስ ስስስ ስስስስስስስ ስስስስ 

ስስስስስ ስስስስ ስስስስስስስ ስስስስ ስስስስስ ስስስስስ ስስስ ስስስስ ስስስስ ስስስስስ 

ስስስስ ስስስ ስስስ ስስስስስ ስስስ ስስስስስ ስስ ስስስስስስስ  ስስስ ስስስስስስስ ስስ ስስስ 
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ስስስስስ ስስስ ስስስ ስስስ ስስስስስ ስስስ ስስ ስስስስስ ስስ ስስስስ ስስስስ ስስ ስስስስ 

ስስስስስ ስስስስ ስስ ስስ ስስ ስስ ስስስስ ስስስስ ስስስስስ ስስስስ ስስስ ስስስስስስስ 

ስስስስስ ስስስ  ስስ ስስ ስስስስ ስስስስ  ስስስ ስስ ስስስስስ ስስስስ ስስስስስስስ  ስስስስስ  

ስስ ስስ ስስ ስስ ስስስስስ ስስስ ስስስስስ ስስስስ ስስስ ስስስ ስስ ስስስስስ ስስ ስስ ስስስስስ 

ስስስስ ስስስ ስስስስስ ስስስስስ ስስ ስስስስስ ስስስስ ስስስ ስስስስ ስስ ስስ ስስስስስስ 

ስስስስ ስስስ ስስስ ስስስስስ ስስስ ስስስስስ  ስስስስ ስስስስ  ስስስስ ስስ ስስስስስ ስስስ ስስስ 

ስስስ ስስስ ስስስስስ ስስስስ ስስስ  

ስስስስስ ስስስስስ ስስ ስስ ስስስ ስስስስ ስስስስስስ ስስስስስስ ስስ-ስስስስስስ  ስስስስ  ስስስ 

ስስስስ ስስስ ስስስ ስስ ስስስስ ስስስ ስስስስ ስስስስ ስስስ ስስስ ስስስ ስስስስስ ስስስ ስስስ 

ስስስ  ስስስስ ስስስስ ስስስስስ ስስስ ስስስስስ ስስስስስ  ስስ ስስስስስስ ስስስስስ ስስስ 

ስስስስስስ  ስስስ ስስስስ ስስስስስስ ስስስ ስስ ስስስስስ ስስስስ ስስ ስስስ ስስስስ ስስ ስስ 

ስስስስ ስስስ ስስስስ ስስስስስ ስስስ ስስስስ ስስስስስ ስ ስስስስ ስስስ ስስ ስስስስ ስስስስስ 

ስስስ ስስስስስ ስስስ ስስስ ስስ ስ ስስስስ ስስስስ  ስስስስስ ስስስ ስስ ስስ ስስስስ ስስስ ስስስ  

ስስስስ  ስስስ 

ዝዝዝዝዝ ዝዝዝዝዝ ዝዝዝ ዝዝ ዝዝዝዝዝ ዝዝ ዝዝዝዝዝ ዝዝዝ ዝዝ ዝዝዝ  

ስስስስስ ስስስስስ ስስስስ ስስስስስ ስስስስ ስስ ስስስ ስስስስስ ስስ ስስስስስ ስስስ ስስስስ 

ስስስስ ስስስስስ ስስስ ስስስስስ ስስስስስ ስስ ስስስ  ስስስ  ስስስ ስስስ ስስስስስ ስስስስስ 

ስስስስ ስስስ ስስ ስስስስስ ስስስስስስ  ስስስ ስስስስስስስስ ስስስስስ ስስስስስስ ስስስስስስ  

ስስስ ስስስስስ ስስስስስስ ስስስስ ስስስስስስስ ስስስስስ ስስስስ ስስ ስስስስ  ስስ ስስስስስ 

ስስስስ ስስስ ስስስስስስስ ስስ ስስ ስስስ ስስስስስስስ   

ስስስ ስስስስስ ስስስስስስ ስስ ስስ ስስስ ስስ ስስስ ስስስ ስስስስስ ስስስስስስ ስስስስ ስስስ 

ስስስስ ስስስስስ ስስ ስስስስ ስስስስ ስስስስስ ስስስስ ስስ ስ ስስስ 49ስ ስስስ ስስስስስስ 

ስስስስስ ስስስስስ ስስስ ስስ 166ስ ስስስስ ስስስ ስስስስ 23368980 ስስ ስስ ስስ ስስስስ  

s.p.neupane@medisin.uio.no  ስስስስ ስስስስ  ስስስ ስስስስስ ስስስስስ (ስስስስስስ  ስስስስስ ) 

ስስስስስ 46302028  ስስ ስስ ስስስስስ  fesehatsion98@gmail.com ስስስስስ  ስስስስ ስስስ 

ዝዝዝዝ ዝዝዝዝዝ ዝዝዝዝዝ 

ስስስስስ ስስስስስ ስስስስ ስስ ስስስስስ ስስስ ስስስስስስ ስስስ ስስስስስ ስስስስ  ስስስስስስስ 

ስስስ ስስ ስስ ስስስስስ ስስስስስስ  ስስስ ስስስስ 

ስስ ስስስስስ ስስስስ ስስስ ስስስስስ ስስስ  ስስ ስስስስ ስስስ  ስስስ ስስ ስስስስስ ስስስስስስስ 

ስስስ 

mailto:s.p.neupane@medisin.uio.no
mailto:fesehatsion98@gmail.com
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Appendix B: 1 (continues) 
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                                                                       ስስ ስስስስ------------------------------------------------      

                                                                        ስስስ ስስስስ --------------------------       

 

ስስስስስስ  ስስስስ ስስስስስ ስስስ ስስስ ስስስ ስስ ስስ ስስስ ስስስስስ 

ስስ ስስስ ስስስስስ --------------------------ስስስ ስስስስስ ስስስስ ስስስስ ስስስ 
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APPENDIX C: PERMISSION TO USE THE “TIGRIGNA” VERSION OF THE CESD SCALE 

 

March 30, 2015 

Mr. Fesehatsion Afewerki 

 

RE: permission to use the “Tigrigna” version of the CESD scale 

 

Dear Mr. Fesehatsion Afewerki, I would like to thank you for considering using the 

“Tigrigna” version of the CESD scale in your research. I am confident that your research will 

contribute more to the literature by adding evidence to the psychometric properties of the 

scale among the Eritrean population in your settings. Please use this letter as a confirmation 

you have been granted permission to use the scale in your research project. I wish you and 

your research team all the best as you move forward with the project. If you have questions or 

concerns, feel free to contact me using the address below. 

 

Respectfully, 

 

Mulubrhan F. Mogos, PhD, MSc | Assistant Scientist 

School of Nursing | Indiana University 

1111 Middle Dr Indianapolis, IN 46202  

Phone: 317.274.3488 

Email: mfmogos@iu.edu  

 

 

 

 

 

 

 

https://www.exchange.iu.edu/owa/redir.aspx?C=0VdEelpJlEaZ1ZMv9m6ThpgIc7iEPtIIzfTnSErdY8L4BxzkPXVtpeKr9h4xMZ5w1l325ptbpso.&URL=mailto%3amfmogos%40iu.edu
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APPENDIX D: SUPPLEMENTARY DATA 

 

1. Demographic Analysis 

 

Demographic questionnaire 

Total population : 243 

 

 

 

Percent (%) 

 

Mean  

Age Groups 

in years 

 35.7±9.70 

Q2: Gender 

 

Male 46.9  

Female 53.1 

Q3: Marital status 

 

single 34.6  

married 59.7 

divorce 5.8 

Q4:Education in years    

<  7th  6.6 

8th- 11th 54.7 

12-15 30.9 

> 16 7.8 

Q 5a.Employment  unemployed 33.7  

employed 66.3 

Q 5b: Type of Employment 

 

Part time  31.3  

permanent 35.0 

Q 6:Length of stay  in Norway(in years) Less than 3 years 21.4  

 

2.48 
Between 4- 7  41.6 

Between 8 - 12 14.8 

Between 13 - 20 11.9 

Over 20 years 10.3 

Q7: Reason of immigration 

 

Voluntary 13.2  

involuntary 86.8 

Q7: lists of reasons  for immigration Work 0.0  

Married after 

their arrival in 

Norway 

5.8 

Family 

reunification 

5.3 

Refuge 85.6 

Have Norwegian 

parents 

0.4 

Born in Norway 0.4 

other 2.5 

Q8:Ethnicity Tigrigna 99.2  

other 0.8 

Q9:Religion Christians 99.6  

other 0.4 

Q10:Do you considering yourself highly 

religious 

Yes 93.0  

No 7.0 

Q11:Family size ( persons living in a 

family 

1 34.6  

2-3 32.9 

4-6 28.4 

>6 4.1 

Q12:Family process ( yes or no) yes 95.9  

no 4.1 

Q13:Do you get  help when needed yes 99.6  

no 0.4 

Q14:Are you  happy living in Norway yes 93  

no 0.4 

half 6.6 
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Q15:Norwegian language skills Very good 28.4  

good 39.5 

medium 26.7 

A bit poor 4.5 

poor 0.8 

Q16:Do you have chronic disease No 96.3  

yes 3.7 

Q16b: if the answer to Q16 is yes   

Q17:Do you read Norwegian newspapers Daily 35.8  

weekly 24.3 

Seldom 26.7 

Never 13.2 

Q18:Do you reading Eritrean newspapers Daily 6.6  

weekly 2.9 

Seldom 34.6 

Never 56.0 

Q19:Do you have visit by Norwegians last 

year  

Daily 3.7  

Weekly 9.9 

Seldom 52.3 

Never 34.2 

Q20:Have you received help/support from 

Norwegians last year 

Daily 3.3  

Weekly 9.5 

Seldom 45.3 

Never 42.0 

Q21:Have you taken part arrangements 

made by Eritreans during the last year 

Daily 3.3  

Weekly 76.6 

Seldom 16.5 

Never 3.7 

Q22: How much positive interested people 

showing in what you are doing? 

Strong interest 81.1  

Some interest 16.0 

Not to mention 1.2 

Little interest 1.6 

Q23: Have you experienced being denied 

to rent or purchase apartment/housing in 

Norway just because of your immigrant 

background? 

 

Yes, definitely 4.9  

 

 

 

 

Yes i have such 

feeling 

39.1 

No never 14.0 

Don’t know 42.0 

Q24:Being refused to employment 

because of immigrant background 

Yes, definitely 3.7  

Yes I have such 

feeling 

32.1 

No never 15.6 

Don’t know 48.6 

Q25: Do you have recent conflict with  

 Intimate relationships? 

Yes 2.5  

No 97.5 

Q26:Reason for  Q25 if response  is yes  Because of being 

separated or 

divorce 

0.4  

Long standing 

relationship 

0.4 

Because of 

problems with 

close friends or 

relatives 

1.2 
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2. Clinical variables with response in percentage 

 

2.1 Pattern of Center for Epidemiological studies of Depression scale (CES-D) response in 

percentage (%). 

 

                                                                

Rarely or none 
of the time (less 
than 1 day) 

Some or a little 
of the time (1-2 
days) 

                                                                                                        

Occasionally or a 
moderate amount 
of time (3-4 days) 
                                                                                                          

 

Most or all of 
the time (5-7 
days) 

 

1.I was bothered by things that usually don’t bother 
me)  

(bother) 

67.5 30.0 2.1 0.4 

2.I did not feel like eating; my appetite 

was poor) ( Appetites) 
85.6 14.4 0.0 0.0 

3. I felt that I could not shake off the blues even 

with help from my family or friends.  
(Blues) 

98.4 0.8 0.4 0.4 

4. I felt I was just as good as other people.  

(Good) 
97.5 1.6 0.8 0.0 

5. I had trouble keeping my mind on what i was doing. 
(Mind) 

93.4 6.2 0.0 0.4 

6. I felt depressed. 

(depressed) 
89.3 10.3 0.0 0.4 

7. I felt that everything I did was an effort 

(Effort) 
92.6 7.0 0.0 0.4 

8. I felt hopeful about the future. 

(Hopeful) 
93.8 5.3 0.4 0.4 

9. I thought my life had been a failure.  
  

(Faiilure) 

83.1 16.0 0.0 0.8 

10.  I felt fearful. 
 

(Fearful) 

75.7 23.9 0.0 0.4 

11.  My sleep was restless.  
 

(Restless) 

76.5 22.2 0.4 0.8 

12.  I was happy. 
(happy) 

 

91.8 6.6 0.8 0.8 

13. I talked less than usual. 
(Talked) 

 

91.8 7.0 0.8 0.4 

14. I felt lonely. 

(Lonely) 
74.1 23.0 2.5 0.4 

15. People were unfriendly.  
(unfriendly) 

 

95.9 3.7 0.0 0.4 

16. I enjoyed life. 

Enjoyed) 
85.2 12.3 2.1 0.4 

17. I had crying spells. 

(cry) 
95.1 4.5 0.0 0.4 

18. I felt sad. 

(Sad) 

 

95.9 3.7 0.0 0.4 

19. I felt that people dislike me. 
  

(Dislike) 

99.2 0.8 0.0 0.0 

20. I could not get going. 
(could not get going) 

92.2 7.0 0.4 0.4 
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2.2 Patterns of major depression inventory MDI (in two weeks) response in percentage (%).  

 

How much of the time in two weeks? 
 

 All 
the 
time 

Most 
of 
the 
time 

Slightly 
more 
than 
half of 
the 
time 

Slightly 
less 
than 
half of 
the 
time 

Some 
of the 
time 

At 
no 
time 

1 Have you felt low in spirits or sad? 
 

0.0 0.4 1.2 15.6 42.4 40.3 

2 Have you lost interest in your daily 
Activities? 
 

0.4 0.0 0 11.5 48.1 39.9 

3 Have you felt lacking in energy and 
strength? 
 

0.4 0.0 0. 13.6 45.7 40.3 

 4 Have you felt less self-confident? 
 

0.0 0.0 0.4 9.9 38.7 51 

5 Have you had a bad conscience or 
feelings of guilt? 
 

0.4 0.0 0.4 12.3 32.5 54.3 

6 Have you felt that life wasn’t worth 
living? 
 

0.4 0.0 0.0 0.8 13.6 85.2 

7 Have you had difficulty in 
concentrating, e.g. when reading the 
newspaper or watching television? 
 

0.0 0.0 0.4 12.8 40.3 46.5 

8a Have you felt very restless? 
 

0.4 0.0 0.4 8.2 39.1 51.9 

8b Have you felt subdued or slowed 
down? 
 

0.0 0.4 0.0 6.2 33.7 59.7 

9 Have you had trouble sleeping at 
night? 
 

1.2 0.0 1.2 8.2 28.8 61.3 

10a Have you suffered from reduced 
appetite? 
 

0.4 0.0 0.0 4.1 24.7 70.8 

10b Have you suffered from increased 
appetite? 
 

0.0 0.0 0.0 2.9 6.2 90.9 
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2.3  Patterns of MDI (in 12 months) response in percentage (%)  

 

How much of the time in 12 months? 
 

 All 
the 
time 

Most 
of 
the 
time 

Slightly 
more 
than 
half of 
the 
time 

Slightly 
less 
than 
half of 
the 
time 

Some 
of 
the 
time 

At 
no 
time 

1 Have you felt low in spirits or sad? 
 

0.0 0.0 3.3 47.3 41.2 8.2 

2 Have you lost interest in your daily 
activities? 
 

0.0 0.0 0.0 46.9 44.4 8.6 

3 Have you felt lacking in energy and 
strength? 
 

0.0 0.4 0.8 46.1 46.5 6.2 

 4 Have you felt less self-confident? 
 

0.0 0.0 0.4 42.0 45.7 11.9 

5 Have you had a bad conscience or 
feelings of guilt? 
 

0.0 0.0 0.0 41.2 42.4 16.5 

6 Have you felt that life wasn’t worth 
living? 
 

0.4 0.0 0.4 11.5 19.3 68.3 

7 Have you had difficulty in 
concentrating, e.g. when reading the 
newspaper or watching television? 
 

0.0 0.0 
 

1.6 32.1 46.9 19.3 

8a Have you felt very restless? 
 

0.0 0.4 1.6 34.2 44.4 19.8 

8b Have you felt subdued or slowed 
down? 
 

0.0 0.4 0.8 26.7 51.0 21.0 

9 Have you had trouble sleeping at 
night? 
 

0.4 0.0 1.2 32.9 41.6 23.9 

10a Have you suffered from reduced 
appetite? 
 

0.4 0.0 0.8 21.4 40.3 37.0 

10b Have you suffered from increased 
appetite? 
 

0.0 0.0 0.0 2.5 5.8 91.8 
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2.4 Patterns of life events checklist (LEC) in percentage (%) 

 
 
                                  Event 

Happened 
to me 

Witnnesed 
it  

Learned 
about it 

Not 
sure 

Does 
not 
apply 

 
1.Natural disaster (for example, flood, hurricane, tornado, 
earthquake) 
 

11.1 2.5 78.6 0.4 7.4 

2.Fire or explosion 

 
2.9 2.1 83.1 0.8 11.1 

3.Transportation accident (for example, car accident, boat 
accident, train wreck, plane crash) 

 

18.9 4.5 69.1 0.4 7.0 

4. Serious accident at work, home, or during recreational activity  
 

2.5 2.1 75.7 1.2 18.5 

5.Exposure to toxic substance (for example, dangerous chemicals, 
radiation) 
 

2.1 0.4 71.6 2.5 23.5 

6.Physical assault (for example, being attacked, hit, slapped, kicked, 
beaten up)  
 

25.1 2.1 57.6 2.9 12.3 

7.Assault with a weapon (for example, being shot, stabbed, 
threatened with a knife, gun, bomb) 
 

8.2 2.1 77.8 0.8 11.1 

8.Sexual assault (rape, attempted rape, made to perform any type of 
sexual act through force or threat of harm)  
 

0.0 0.0 74.1 0.8 25.1 

9.Other unwanted or uncomfortable sexual experience 
 

0.4 0.8 71.6 0.8 26.3 

10. Combat or exposure to a war-zone (in the military or as a civilian) 
 

49.4 7.4 37 0.8 5.3 

11. Captivity (for example, being kidnapped, abducted, held hostage, 
prisoner of war) 
 

2.1 1.6 81.5 0.8 14.0 

12. Life-threatening illness or injury 
 

16.5 3.7 64.2 4.1 11.5 

13. Severe human suffering  
 

16.5 5.3 63 2.5 12.8 

14. Sudden, violent death (for example, homicide, suicide 
 

18.9 1.2 61.7 2.5 15.6 

15.Sudden, unexpected death of someone close to you 
 

27.6 4.5 56 0.8 11.1 

16. Serious injury, harm, or death you caused to someone else  
 

4.9 1.2 60.5 2.1 31.3 

17. Any other very stressful event or experience 
 

4.1 2.5 69.1 2.9 21.4 
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2.5 Patterns of PCL-C response in percentage 
 

 Not at all A little 
bit 

modera
tely 

Quite a 
bit  

extremel
y 

1.Repeated, disturbing memories, thoughts, or images of 
a stressful experience from the past? 

69.5 28.0 2.1 0.0 0.4 

2. Repeated, disturbing dreams of a stressful experience 
from  the past? 

70.8 28 1.2 0.0 0.0 

3. Suddenly acting or feeling as if a stressful experience 
were happening again (as if you were reliving it)? 

73.3 25.1 1.2 0.0 0.4 

4.Feelingvery upset when something reminded you of a 
stressful experience from the past?  

72.8 23.0 2.9 0.8 0.4 

5. Having physical reactions (e.g., heart pounding, trouble  
breathing, sweating) when something reminded you of a 
stressful experience from the past? 

76.1 22.6 0.8 0.0 0.4 

6. Avoiding thinking about or talking about a stressful  
experience from the past or avoiding having feelings 
related to it? 

77.4 18.9 2.1 0.8 0.8 

7. Avoiding activities or situations because they reminded 
you of a stressful experience from the past? 

78.2 18.1 1.6 0.8 1.2 

8. Trouble remembering important parts of a stressful 
experience from the past? 

85.2 13.2 0.8 0.8 0.0 

9. Loss of interest in activities that you used to enjoy? 78.2 19.3 2.1 0.0 0.4 

10. Feeling distant or cut off from other people 63.8 26.7 8.6 0.4 0.4 

11. Feeling emotionally numb or being unable to have 
loving feelings for those close to you? 

92.6 6.2 0.4 0.8 0.0 

12. Feeling as if your future will somehow be cut short? 76.5 18.1 4.1 0.4 0.8 

13. Trouble falling or staying asleep? 65.4 31.3 2.5 0.4 0.4 

14. Feeling irritable or having angry outbursts? 39.9 55.6 3.7 0.8 0.0 

15. Having difficulty concentrating? 62.1 36.6 0.8 0.4 0.0 

16. Being "super-alert" or watchful or on guard? 86.8 12.8 0.0 0.4 0.0 

17. Feeling jumpy or easily startled?  63.4 36.6 0.0 0.0 0.0 

 

 

 

 


