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Abstract: Elderly migrants constitute a considerable share of global return migration; 

nevertheless, literature on the health aspects of the return migration among these migrants 

is still scarce. This study explores the significance of return migration among elderly, 

chronically ill Bosnian refugees from Denmark and the role of health issues in their 

decision to return. It is based on semi-structured interviews with 33 elderly, chronically ill 

Bosnian refugees who have moved back to Bosnia and Herzegovina, and 10 elderly, 

chronically ill Bosnian refugees who have remained in Denmark. The interviews show that 
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physical health, in the sense of the absence of illness and easy access to necessary health-care 

services and medicines, was not highly prioritized when the decision was made whether or 

not to return. However, if health is regarded more broadly as involving more than mere 

physical health and the absence of illness, health did matter. Viewed as physical, social and 

mental well-being in line with WHO’s definition of health, health was indeed one of the 

most important factors when the decision to return was made. 

Keywords: return migration; elderly; chronic illness; well-being; Bosnia and Herzegovina 

 

1. Introduction 

People have always migrated in search of new opportunities or in order to escape conflict or 

poverty. With time, migration has become easier and people have become more mobile. Concomitantly, 

transnationalism, in terms of people having professional and private ties to institutions and individuals in 

various countries simultaneously, has become more widespread. With transnationalism a definitive end 

has been put to migration as a uni-directional and permanent movement of people, and circular 

movements, including return migration to the country of origin, have become common [1].  

Motives for return migration to the country of origin have been found to vary considerably. Among 

Turkish labour migrants in Germany, value-oriented reasons such as the desire to live in a society with 

Turkish culture, a fear of losing Turkish culture abroad and concerns over the allegedly unhealthy and 

stressful German life-style and the bad climate were found to be the main drivers for return  

migration [2]. Another study found that, among all nationalities of migrants living in Denmark,  

out-migration, including return migration, was partly determined by the level of one’s economic 

success in Denmark: where migrants experienced limited success in the Danish labour market,  

the propensity to return to their country of origin was higher. However, family ties, in particular the 

number of children living in Denmark and the nationality of the spouse, were also important factors 

influencing whether or not people decided to return [3]. Nonetheless, a study of intentions to return 

among Moroccan migrants living throughout Europe showed that labour market participation in the 

receiving country did not predict intentions to return, but that the effectiveness of socio-cultural 

integration did [4]. The literature thus indicates that social and cultural factors generally play an 

important role when decisions concerning return migration are made.  

The ageing of the global population has had an impact on the characteristics of migration 

worldwide, meaning that many migrants, including return migrants, are now elderly [5]. Nevertheless, 

literature on the health aspects of return migration among elderly migrants is still scarce [6,7]. Ageing 

is often accompanied by chronic illness, and the share of migrants who are chronically ill is therefore 

also increasing. Chronically ill individuals need continuous treatment and are dependent on frequent 

contact with the health-care system. Furthermore, elderly people are generally physically vulnerable 

and they are prone to develop more diseases as they age [8,9]. One would therefore expect that elderly, 

chronically ill people would prioritize being near good health-care facilities. However, this is not 

always the case.  
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The present article explores drivers among one of the ethnic groups that has recently undertaken 

return migration out of Denmark, namely elderly, chronically ill Bosnians [10]. More specifically,  

the article explores the following questions: (1) why do Bosnian refugees return to Bosnia when they 

are old and ill? And (2) what role do health issues play in connection with the decision to return?  

Context  

In order to understand the drivers behind return migration to Bosnia and Herzegovina (hereafter 

referred to as Bosnia), it is necessary to examine the context in which migration initially occurred,  

as well as the context in which the return takes place. Bosnia gained independence from Yugoslavia in 

1992. This started a war that lasted three years and resulted in 2.2 million people fleeing their homes,  

1 million of whom left the country [11]. People of all age groups fled. The majority went to Germany, 

but many others went to Austria, the Netherlands and Sweden [12]. Around 17,000 fled to Denmark, 

where they were all eventually granted asylum [13]. 

When the war ended, an important part of the international community’s strategy for the reconstruction 

of Bosnia was to repatriate as many Bosnian refugees as possible in order to neutralize the effects of 

the ethnic cleansing that had taken place during the war [14]. The repatriation policy was to a large 

extent based on the assumption that return migration is desirable for all refugees and that re-integration 

into one’s home country happens naturally and quickly [15].  

Despite massive efforts to repatriate Bosnian refugees, by 2015 only around 1 million of the 2.2 

million refugees had returned to their pre-war place of residence [11]. From Denmark, 2705 individuals 

had returned by the end of 2014 (this figure represents the number of Bosnians who have left 

Denmark; from the Danish Refugee Council’s repatriation registry, we know that the majority of these 

individuals have repatriated to Bosnia, however, the number of return migrants is probably slightly 

lower than the figure presented here, as some people have out-migrated to countries other than 

Bosnia). Around 900 returned within the two years following the ending of the war, most of them 

being relatively young people below the age of forty. The annual number of return migrants decreased 

throughout the first decade of the 21st century, but grew again in 2010, when the Danish state 

increased the support given to repatriating refugees (see below). Most of these returnees were elderly 

people between the ages of 60 and 80 [10].  

The current situation in Bosnia is characterized by political instability involving problems with 

democratization, inter-ethnic cooperation and the protection of minority rights. The standard of living 

is among the lowest in Europe, the unemployment rate is high, corruption is widespread, and many 

public-sector employees and people on welfare payments are not being paid on a regular basis [16–18]. 

With regard to health care, and specifically the availability of continuous treatment for chronic illness, 

in 2001 the Office of the United Nations High Commissioner for Refugees (UNHCR) stated: “It is 

evident that it may not be possible for patients with chronic disease to obtain the necessary treatment 

in the territory of Bosnia and Herzegovina. At the current levels of treatment, the lives of persons in 

need of medical treatment for chronic diseases or conditions … may be jeopardised if they are forced 

to seek treatment in Bosnia and Herzegovina” [19]. Other recent literature also concludes that treatment 

options in Bosnia are not adequate and that the health-care system does not function well [20]. 
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The Bosnian refugees who came to Denmark as children or adolescents are often described as  

well-integrated. Many have acquired higher education, and the majority possess good jobs. By contrast, 

few of those who came to Denmark as adults managed to learn Danish or obtain waged employment. 

Now, twenty years after their escape from Bosnia, many of those above the age of fifty still have 

limited contact with employment or civil society in Denmark [21,22].  
Return migration among individuals from Bosnia is voluntary and is supported financially by the 

Danish state with a one-off payment, medical support for the first year and lifelong reintegration 

payments to everyone above 55 years of age. The size of the one-off payment increased considerably 

in January 2010, as did the size of the monthly payments, the former now constituting approximately 

17,000 Euros and the monthly payments 470 Euros/month for five years or 375 Euros/month for life. 

In comparison, the average monthly salary in Bosnia is 363 Euros (gross national income per capita as 

reported by the World Bank 2014 [23]). The returnees give up their Danish residence permit when 

returning to Bosnia; however, during the first year of their return they are allowed to change their 

minds and return to Denmark to reclaim their residence permit [24]. Only very few have used the right 

to do so (personal communication [25]).  

2. Methodology 

In order to explore the drivers for return migration among elderly, chronically ill Bosnians,  

both Bosnian return migrants and Bosnians who had decided to stay in Denmark were interviewed. 

The criteria for inclusion in the study were age above 55 years and a diagnosis of a chronic illness.  

The interviewees who resided in Bosnia were recruited with the assistance of a repatriation consultant 

at the Danish Refugee Council and informants who had already been interviewed, using the 

snowballing method. The consultant had information on individuals’ illness statuses. In Denmark 

various Bosnian community centres were approached, and recruitment was done through these as well 

as through snowballing.  

The first author performed semi-structured interviews with 33 chronically ill and elderly Bosnians 

who had returned from Denmark to Bosnia, and 10 chronically ill and elderly Bosnians who continued 

to live in Denmark. Furthermore, three health-care professionals, of whom one resides in Denmark and 

two in Bosnia, were interviewed for background information. The interviews in Bosnia were 

conducted in cities and villages, all of them in the homes of the interviewees. The majority of the 

interviews in Bosnia were conducted with married couples. Interviewing the husband and wife 

together had several advantages. These couples were elderly and had spent most of their lives together, 

including their history of flight and refuge in Denmark, and they were therefore very close and shared 

many experiences and opinions. They did most of their activities in each other’s company, and the 

interviewer was greeted as a guest in their home by both. Hence, insisting on interviewing individuals 

alone would not have been socially appropriate. Furthermore, the decision to return to Bosnia appeared 

to be very much something they had discussed thoroughly with each other and it therefore added 

nuance to the description that they were both present during the interview. The interviews in Denmark 

were with individuals, not couples, as they were either carried out with single persons or conducted in 

a community centre to which only men came. 
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All interviews were conducted during the winter and spring of 2013/2014 with the assistance of 

Danish–Bosnian interpreters. The interviews lasted between 45 minutes and 3 hours. Even though 

some interviews lasted longer than others, the point at which no new information on the topic of 

investigation was revealed was generally reached before the interview was completed. All interviews 

were transcribed verbatim and translated into Danish. The analyses were inspired by systematic text 

condensation as described by Malterud [26] using Nvivo, a tool for analyses of qualitative data.  

This method permits an explorative approach to the data and is not theory-based as such. Themes 

which were relevant for explaining health issues in motives for return migration were identified,  

and quotes which substantiated and illustrated key points were selected and translated into English. 

Relevant theory on transnationalism, inter-generational caretaking, belonging and the physical aspect 

of the migration process were drawn upon in the ethnographic analysis.  

2.1. Ethics 

An interpreter informed all interviewees by phone or by letter and phone about the purpose of the 

study before they were asked to agree to meet the interviewer. In accordance with the American 

Anthropological Association’s ethical guidelines, a more thorough introduction to the study, including 

the interviewee’s right to withdraw from it at any time, was given to each individual before the actual 

interview took place [27]. All potential participants, except for two, gave final consent to participate. 

Consent was given verbally. Much consideration was given to the differences related to cultural 

background, gender and age between interviewer and interviewees. Guided by the interpreter of 

Bosnian origin, the interviewer paid attention to and showed respect for social codes (for example,  

by addressing the informants in a respectful way, by letting the informants talk about topics they 

wanted help with or topics they wanted the interviewer to know about, and by accepting food and 

beverages offered). After the interview, a small present was given to the interviewees as a symbol of 

gratitude. All informants were ensured anonymity.  

2.2. Characteristics of Informants  

The characteristics of the informants are shown in Tables 1 and 2. All informants had fled from 

Bosnia to Denmark during the 1990s; none had immigrated to Denmark as labour migrants. Of those 

residing in Bosnia at the time of the interview, one couple and one man had returned respectively ten 

and eleven years prior to the interview, whereas the rest had returned less than four years beforehand. 

Except for one individual who was not ill, all informants were suffering from one or more of the 

following chronic diseases: type 1 or type 2 diabetes, cardiovascular disease (hypertension or a history 

of angina pectoris, heart failure or thrombosis), asthma, depression, post-traumatic stress disorder 

(PTSD), chronic pain, arthritis, epilepsy, chronic diarrhoea or psoriasis. At the time of the interview all 

informants were retired or unemployed, and very few had been employed while living in Denmark.  
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Table 1. Characteristics of informants residing in Denmark. 

Participant 
Number  

Age * Sex  
Living with 

Children  

Living in the 
Same Country  

as Children  
Illness  

Educational 
Level **  

Employment  
in Bosnia before  

the Flight  

Employment  
in Denmark  

1  1  Male  No  Yes  
Diabetes and 

CVD  
2  Constructor  None  

2  1  Male  No  Yes  
Diabetes and 

CVD  
2  Accounts manager  Accountant  

3  1  Male  No  Yes  None  3  Engineer  Teacher  

4  2  Male  No  Yes  CVD  2  Chef  None  

5  1  Male  No  Yes  
Diabetes, 
epilepsy  

2  Carpenter  None  

6  2  Male  No children  Fibromyalgia  2  Teacher  Teacher  

7  1  Male  No  Yes  Asthma  2  Installation worker  None  

8  1  Female  No  Yes  Diabetes  2  Referent  None  

9  1  Female  No  Yes  Chronic pain  1  Nursery teacher  None  

10  3  Male  No  Yes  CVD  Unknown  Unknown  Unknown  

* Age in years: 1 = 55–65, 2 = 66–75, 3 = 76–85; ** Educational level: 1 = primary and lower secondary school, 2 = youth education, 3 = higher education;  

CVD: cardiovascular disease. 
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Table 2. Characteristics of informants residing in Bosnia. 

Participant 
Number  

Age * Sex  
Years since 

Return  
Living with 

Children  

Living in the  
Same Country  

as Children  
Illness  

Educational 
Level **  

Employment  
in Bosnia before  

the Flight  

Employment  
in Denmark  

11  3  Female  1  No  Yes  CVD  2  Cashier  None  

12  3  Male  1  No  Yes  CVD  2  Electrician  None  

13  1  Female  2  Yes  Yes  
Diabetes, 
asthma  

1  Housewife  None  

14  2  Male  2  Yes  Yes  Diabetes  2  Workman  None  

15  3  Male  2  Yes  Yes  Psoriasis  2  Electrician  None  

16  1  Female  3  Yes  Yes  Chronic pain  1  Housewife  None  

17  1  Male  3  Yes  Yes  Chronic pain  2  Barrel maker  None  

18  2  Female  4  No  Yes  Diabetes  Unknown  Housewife  Unknown  

19  2  Male  4  No  Yes  CVD  Unknown  Odd-job man  Unknown  

20  2  Female  10  No  Yes  CVD  2  Finance manager  None  

21  1  Male  10  No  Yes  Diabetes  2  Purchasing agent  None  

22  2  Female  1  No  Yes  CVD  1  Housewife  None  

23  2  Male  1  No  Yes  Chronic pain  1  Mechanic  None  

24  1  Female  2  No  Yes  Chronic pain  2  Seamstress  Nursery teacher  

25  2  Male  2  No  Yes  PTSD  2  Office worker  None  

26  2  Female  4  No  Yes  Chronic pain  1  Housewife  None  

27  2  Male  4  No  Yes  Chronic pain  1  Labourer  None  

28  2  Female  1  Yes  Yes  Diabetes  1  Chicken farmer  None  

29  2  Male  1  Yes  Yes  Chronic pain  1  Bricklayer  None  

30  3  Female  3  No children  
Chronic 

diarrhoea  
1  Housewife  None  

31 3 Male 3 No children 
CVD, 

Parkinson’s 
disease 

2 Fireman None 
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Table 2. Cont. 

Participant 
Number  

Age * Sex  
Years since 

Return  
Living with 

Children  

Living in the  
Same Country  

as Children  
Illness  

Educational 
Level **  

Employment  
in Bosnia before  

the Flight  

Employment  
in Denmark  

32 2 Female 3 Yes Yes Diabetes 1 Cashier None 

33 2 Male 3 Yes Yes PTSD 1 Mechanic None 

34 1 Female 4 No No Diabetes 1 Referent None 

35 1 Male 4 No No Chronic pain 1 Shop manager None 

36 3 Female 3 Yes Yes Diabetes 1 Housewife None 

37 1 Female 3 No Yes but deceased None 1 Housewife None 

38 2 Male 3 No Yes but deceased Diabetes 1 Manager None 

39 3 Female 3 No Yes 
Diabetes and 

arthritis 
1 Housewife None 

40 3 Male 11 No Yes CVD 1 Butcher None 

41 2 Male 1 No Unknown Diabetes Unknown Carpenter None 

42 2 Female 3 No No Diabetes Unknown Housewife None 

43 3 Female 3 No Yes 
CVD and 
arthritis 

2 Laboratory technician None 

* Age in years: 1 = 55–65, 2 = 66–75, 3 = 76–85; ** Educational level: 1 = primary and lower secondary school, 2 = youth education, 3 = higher education;  

CVD: cardiovascular disease; PTSD: post-traumatic-stress disorder. The following participants were interviewed in dyad interviews: 11 and 12, 13 and 14, 16 and 17, 18 

and 19, 20 and 21, 22 and 23, 24 and 25, 26 and 27, 28 and 29, 30 and 31, 32 and 33, 34 and 35, 37 and 38, 39 and 40. 
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3. Findings 

In the following, findings from the interviews are presented focusing on the reasons why Bosnian 

refugees return to Bosnia when they age and become ill and on the role that health issues play in the 

decision to return migrate. 

3.1. Considerations Related to Access to Health-Care Services 

In accordance with the previously mentioned assessment of the Bosnian health-care system’s 

capacity to treat chronic illness, the informants described access to health care and cost of medicine as 

being unfavourable in Bosnia compared to Denmark. One married couple (Participants 37 and 38) who 

had returned to Bosnia explained that they spent 60% of their income on the husband’s diabetes 

medicine, whereas in Denmark most of their medical expenses had been covered by the state. Besides 

considerable expenses, several informants also mentioned how access to health-care services in Bosnia 

was obstructed by long waiting lists and corruption in the system. Many informants explained that they 

had to bribe health-care professionals in order to obtain the appointments they needed. As one woman said:  

Over there (in Denmark) we had everything. Here you pay for everything. (Participant 37) 

However, the interviewees did not describe access to the Danish health-care system as unproblematic: 

language barriers and a lack of available interpreters were cited as factors contributing to communication 

complications with health-care professionals. This was mentioned as being a great problem by some of 

the informants. A few informants preferred the type of medical treatments available in Denmark,  

but most found the quality of treatments in Denmark and in Bosnia to be relatively similar. 

Despite medical treatment being described as more easily available in Denmark than in Bosnia, 

only a minority of the interviewees residing in Denmark mentioned barriers in accessing health care in 

Bosnia as one of the reasons why they had chosen to stay in Denmark; the vast majority had not 

prioritised easy and inexpensive access to health care when deciding where to live. The case of one 

informant, whose illness worsened upon his return to Bosnia due to the unavailability of medication, 

illustrates how access to treatment was often not prioritized when the decision to return was made: 

Interviewer: If you had known before you returned that your psoriasis would worsen or spread, 

would you then have stayed in Denmark?  

Informant: We did not want to stay (in Denmark). (Participant 15) 

The decision to return was very well-informed for most informants with regard to the advantages 

and disadvantages for their health status and access to health care; they had considered things 

thoroughly. When a couple who had returned to Bosnia and who were suffering from chronic pain and 

PTSD respectively were asked about their concerns on returning to a health-care system with less easy 

access, the husband replied: 

We thought about it (access to health care in Bosnia), we wrote everything down on a piece of 

paper. In the end we decided to return. We knew everything. (Participant 25) 

So, did people deliberately not prioritise their health when they decided to return? If optimization of 

health is regarded as pursuing good physical health and good access to health-care services, it can be 
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concluded that in general the interviewees were driven by other factors when they decided where to 

reside. On the other hand, if health is regarded as a broader notion that involves more than physical 

health and access to health care—as implied by the World Health Organization (WHO)’s definition: 

“complete physical, mental and social well-being and not merely the absence of disease or  

infirmity” [28]—one could argue that the returning Bosnians did indeed prioritize health when they 

made their decision, as they prioritized factors that would give them better physical, mental and  

social well-being.  

A quote from a returnee couple who both suffered from chronic illness illustrates how deliberate the 

decision to choose well-being in a country with lower levels of welfare and prosperity had been  

for them: 

I’m fine with just eating once a day, as long as I am here. (Participant 37) 

Instead of eating five times somewhere else, we prefer to eat once here. (Participant 38) 

The following sections in this paper will explore the significance of general well-being further by 

examining the relationship between return migration and the physical, mental and social aspects of 

well-being. Even though the aspects are intrinsically interconnected and therefore not necessarily 

meaningful on their own, we will attempt to disentangle them in order to acquire a deeper 

understanding of this issue. As the questions on the motives for return migration were open ones, 

informants were able to define themselves what was important in their decision. The three aspects 

presented in this article were mentioned in almost all interviews.  

3.2. Physical Well-Being  

The physical aspect of well-being related to return figured as an important consideration when 

people decided where to reside. One informant, who suffered from PTSD and who had experienced 

many violent and upsetting things in Bosnia but nevertheless had returned after twenty years in 

Denmark, explained his decision as follows: 

Interviewer: Why are you so happy to be back (in Bosnia)? 

Informant exhales deeply and smiles.  

Interviewer laughs. 

Informant: Something like that, but it is hard to compare. But let’s imagine I am sitting on a chair 

that is shaking and I then move to a chair that is solid; it’s that inner feeling. (Participant 25) 

A feeling of general physical well-being accompanied the return for many of the informants. 

Factors such as the climate and the physical environment were often described as decisive in drawing 

informants back to Bosnia. One man who had returned with his wife three years prior to the interview 

and who had a history of several heart operations and Parkinson’s disease described what had made 

him return: 

What I have here (in Bosnia) is a nice atmosphere. The air is good, the water is good, the water 

from the spring is clean. Here I have flowers. Every morning I go out and exercise. I breathe. 

When I was in Denmark I had the apartment, the balcony. I only looked to the left and to the right. 

I didn’t have anything else. (Participant 31) 
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The couple experienced great financial difficulties after their return to Bosnia, and they had no 

children who could support them, so they faced even harder times ahead. However, well-being related 

to the physical aspects of being in Bosnia compensated for the difficulties they encountered, and they 

were happy with their decision.  

Nearly all informants said that, despite having less material wealth and worse access to health care, 

they felt better and more content after having returned to Bosnia. Often any possible deterioration of 

physical health that had happened after the return was explained by the ageing process and seen as 

being countered by an increase in contentment and well-being. As one returnee said: 

When it comes to illnesses, I age every day. The older you get, the more ill you become.  

But overall, the sun is shining on me. Even if I have less, I am more content here (in Bosnia). 

(Participant 38) 

3.3. Social Well-Being 

Another important dimension of well-being mentioned in the interviews was the social aspect. 

Many of the interviewees had family members in different parts of the world. They lived somewhat 

transnational lives; visits to family members in various places were common, as were long vacations in 

Bosnia. Despite the frequent visits to see family, nearly all the informants who had returned to Bosnia 

mentioned their desire to be with their children as the main reason for their return. The children had, 

for political reasons, often returned before the parents. Many of them had fled the war earlier than the 

parents and went to Germany, where there was already a large population of Yugoslav labour 

migrants. By the time the parents had fled the war, Germany had closed its borders to refugees from 

the Balkans. This forced the parents to go elsewhere, among other places to Denmark. When the war 

ended all Bosnians were expelled from Germany, and the children therefore returned to Bosnia, 

whereas those who had been granted asylum in Denmark stayed there. As seen in Table 2, only one of 

the returning couples and one of the returning singles did not have children in Bosnia (apart from one 

couple who had no children). The fact that all of the informants who resided in Denmark had children 

who lived in Denmark (apart from one informant who had no children) further stressed the importance 

of physical proximity to one’s children (data presented in Table 1). It seemed to be a matter of course 

that the informants wanted to be with their children. As noted by one man who had children in Bosnia 

and who had lost his wife when he returned to Bosnia:  

If my children still lived in Denmark I wouldn’t have returned… You follow the children... We 

didn’t want to stay (in Denmark)… Because of the children we couldn’t stay at all. You know how 

it is. (Participant 15) 

Another man who lived in Denmark and whose son also lived there put it this way: 

I thrive here (in Denmark) because of my son. I love Denmark because of my son. (Participant 4) 

The importance of being with one’s children as a motive for return migration was stressed by the 

fact that several of the informants who had returned to Bosnia had settled where their children were 

living, not where they themselves had been living when they fled.  
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In some cases, where parents had more than one child, the children lived in different countries.  

This compelled the parents to choose which child to live near, and this was usually determined by 

weighing who had the greatest need for their parents. Often children who did not have a spouse or 

children who were sick and whose family therefore needed help were given the highest priority. One 

of the interviewed couples had two children, one living in Sweden and the other in Bosnia. As their 

son who lived in Bosnia was ill, they decided to return there, though he died shortly after their return. 

In explaining why they had returned, they emphasized that his death had confirmed the appropriateness 

of their decision, as they were now able to support their surviving relatives. As the woman said:  

At least we can live with the grandchildren, side by side with his children. (Participant 37) 

The couple also explained that being physically near their son’s grave was very important to them 

and gave them a sense of being near him.  

The informants who had returned to Bosnia described how they had missed their children deeply 

while living in Denmark and how being near them and their grandchildren gave them peace of mind. 

Some informants mentioned how they valued having a role in their children’s lives again, among other 

things by helping them take care of the grandchildren. Being able to help their children and being close 

to their grandchildren seemed to give joy and meaning to informants’ lives. It was something they had 

longed for.  

Both the returnees and those who stayed in Denmark explained how being near the children and 

grandchildren also provided them with assistance with household chores such as cleaning and cooking, 

as well as assistance in case of emergencies. As one woman who had returned to Bosnia and now lived 

in the same house as her children said: 

When something hurts or I am in a critical state, then my children are here. They immediately call 

the ambulance. (Participant 13) 

Another woman who had returned to Bosnia explained how her grandchild who lived nearby helped 

her and her husband: 

Our grandchild visits us, calls on us. She visits, buys bread for us, picks up cigarettes and stuff 

like that. She also buys medicine for us. They are good kids, really good. (Participant 37) 

Similarly, a man who lived in Denmark described how he relied on assistance from his son in  

many ways: 

Well, it’s a good thing that I have my children, because it’s really difficult to be in a foreign country 

with a foreign language. If we need help, my son comes over and drives us to the doctor and fixes 

everything. I don’t know what I would have done if it hadn’t been for him. (Participant 5) 

The fact that the informants had a chronic illness and were facing old age with an expected loss of 

functionality emphasized their need for assistance with practical matters and health-care services,  

and thus their need to be with their children. One woman, who had serious cardiovascular problems 

and had returned with her husband one year prior to the interview, simply stated that: 

The older you get, the more you need your children. (Participant 23) 
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A childless couple who had returned to Bosnia illustrate how difficult it is to live without children 

in Bosnia as an elderly, chronically ill person:  

Nobody can help us; we have no children. It’s hardest now. I have suffered a lot, but now is the 

hardest time. In Denmark, if you have no children, you have insurance, isn’t that so? (Participant 30) 

The need for assistance from children also reflects the fact that no real alternative method of obtaining 

assistance existed for many, as they could not afford elderly care and nursing homes in Bosnia.  

The prospect of spending one’s old age in a nursing home in Denmark was another reason for the 

interviewees to return to Bosnia. As one woman, who at the time of the interview was residing in 

Denmark, said: 

If I have to go into a nursing home, I’d prefer to stay in a nursing home in Bosnia. Because I know the 

language they speak. I do understand some Danish, but I would move to Bosnia. … What would I be 

doing at a nursing home here? (Participant 8) 

Several other informants expressed an unwillingness to stay in Danish nursing homes. They 

mentioned the language barrier as the main reason why these homes were so undesirable. However, 

while Danish nursing homes were very unpopular, nursing homes in general were disliked. One man 

who had returned to Bosnia explained why:  

Informant: We don’t want to go into a nursing home. It would be embarrassing to go into a nursing 

home when we have family. 

Interviewer: Embarrassing for your children or for you? 

Informant: Embarrassing for our children. If the neighbour, for example, heard about it, they would 

right away say that the children were bad children. (Participant 23) 

Altogether, being near the family and having a role in it gave the informants social and—as appears 

from the following section—mental well-being.  

3.4. Mental Well-Being  

One final aspect of well-being which was also important for why the elderly, chronically ill 

Bosnians interviewed in the present study returned was their mental well-being. Informants linked 

mental well-being closely to a feeling of belonging, and they expressed in various ways how the 

pursuit of belonging had made them return. One man who had returned to Bosnia said: 

Nowhere but here (in Bosnia) do I feel at home. I was born here, I have lived here. If I had felt the 

same way in Denmark, I would have stayed in Denmark and not returned. 

He continued by quoting a local song: You can go everywhere, but you will always return. 

(Participant 35) 

One woman (Participant 36) who had returned to Bosnia described how she cried when she saw 

young people in Denmark because, as she said, “they were so lucky to be at home”. Seeing them being 

where they felt they belonged and where they felt at home made it clear to her that she did not feel at 

home in Denmark, and that made her deeply unhappy.  
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It seems that ageing emphasized the desire to be where one belonged. One woman who had 

returned, despite her traumatic experiences during the war, said:  

The older you get, the more you want to go where you belong. (Participant 28)  

Many described how they always expected to spend their old age in Bosnia and how they had 

regarded it as a matter of course that they would return at some point. It was a matter of following 

one’s fate, but also a matter of returning before it was too late. Some mentioned that they had focused 

on returning while they were still alive so they would spare their relatives the hassle of bringing a 

corpse back to Bosnia in a coffin:  

We decided to return so they wouldn’t have to tow me; in this way I came in a wheelchair.  

(Participant 12) 

Connected to this was the fact that many of the informants did not want to die in Denmark; it was 

important that they died and were buried in Bosnia alongside their ancestors. As a man who had 

returned said: 

All our relatives are buried at the graveyard here, so we are next. (Participant 27) 

Besides the desire to be close to their ancestors in the grave, there was also a strong desire to be 

close to the graves of relatives while they were still alive; the family bonds extended beyond death.  

In many cases, family members who had died in Denmark had been sent to Bosnia to be buried.  

An additional explanation is that Danish and Bosnian burial traditions differ in terms of religious and 

cultural practices [29].  

The fact that these informants—unlike labour migrants—had been forced to migrate also had an 

impact on where they felt they belonged and why it was so important to return. As one man who had 

returned to Bosnia, but subsequently had had to return to Denmark again, put it: 

I returned because of a desire to go back to my own country; I didn’t come to Denmark because  

I wanted to. (Participant 6) 

Another informant (Participant 9) residing in Denmark said that the fact that she did not choose to 

leave Bosnia made her feel that something in her life was unfinished. This informant had other reasons 

not to return (she had been abused during the war and was afraid of meeting the offenders in Bosnia), 

but she very strongly felt the need to do so.  

The interviews thus showed that the returned informants had obtained higher levels of physical, 

social and mental well-being by returning to Bosnia. This was supported by the fact that none of the 

informants who had returned regretted doing so.  

4. Discussion 

Migration can be an intense physical experience. The climate, smells and tastes are different in the 

new country, and for some individuals everything comes together and induces a physical feeling of 

being out of place [30]. Ageing and illness can accentuate this feeling and, as Gardner points out, 

disease and age in itself are accompanied by ‘dis-ease’, the experience of not feeling comfortable: 
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“Sick bodies are bodies out of place” [30] (p. 37). A way to overcome this uncomfortable feeling of 

being out of place is to move physically away from the place that induces the dis-ease. 

A central aspect of the informants’ feelings of being in place upon their return to Bosnia was their 

ability to live close to their relatives. Since most return migrants stayed close to their family they could 

draw on their children’s care and help when necessary, and many were able to help care for their 

grandchildren, so that their children also benefitted from having their parents around. The significance 

of being part of inter-generational relations and the mutual need for help is also described by 

Vullnetari in her study of the lives and realities of elderly Albanians who had remained in Albania 

while their children had left for Greece as labour migrants. She found that not only did the older 

Albanians miss their children desperately and lacked their help with household chores and personal 

safety, their children also lacked carers for their own children. The traditional “care chain”, in which 

grandparents look after the grandchildren while the children are out at work, and the children take care 

of their ageing parents and help them with practicalities, had been broken as a consequence of the 

labour migration [31]. Along similar lines, Izuhara, in a study of Japanese migration, presents the 

concept of a “generational contract of family reciprocity” that consists of a continuous chain of 

obligations over generations. If parents and children do not live together, this contract is broken. 

Izuhara describes how Japanese women who have migrated to the UK move back to Japan when their 

parents become old in order to take care of them and to avoid breaking the “contract”. In some cases 

the parents move to the UK in order to be close to the children, providing another way in which 

children can fulfil their obligations towards their parents [32]. 

The fact that it would reflect badly on the children if the parents went into a nursing home 

emphasizes the importance of obeying the unspoken rule of the care chain. If the children neglect their 

responsibility towards their parents, both parents and children will be affected—the parents by a lack 

of care, and the children by social stigma. The importance of maintaining the care chain stresses the 

family’s role in caring. In agreement with this, one questionnaire-based study found that fewer than 

40% of immigrants living in Denmark found it desirable to spend their old age in Denmark. This study 

also reported that the participants explained their unwillingness to live in a Danish nursing home 

mainly through the notion that welfare services should not replace the family in old age [33].  

This point of view seems to be shared by the Bosnian informants. Taking care of family members who 

need help is a responsibility all family members have; it is not a responsibility the state should assume.  

A key issue in all the interviews, motivating return migration among elderly, chronically ill 

Bosnians, was the quest for a sense of belonging. It can be argued that a sense of belonging lies at the 

root of all well-being and vice versa, and it is therefore natural that it was an essential motive for return 

migration. In a quantitative study, Correa-Velez et al. found that the presence of a sense of belonging 

was the strongest predictor of mental well-being among young people with refugee backgrounds in 

Australia [34]. 

Feelings of belonging are not only connected to certain places; they are also strongly associated 

with certain people [35]. Accordingly, feeling socially embedded by being near their children and 

having social relations close by was described as being strongly associated with a sense of belonging 

among informants. This finding is shared by Kristiansen et al., who studied attitudes towards return 

migration among immigrant women from Somalia, Turkey, India, Pakistan and Iran living in 

Denmark. Most of the informants in that study explained that they did not want to return to their 
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country of origin because they had their families in Denmark [36]. One result of the impact of social 

ties, however, may be that the development of transnational communities and transnational families 

enables people to feel at home in several different locations [37]. This was also the case for the 

Bosnian refugees who had returned to Bosnia, many of whom had fond memories of their lives in 

Denmark. However, their feeling of belonging was indisputably stronger in Bosnia than in Denmark or 

anywhere else, due to the combination of close social relations and locations that had particular 

significance as places where they had been born and had grown up. This gave them a special feeling of 

home that provided them with mental well-being. 

Strengths and Limitations of the Study 

This multi-sited study provides new knowledge in an area where many aspects have been left 

unexplored, and it is based on a relatively large number of interviews. By interviewing both returnees 

and non-returnees, we have obtained valuable insight into the background to opposite decisions with 

regard to return: we acquired more nuances and a deeper understanding of the drivers of return 

migration than we would have acquired by only interviewing one of the groups.  

Since the study was multi-sited and captured the temporal aspects of changes in well-being,  

we were able to show the influence of place and time on perceptions of health. Since the WHO 

definition of health has been criticized for being subjective, context-dependent and difficult to 

operationalize [38,39], its use as a framework for the present analysis can be contested. We are aware 

of the overlap and close interrelationship between the physical, social and mental aspects of  

well-being. We further acknowledge that the separation of drivers according to the type of well-being 

do not give due attention to the situatedness and intertwined nature of the different notions of health. 

However, we find the WHO definition useful in that it brings out nuances in perceptions of health that 

would not otherwise be revealed. 

Using the snowball method to recruit participants might have resulted in the latter being more 

similar with regard to life stories, ideas and choices than would have been the case if a more 

randomized approach had been used. The choice of conducting individual interviews and interviews 

with couples instead of focus-group discussions was motivated by the adoption of a life-history 

approach, which necessitates in-depth interviews with individuals rather than structured interviews 

with groups of individuals [40]. We prioritized depth rather than breadth in our approach.  

The limitations connected to the use of an interpreter in interview situations are widely described in 

the literature [41]. We acknowledge that nuances generally may have been lost, and interviews where 

many family members were present were complicated to facilitate. However, we also acknowledge the 

positive effect on cultural sensitivity provided by the presence of a Bosnian interpreter acquainted with 

the local culture in this relatively brief study. Further, the fact that most interviews, whether conducted 

in Bosnian or Danish, were fully transcribed limited the loss of nuances. 

5. Conclusions 

The present study has explored why elderly, chronically ill Bosnian refugees return to Bosnia,  

as well as the role health issues play in the decision whether or not to return. Our findings show that 

social and cultural concerns constituted the predominant motives for return and that easy access to 
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health-care services and medicine, and thus good physical health and the absence of illness, were not 

highly prioritized. It may therefore be tempting to conclude that health was not an important issue. 

However, if health is regarded more broadly as involving more than just physical health and the 

absence of illness, it can be argued that health did matter. Viewed as physical, social and mental  

well-being in line with the WHO definition, health was indeed one of the most important factors when 

the decision on return migration was made.  

Acknowledgments 

The authors would like to thank all interviewed persons who generously shared their stories with us. 

The study was carried out with funding from the University of Copenhagen and the Oticon 

Foundation. Funds to cover the costs of publishing in open access were provided by the Center for 

Healthy Aging at the University of Copenhagen.  

Author Contributions 

Line Neerup Handlos, Karen Fog Olwig, Ib Christian Bygbjerg and Marie Louise Norredam 

designed the study. Line Neerup Handlos carried out the interviews and the analysis. Interpretation of 

data as well as preparation of the manuscript was done jointly by Line Neerup Handlos,  

Karen Fog Olwig, Ib Christian Bygbjerg, Maria Kristiansen and Marie Louise Norredam.   

Conflicts of Interest 

The authors declare that they have no conflicts of interest and that the funding sponsors had no role 

in the design of the study, the collection, analysis or interpretation of the data, the writing of the 

manuscript or the decision to publish the results. 

References 

1. Castles, S.; Miller, M.J. The Age of Migration—International Population Movements in the 

Modern World, 4th ed.; Palgrave Macmillan: New York, NY, USA, 2009.  

2. Razum, O.; Sahin-Hodoglugil, N.N.; Polit, K. Health, wealth or family ties? Why Turkish work 

migrants return from Germany. J. Ethn. Migr. Stud. 2005, 31, 719–739. 

3. Jensen, P.; Pedersen, P.J. To stay or not to stay? Out-migration of immigrants from Denmark.  

Int. Migr. 2007, 45, 87–113. 

4. De Haas, H; Fokkema, T.; Fihri, M.F. Return migration as failure or success?. J. Int. Migr. Integr. 

2015, 16, 415–429. 

5. The Age and Sex of Migrants 2011. Available online: http://www.un.org/esa/population/ 

publications/2011Migration_Chart/wallchart_2011.pdf (accessed on 5 August 2015). 

6. Davies, A.; Borland, R.M.; Blake, C.; West, H.E. The dynamics of health and return migration. 

PLoS Med. 2011, 8, 1–4. 

7. Zimmerman, C.; Kiss, L.; Hossain, M. Migration and health: A framework for 21st century 

policy-making. PLoS Med. 2011, 8, 1–7. 



Int. J. Environ. Res. Public Health 2015, 12 12660 
 

 

8. Kenchaiah, S.; Narula, J.; Vasan, R.S. Risk factors for heart failure. Med. Clin. North Am. 2004, 

88, 1145–1172. 

9. Kannel, W.B.; McGee, D.L. Diabetes and cardiovascular risk factors: The Framingham study, 

Circulation 1979, 59, 8–13. 

10. Statistics Denmark. Statistikbanken. Available online: http://www.statistikbanken.dk/ (accessed 

on 8 March 2015). 

11. UNHCR Sarajevo. Available online: http://www.unhcr.ba/ (accessed on 6 May 2015). 

12. Al-Ali, N. Loss of status or new opportunities? Gender relations and transnational ties among 

Bosnian refugees. In The Transnational Family—New Europeans Frontiers and Global Networks, 

1st ed.; Bryceson, D., Vuorela, U., Eds.; Berg: Oxford, UK, 2002; pp. 83–102. 

13. Grünenberg, K. Is Home Where the Heart is, or Where I Hang my Hat? Constructing Senses of 

Belonging among Bosnian Refugees in Denmark; Sociologisk Institute, University of Copenhagen: 

Copenhagen, Denmark, 2006. 

14. Eastmond, M. Transnational returns and reconstruction in post-war Bosnia and Herzegovina.  

Int. Migr. 2006, 44, 141–166. 

15. Stefansson, A.H. Homes in the making: Property restitution, refugee return, and senses of 

belonging in a post-war Bosnian town. Int. Migr. 2006, 44, 115–139. 

16. UNDP Country Profile, Bosnia and Herzegovina. Available online: http://www.ba.undp.org/ 

content/bosnia_and_herzegovina/en/home/countryinfo/ (accessed on 6 May 2015). 

17. Amnesty International. Amnesty International Report 2014/15 The State of the World’s Human 

Rights; Amnesty International Ltd.: London, UK, 2015. 

18. Transparency International. Corruption by Country: Bosnia and Herzegovina. Available online: 

https://www.transparency.org/country/#BIH_Overview (accessed on 6 May 2015). 

19. UNHCR Office of the Chief of Mission in Bosnia and Herzegovina. Health Care in Bosnia and 

Herzegovina in the Context of the Return of Refugees and Displaced Persons. Sarajevo, Bosnia 

and Herzegovina, 2001. Available online: http://unhcr.org/3c614f6a4.pdf (accessed on 6 May 2015). 

20. Slipicevic, O.; Malicbegovic, A. Public and private sector in the health care system of the 

Federation Bosnia and Herzegovina: Policy and strategy. Mater. Soc. Med. 2012, 24, 54–57. 

21. Statistics Denmark. Indvandrere i Danmark 2012; Danmarks Statistik: Copenhagen, Denmark, 2012. 

22. Ankestyrelsen (The Council of Appeal on Health and Safety at Work). Unge Med Bosnisk 

Oprindelse Klarer Sig Godt i Danmark; Ankestyrelsen: Copenhagen, Denmark, 2015. 

23. World Bank. World Databank: World Development Indicators 2014. Available online: 

http://databank.worldbank.org/data//reports.aspx?source=2&country=BIH&series=&period 

(accessed on 6 August 2015). 

24. Retsinformation. The Repatriation Act, Law No. 1099. Available online: 

https://www.retsinformation.dk/forms/r0710.aspx?id=164351 (accessed on 8 October 2015). 

25. Personal communication with consultant at Danish Refugee Council, Copenhagen, 3 August 

2015.   

26. Malterud, K. Systematic text condensation: A strategy for qualitative analysis. Scand. J. Public 

Health 2012, 40, 795–805. 

27. American Anthropological Association. Principles of Professional Responsibility. 2012. Available 

online: http://ethics.aaanet.org/category/statement/ (accessed on 2 September 2015). 



Int. J. Environ. Res. Public Health 2015, 12 12661 
 

 

28. World Health Organization. Preamble to the Constitution of the World Health Organization as 

Adopted by the International Health Conference, New York, 19–22 June 1946; World Health 

Organization: New York, NY, USA, 1948. 

29. Nielsen, H.L. Det Sidste Hvilested. Om Tilhørsforhold Og Identitetsdannelse Blandt Muslimer i 

Danmark. Kulturstudier 2014, 1, 6–30. (in Danish) 

30. Gardner, K. Narrative, Age and Migration: Life History and the Life Course Amongst Bengali 

Elders in London, 1st ed.; Berg: Oxford, UK, 2002. 

31. Vullnetari, J.; King, R. “Does your granny eat grass?” on mass migration, care drain and the fate 

of older people in rural Albania. Glob. Netw. 2008, 8, 139–171. 

32. Izuhara, M.; Shibata, H. Breaking the generational contract? Japanese migration and old-age care 

in Britain. In The Transnational Family—New Europen Frontiers and Global Networks, 1st ed.; 

Bryceson, D., Vuorela, U., Eds.; Berg: Oxford, UK, 2002; pp. 155–172. 

33. Leeson, G. At Blive Ældre i et Andet Hjemland, 1st ed.; Senior Forlaget: Copenhagen, Denmark, 

1989. (in Danish) 

34. Correa-Velez, I.; Gifford, S.M.; Barnett, A.G. Longing to belong: Social inclusion and wellbeing 

among youth with refugee backgrounds in the first three years in Melbourne, Australia. Soc. Sci. 

Med. 2010, 71, 1399–1408. 

35. Baumeister, R.F.; Leary, M.R. The need to belong: desire for interpersonal attachments as a 

fundamental human motivation. Psychol. Bull. 1995, 117, 497–529. 

36. Kristiansen, M.; Kessing, L.L.; Norredam, M.; Krasnik, A. Migrants’ perceptions of aging in 

Denmark and attitudes towards remigration: Findings from a qualitative study. BMC Health Serv. 

Res. 2015, 15,1–12. 

37. Boccagni, P. Private, public or both? On the scope and impact of transnationalism in immigrants’ 

everyday lives. In Diaspora and Transnationalism, 1st ed.; Bauböck, R., Faist, T., Eds.; 

Amsterdam University Press: Amsterdam, The Netherlands, 2010; pp. 185–204. 

38. Huber, M.; Knottnerus, J.A.; Green, L.; van der Horst, H.; Jadad, A.R.; Kromhout, D.; Leonard, B.; 

Lorig, K.; Loureiro, M.I.; van der Meer, J.W.M.; Schnabel, P.; Smith, R.; van Weel, C.; Smid, H. 

How should we define health? BMJ 2011, 343, doi: 10.1136/bmj.d4163. 

39. The Lancet. What is health? The ability to adapt. Lancet 2009, 373, doi:10.1016/ 

S0140-6736(09)60456-6. 

40. Knodel, J. Cultural research in social gerontology. J. Cross. Cult. Gerontol. 1995, 10, 7–20. 

41. Wallin, A.M.; Ahlström, G. Cross-cultural interview studies using interpreters: Systematic 

literature review. J. Adv. Nurs. 2006, 55, 723–735.  

© 2015 by the authors; licensee MDPI, Basel, Switzerland. This article is an open access article 

distributed under the terms and conditions of the Creative Commons Attribution license 

(http://creativecommons.org/licenses/by/4.0/). 


