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Abstract: The link between post-migration stressors and mental ill health is well documented in
refugees resettled in high-income host countries, but the consequences of these stressors on refugees’
health-related quality of life (HRQoL) are less known. This study examined the association between
post-migration stressors and HRQoL among Syrian adult refugees resettled in Sweden using a
preference-based value set obtained from the general Swedish population. A total of 1215 Syrian
adults, ages 18–64 years, granted residency in Sweden, responded to a postal questionnaire in 2016
regarding various aspects of their resettlement. The European Quality of Life Five Dimensions Five
Level (EQ–5D–5L) questionnaire was used to assess HRQoL through an EQ–5D–5L index score (range;
0=dead to 1=full health). The index score was preference weighted using a Swedish population
value set. Predictors were four self-reported post-migration stressors related to daily living in
the host country: financial strain, social strain, competency strain and perceived discrimination
divided into low, medium and high levels of experienced stress. Multivariable linear regression
models were employed to assess the association between post-migration stressors and HRQoL
index score, adjusting for potentially traumatic events in the pre- and peri-migration phase as well
as sociodemographic confounders/covariates (sex, age, education, civil status, immigration year).
The Syrian refugees had a mean EQ–5D–5L index score of 0.863 (SD = 0.145). There was strong
evidence of a negative dose-response association in both unadjusted and adjusted models between
HRQoL and the post-migration stressors financial strain and social strain—i.e., there was a stepwise,
and statistically significant, decrease in HRQoL when going from low to medium to high strain.
Competency strain and discrimination were only associated with lower HRQoL when experienced at
high levels in fully adjusted models. High exposure to potentially traumatic experiences before or
during flight was also associated with lower HRQoL. Syrian refugees resettled in Sweden reported a
lower HRQoL than the general Swedish population and lower than age-matched Swedish adults.
The present study results point to the possible adverse effects of post-migration stressors on HRQoL.

Keywords: preference-based health-related quality of life; refugee; EQ–5D–5L; post-migration stressors

1. Introduction

The link between stressors pre-, peri- and post-migration and mental ill health in
refugees resettled in high-income host countries is well documented [1–4], and a growing
number of studies are exploring how these stressors are associated with the broader concept
of quality of life (QoL). A review of refugee populations in high-income countries concluded
that social networks and social integration was positively associated with QoL, whereas
mental ill health (e.g., depression or PTSD) was negatively associated with QoL [5]. When
comparing QoL in general and clinical populations of refugees in community settings, a

Int. J. Environ. Res. Public Health 2022, 19, 2509. https://doi.org/10.3390/ijerph19052509 https://www.mdpi.com/journal/ijerph

https://doi.org/10.3390/ijerph19052509
https://doi.org/10.3390/ijerph19052509
https://creativecommons.org/
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
https://www.mdpi.com/journal/ijerph
https://www.mdpi.com
https://orcid.org/0000-0001-6807-7694
https://orcid.org/0000-0002-0561-1893
https://doi.org/10.3390/ijerph19052509
https://www.mdpi.com/journal/ijerph
https://www.mdpi.com/article/10.3390/ijerph19052509?type=check_update&version=2


Int. J. Environ. Res. Public Health 2022, 19, 2509 2 of 14

recent review found that there was a wide heterogeneity in the scores, and domain-specific
patterns of QoL varied across the two groups [6]. Both reviews acknowledge the complexity
and diversity of the refugee experiences and the variety of elements that may affect QoL.

Indeed, QoL is a complex, multidimensional concept developed to encompass an
individual’s perception of one’s physical and psychological state, level of independence,
social relationships, personal beliefs and relationship to the environment [7,8]. Moreover,
health is a major component of QoL, yet the related term health-related quality of life
(HRQoL) has been inconsistently defined and operationalized in the scientific literature
of migrants [9]. For example, use of the term HRQoL when referring to a measure of
self-perceived health status, or when stating that research is focusing on HRQoL when the
instrument measures “overall” QoL [10]. The key to HRQoL research is an individual’s
evaluation of one’s health state, as compared to solely reporting on it [11,12]. The term
HRQoL should be utilized when either: (a) exploring how health affects QoL using separate
measures of each and statistically exploring how they relate to one another, or (b) examining
the utility associated with different health states using health status questionnaires with an
attached value set [13].

Preference-based HRQoL studies both assess and apply preference weights for dif-
ferent health states. This valuation is summarized as a health index score anchored on
a 0 (dead) to 1 (perfect health) scale [14]. Such measures have been increasingly used to
determine whether there has been a change in HRQoL in the population [15]. Examples of
such measures include the SF−6D [16] and the European Quality of Life Five Dimensions
known as the EQ–5D [17]. Few studies in the published literature to date have explored
HRQoL in refugee populations using such a preference-based approach. One study of 133
Syrian refugees in Germany found that the HRQoL of the refugees reported was lower
compared to a representative German population sample [18]. A prior publication by our
research group used the EQ–5D–5L index score to examine gender differences in HRQoL
in Syrian adult refugees resettled in Sweden but based on the United Kingdom population
data as no value set was available for the Swedish population at the time [19]. The study
found that male sex, younger age, living with a partner and social support were positively
associated with HRQoL [19].

Moreover, potential determinants of HRQoL in refugee populations might be related
to the level of trauma experienced before and during flight [20], including exposure to
torture [21]. Other determinants may involve stressors experienced in the resettlement
phase [22]. These post-migration stressors can be family-related (e.g., family separation,
conflicts with family), related to poor social integration and weak social networks (e.g., no
or low number of friends from within or outside one’s ethnic community, low participation
in activities), or related to financial or housing difficulties, poor host language proficiency
and/or unemployment [23]. All of these resettlement stressors have been shown to be asso-
ciated with higher levels of negative mental health outcomes, particularly post-traumatic
stress disorder, anxiety and depression [3,24]. HRQoL may also likely be linked to cultural
values in the perception of one’s own state of health [25].

In sum, there is a scarcity of studies that utilize the full potential of HRQoL measures
in refugee populations examining preference-based HRQoL and in relation to flight-related
trauma exposure and post-migration stressors. Host countries need to obtain an under-
standing of the HRQoL of its refugee population in order to allocate resources and monitor
the effectiveness of broad community interventions. With this knowledge, host countries
can more effectively identify and support positive resettlement interventions, services
and policies that mitigate unmet needs. Thus, the aim of the present study was to estab-
lish a benchmark reporting of HRQoL among a sample of Syrian adult refugees resettled
in Sweden using preference-weighted data, and to explore how post-migration factors
influence HRQoL.
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2. Materials and Methods
2.1. Study Population

Eligible participants for the study included all adult refugees from Syria who were
given permanent residency in Sweden and resettled in the country between 2011 and
2013. A random sample of 4000 refugees was drawn from a sampling frame of N = 9662
identified through the Swedish Population Registry. All sampled refugees were invited
to participate in a postal questionnaire survey in 2016 on self-reported health, pre- and
peri-migration experiences and various aspects of their resettlement, drawn up in Swedish
and back-translated into Arabic. Of the invited refugees, 1215 returned the questionnaire
(response rate = 30%). More detailed information on design, sampling and recruitment
strategies and potential study population bias has been previously published [26].

2.2. Measures
2.2.1. European Quality of Life Five Dimensions Five Level (EQ–5D–5L)

The EQ–5D–5L is a well-known indirect, generic measure of HRQoL consisting of five
domains: mobility, self-care, usual activities, pain/discomfort and anxiety/depression [27].
For each domain, participants endorse one of five levels of functioning ranging from no
problems (=1), slight problems (=2), moderate problems (=3), severe problems (=4) to unable
to/extreme problems (=5). A full, 5-digit scoring profile, or health state, is created by putting
each domain score after one another in the order outlined above (starting with mobility and
ending with anxiety/depression). For example, someone reporting ‘no problems’ on all five
domains has a profile of 11,111, whereas someone with ‘extreme problems’ in the domains
usual activities and anxiety/depression and ‘no problems’ in the other three domains has
a profile of 11515. In total, there are 3125 possible combinations of domains scores and
thus 3125 possible health states. In order to compare the perceived relative value or utility
of different states, preference data are obtained from people experiencing these states by
asking their willingness to trade time in their current state for time in ‘perfect health’ (time
trade-off method), and this preference is converted to a number between 0 and 1. People
who are perfectly happy with their health will not be willing to trade off any time and they
define the ‘perfect health’-end of the spectrum and are given an index score of 1 (10/10 = 1).
People who struggle with severe health issues may be willing to trade, say, 10 years in
their current health for 1 year in perfect health (hypothetically), and are given an index
score of 0.1 (1/10 = 0.1). The closer the index score is to 1, the better the associated health
and HRQoL. A value set for a population is a complete coding scheme where each of the
possible 3125 health states have an assigned index score based on preference data from
the population in question. Using the example above, the profile 11111 will have an index
score of 1.0 (perfect health), whereas the profile 11515 may have an index score of, say,
0.70 (this depends on how the people with this profile in the population responded to
the time trade-off question). The present study uses a value set from the Swedish general
population to estimate HRQoL index scores for respondents [28].

2.2.2. Post-Migration Factors

The Refugee Post-Migration Stress Scale was used to measure four domains of post-
migration strain related to resettlement in the host country: (1) financial strain; (2) social
strain; (3) competency strain; (4) perceived discrimination [29]. Financial strain relates
to material and economic hardship that could affect integrity, independence, dignity and
well-being (example: ‘Worry about unstable financial situation’). Social strain relates to
social hardship, e.g., feeling isolated or frustrated due to loss of status (example: ‘Feeling
excluded or isolated in the Swedish society’). Competency strain relates to feelings of
inadequacy of host-country specific skills needed to successfully navigate and function
in daily life (example: ‘Bothering difficulties communicating in Swedish’). Perceived
discrimination asks about experiences of unfair treatment in Sweden, either verbally or
nonverbally, on the basis of prejudice (example: ‘Feeling disrespected due to my national
background’). All domains are comprised of three items, except perceived discrimination
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that has four items. Respondents were asked to indicate how frequently they experience
each item on a scale ranging from 1 = never to 5 = very often. Please refer to Figure S1
for the distribution of responses on individual items. Respondents were categorized into
low, medium and high strain for each of the four domains. The low-strain group had a
maximum score of 2 = seldom for all items within a given domain. The high-strain group
answered 4 = often or 5 = very often on all items within a given domain, and the medium-
strain group consisted of the remaining. Cronbach’s alpha for the four domains ranged
between 0.80 and 0.84.

2.2.3. Sociodemographic and Pre-Migration Trauma Exposure

Potential confounders included were sociodemographic variables, e.g., sex, age, edu-
cation, civil status and year of immigration to Sweden. Potentially traumatic experiences
(PTEs) related to before (pre-flight) or during (peri-flight) migration were measured with
the Refugee Trauma History Checklist, tested and validated in a sample of Syrian asylum
seekers in Sweden [30]. The scale asks about eight PTEs prior to flight, and the same
eight during flight, for a total of 16 PTE items (e.g., ‘War at close quarter’ and ‘Forced
separation from family or close friends’). A PTE adversity ratio (PTE-AR) introduced by
Steel et al., was calculated as the number of endorsed PTEs divided by the total number of
PTEs inquired about and categorized into: <0.2; 0.2–0.29; 0.3–0.39; ≥0.4 [2].

2.3. Statistical Analyses

Data were inspected for errors, outliers and missing values. Frequency distributions,
simple summary statistics and cross tabulations were used to make the descriptive table.
Sociodemographic variables were modelled as in prior studies by our group to facilitate
comparison. Unadjusted and adjusted logistic regression were used to explore the as-
sociation between post-migration stressors and the five domains in the EQ5 scale. Each
domain was analyzed separately and answer choices were dichotomized with choice 1 (i.e.,
‘no problem’) as the reference category and choices 2–5 (i.e., ‘slight problems’ or higher)
defined as a case. In the adjusted analysis, missing was handled through listwise deletion
with the total number contributing data to full models indicated in the relevant table. Odds
ratios (ORs) with 95% confidence interval (95% CI) and associated p-values are presented.

Unadjusted and adjusted linear regression was used to investigate the association
between post-migration stressors and HRQoL, with results reported through unstandard-
ized regression coefficients with 95% CI and associated p-values. Standard regression
coefficients were also estimated to make it easier to compare regression coefficients for
different post-migration stressors. The standardized coefficients are only commented on
in the text in order not to clutter tables. Missing values were handled through listwise
deletion as in logistic regression (total number included in models is denoted in the table).
Linear regression was deemed appropriate even if the outcome was skewed due to the
large sample size (central limit theorem).

3. Results

Descriptive statistics of all respondents are shown in Table 1, as well as the proportion
of respondents reporting at least ‘slight’ problems within each of the five dimensions of the
EQ–5D–5L. Dimensions four (pain/discomfort) and five (anxiety/depression) were the two
dimensions with the highest number of respondents reporting problems (over half in each
dimension). Respondents with higher levels of post-migration stress reported problems in
each of the five dimensions more frequently and had lower index scores. This occurred for
all post-migration stressors. Furthermore, there was a clear dose-response pattern for each
stressor. The high stress group reported more problems and had a lower mean index score
than the medium stress group, which had more problems/a lower index score than the low
stress group.

Table 2 presents unadjusted and adjusted logistic models of each dimension of the
EQ–5D–5L regressed on post-migration stressors, controlling for pre- and peri-migration
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stress and sociodemographic variables. There was strong and consistent evidence in both
the unadjusted and partially adjusted models that all post-migration stressors were associ-
ated with increased odds of reporting problems in all five dimensions of the EQ–5D–5L,
with the exception of discrimination. In general, there were small to moderate attenu-
ations of the ORs after controlling for sociodemographic variables, indicating that the
confounding by these variables was not substantial. In the fully adjusted models with all
post-migration stressors included together with pre- and peri-migration stress, the evidence
for associations changed notably. Self-care (dimension 2) was no longer associated with
any of the post-migration stressors, and the associations between competency strain and
the EQ–5D–5L dimensions were markedly attenuated or no longer significant. A similar
attenuation pattern was seen for social strain, though the association between social strain
and dimension 4 (pain/discomfort) and 5 (anxiety/depression) remained highly significant.
The strongest evidence was found for financial strain, which was strongly associated with
all EQ–5D–5L dimensions except for self-care, with the odds of experiencing problems
three- to fourfold higher in the high financial strain group compared to the low strain group
(all p-values < 0.001).

In Table 3, unadjusted and adjusted linear regression models of the EQ–5D–5L index
score are presented. There was strong evidence in both unadjusted and partly adjusted
models that all four post-migration stressors were associated with a lower index score
and there were clear dose-response patterns. When comparing standardized regression
coefficients in partly adjusted models, financial strain and social strain were the two
stressors associated with the greatest change in the standardized index score. In the fully
adjusted model, there was very strong evidence that respondents reporting the highest
level of financial and social strain had lower index scores compared to the lowest strain
groups, with the standardized regression coefficient for financial strain much larger than
that for social strain (β = −0.296 vs. β = −0.166, respectively). There was also evidence that
respondents in the medium strain group for these two stressors had lower index scores
compared to the low strain group, though the evidence was weaker. Respondents reporting
high levels of competency strain and discrimination had lower index scores compared
to their respective reference categories, though the standardized regression coefficients
were notably smaller than for financial strain (β = competency strain = −0.108; β = discri-
mination = −0.094) and we found no evidence for an association for the medium strain
group. Lastly, high exposure to potentially traumatic experiences before or during flight
was associated with a lower HRQoL index score at the p < 0.01 level.
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Table 1. Descriptive characteristics of Syrian adult refugees resettled in Sweden.

Characteristic Level All Respondents EQ–5D–5L—Percentage with Problems ED5 Index Score

n % D1 D2 D3 D4 D5 Mean (SD)

1215 100.0 27.1 6.5 29.5 54.8 61.7 0.863 0.145
Gender Male 763 62.8 23.8 5.7 27.4 50.3 60.5 0.871 (0.139)

Female 452 37.2 32.4 7.9 32.8 62.2 63.8 0.851 (0.153)

Age 18–29 283 23.3 11.8 2.5 18.1 40.6 56.9 0.895 (0.119)
30–39 400 32.9 20.7 4.7 23.9 49.2 59.9 0.878 (0.136)
40–49 295 24.3 30.1 5.6 29.3 60.3 62.0 0.867 (0.138)
≥50 237 19.5 53.1 15.9 52.8 74.6 70.4 0.792 (0.173)

Education 0–9 yrs 453 38.4 33.5 8.0 32.1 52.5 56.8 0.850 (0.160)
10–12 yrs 255 21.6 23.5 5.7 27.8 52.4 62.6 0.872 (0.138)
13–14 yrs 234 19.9 26.2 7.1 27.6 55.8 65.0 0.866 (0.138)
≥15 yrs 237 20.1 20.3 5.1 27.8 61.6 67.4 0.872 (0.128)

Civil status Married 771 63.4 30.4 6.6 31.7 57.3 60.0 0.864 (0.141)
Unmarried 386 31.8 18.5 5.1 23.6 47.3 63.7 0.871 (0.147)
Div./wid. 58 4.8 40.0 17.0 39.3 69.6 72.7 0.799 (0.174)

Year immigration 2008–2011 76 6.3 28.8 4.2 34.7 57.5 55.4 0.860 (0.151)
2012 334 27.5 25.6 6.9 28.7 54.6 58.1 0.856 (0.158)
2013 802 66.2 27.4 6.6 29.1 54.5 63.9 0.867 (0.139)

PTE adversity ratio <0.20 279 24.4 17.3 5.1 21.9 45.3 49.6 0.899 (0.126)
0.20–0 29 128 11.2 26.8 4.0 25.0 55.2 56.3 0.887 (0.113)
0.30–0 39 250 21.9 26.1 6.6 30.9 54.4 61.6 0.865 (0.137)
≥0.40 486 42.5 32.5 8.0 34.9 60.2 69.3 0.833 (0.162)

Financial strain Low 284 23.8 10.4 1.4 10.4 30.1 34.8 0.937 (0.077)
Medium 692 58.1 28.0 6.7 30.3 57.5 65.9 0.868 (0.130)

High 216 18.1 45.0 11.8 50.7 77.0 83.5 0.759 (0.180)

Social strain Low 326 27.8 15.6 2.2 13.8 33.7 37.7 0.926 (0.088)
Medium 713 60.8 29.4 7.3 33.0 59.3 68.1 0.858 (0.140)

High 133 11.4 41.5 11.6 46.9 81.1 86.4 0.748 (0.190)
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Table 1. Cont.

Characteristic Level All Respondents EQ–5D–5L—Percentage with Problems ED5 Index Score

Competency strain Low 286 24.2 11.1 2.9 12.4 37.1 49.8 0.912 (0.104)
Medium 787 66.6 28.3 6.0 32.4 57.9 63.1 0.861 (0.142)

High 108 9.2 52.0 16.2 50.0 73.1 77.4 0.769 (0.186)

Discrimination Low 748 63.4 27.5 6.9 27.7 51.7 55.6 0.873 (0.142)
Medium 425 36.0 25.1 5.6 31.8 59.4 71.5 0.852 (0.142)

High 7 0.6 57.1 28.6 42.9 85.7 85.7 0.601 (0.204)
D1 = Mobility; D2 = Self-care; D3 = Usual activities; D4 = Pain/discomfort; D5 = Anxiety/depression; PTE-AR: potentially traumatic experiences adversity ratio.

Table 2. Unadjusted and adjusted logistic regression models of having problems in domain-specific EQ–5D–5L.

Regression Models Level
Mobility Self-Care Usual Activities Pain/Discomfort Anxiety/Depression

OR 95% CI OR 95% CI OR 95% CI OR 95% CI OR 95% CI

Model 1—unadjusted †

Financial strain Med 3.34 (2.19–5.08) 4.94 (1.76–13.9) 3.77 (2.48–5.72) 3.14 (2.33–4.22) 3.63 (2.71–4.87)
High 7.03 (4.39–11.3) 9.21 (3.15–26.8) 8.90 (5.57–14.2) 7.77 (5.16–11.7) 9.49 (6.12–14.7)

Social strain Med 2.26 (1.60–3.19) 3.48 (1.56–7.75) 3.07 (2.15–4.38) 2.87 (2.17–3.79) 3.54 (2.68–4.68)
High 3.86 (2.43–6.13) 5.77 (2.29–14.5) 5.53 (3.46–8.83) 8.44 (5.15–13.8) 10.5 (6.07–18.1)

Competency strain Med 3.18 (2.12–4.76) 2.18 (1.01–4.67) 3.39 (2.30–4.98) 2.33 (1.76–3.08) 1.72 (1.31–2.27)
High 8.69 (5.07–14.9) 6.57 (2.74–15.7) 7.06 (4.20–11.9) 4.59 (2.80–7.55) 3.44 (2.06–5.74)

Discrimination Med 0.88 (0.67–1.16) 0.80 (0.48–1.33) 1.22 (0.94–1.59) 1.37 (1.07–1.75) 2.00 (1.55–2.59)
High 3.52 (0.78–15.9) 5.42 (1.02–28.6) 1.96 (0.44–8.84) 5.61 (0.67–46.8) 4.79 (0.57–40.0)

Model 2—partly adjusted ‡

Financial strain Med 2.78 (1.79–4.32) 4.13 (1.45–11.8) 3.34 (2.16–5.16) 2.89 (2.10–3.96) 3.58 (2.64–4.86)
High 5.60 (3.40–9.24) 7.13 (2.39–21.2) 7.81 (4.77–12.8) 7.44 (4.81–11.5) 9.83 (6.21–15.6)

Social strain Med 2.10 (1.44–3.07) 2.98 (1.31–6.77) 2.77 (1.90–4.04) 2.64 (1.96–3.56) 3.45 (2.58–4.62)
High 3.54 (2.13–5.87) 5.05 (1.95–13.0) 5.13 (3.12–8.43) 8.73 (5.14–14.8) 10.9 (6.19–19.3)

Competency strain Med 2.21 (1.43–3.40) 1.49 (0.68–3.30) 2.62 (1.74–3.94) 1.95 (1.44–2.64) 1.70 (1.27–2.29)
High 5.10 (2.86–9.09) 3.78 (1.49–9.59) 5.04 (2.90–8.77) 3.79 (2.23–6.43) 3.65 (2.13–6.25)
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Table 2. Cont.

Regression Models Level
Mobility Self-Care Usual Activities Pain/Discomfort Anxiety/Depression

OR 95% CI OR 95% CI OR 95% CI OR 95% CI OR 95% CI

Discrimination Med 1.16 (0.85–1.57) 0.98 (0.58–1.66) 1.46 (1.10–1.94) 1.49 (1.15–1.94) 2.15 (1.64–2.81)
High 4.96 (0.81–30.3) 6.21 (1.05–36.9) 2.41 (0.46–12.6) * * * *

Model 3—fully adjusted §

Financial strain Med 2.04 (1.22–3.41) 3.40 (0.97–11.9) 2.09 (1.28–3.41) 2.03 (1.41–2.94) 2.41 (1.68–3.45)
High 3.14 (1.71–5.77) 5.24 (1.37–20.0) 3.97 (2.22–7.08) 3.43 (2.05–5.74) 4.53 (2.66–7.74)

Social strain Med 1.27 (0.80–2.02) 1.70 (0.65–4.43) 1.60 (1.02–2.49) 1.72 (1.20–2.45) 2.12 (1.49–3.01)
High 1.30 (0.68–2.49) 1.72 (0.51–5.74) 1.60 (0.86–2.98) 3.66 (1.96–6.83) 4.00 (2.07–7.71)

Competency strain Med 1.61 (0.99–2.62) 1.11 (0.45–2.70) 1.70 (1.08–2.68) 1.26 (0.89–1.79) 0.96 (0.67–1.37)
High 3.51 (1.81–6.80) 2.40 (0.82–7.02) 2.85 (1.51–5.39) 1.64 (0.87–3.07) 1.42 (0.74–2.73)

Discrimination Med 0.94 (0.67–1.33) 0.87 (0.47–1.61) 1.22 (0.88–1.69) 1.16 (0.86–1.57) 1.60 (1.18–2.18)
High 2.01 (0.31–12.9) 2.77 (0.38–20.1) 0.94 (0.16–5.54) * * * *

† Model 1 = univariate logistic regression (i.e., only one post-migratory stressor as independent variable in model); ‡ Model 2 = multivariate logistic regression, each post-migration
stressor adjusted for gender, age, education, civil status and immigration year, but not the other post-migration stressors; § Model 3 = multivariate logistic regression, all four
post-migration stressors and gender, age, education, civil status and immigration year in same model; * Too few participants in individual cells for parameter estimation; EQ–5D–5L
answer choices dichotomized so that levels 2–5 = ‘problem’ category (code = 1) vs. level 1 = ‘no problem’ (code = 0); OR = odds ratio. Reference category = low strain. PTE = potentially
traumatic experiences; bold indicates statistically significant association at the p < 0.05 level; Med = medium.
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Table 3. Unadjusted and adjusted linear regression models of EQ−5L−5D index score based on Swedish time trade-off value sets.

Variable Level
Model 1 (Unadjusted) † Model 2 (Partly Adjusted) ‡ Model 3 (Fully Adjusted) §

B 95% CI B 95% CI B 95% CI

Financial strain Medium −0.069 (−0.088–−0.051) −0.055 (−0.074–−0.035) −0.036 (−0.057–−0.016)
High −0.178 (−0.202–−0.155) −0.154 (−0.180–−0.129) −0.108 (−0.136–−0.081)

Social strain Medium −0.068 (−0.086–−0.050) −0.057 (−0.076–−0.038) −0.027 (−0.047–−0.006)
High −0.177 (−0.205–−0.149) −0.154 (−0.183–−0.125) −0.076 (−0.108–−0.044)

Competency strain Medium −0.051 (−0.070–−0.032) −0.033 (−0.053–−0.013) −0.008 (−0.028 − 0.012)
High −0.143 (−0.175–−0.112) −0.114 (−0.147–−0.082) −0.054 (−0.087–−0.021)

Discrimination Medium −0.021 (−0.039–−0.004) −0.025 (−0.043–−0.008) −0.007 (−0.023 − 0.010)
High −0.272 (−0.378–−0.166) −0.304 (−0.413–−0.195) −0.170 (−0.272–−0.068)

Gender Female −0.020 (−0.037–−0.002) −0.032 (−0.049–−0.016)

Age 30–39 −0.017 (−0.039 − 0.004) −0.020 (−0.043 − 0.003)
40–49 −0.029 (−0.052–−0.005) −0.030 (−0.057–−0.004)
≥50 −0.103 (−0.128–−0.078) −0.095 (−0.123–−0.067)

Education 10–12 yrs 0.022 (−0.001 − 0.045) 0.011 (−0.010 − 0.032)
13–14 yrs 0.016 (−0.008 − 0.039) 0.004 (−0.018 − 0.025)
≥15 yrs 0.022 (−0.002 − 0.045) 0.009 (−0.012 − 0.030)

Civil status Unmarried 0.007 (−0.011 − 0.025) −0.041 (−0.062–−0.020)
Divorced/widowed −0.065 (−0.106–−0.024) −0.041 (−0.079–−0.003)

Immigration year 2012 −0.004 (−0.042 − 0.034) 0.009 (−0.026 − 0.044)
2013 0.006 (−0.030 − 0.042) 0.026 (−0.007 − 0.059)

PTE adversity ratio 0.20–0 29 −0.012 (−0.043 − 0.019) 0.002 (−0.026 − 0.029)
0.30–0 39 −0.034 (−0.059–−0.009) −0.004 (−0.027 − 0.020)
≥0.40 −0.066 (−0.088–−0.045) −0.030 (−0.050–−0.009)
† Model 1 = univariate linear regression (i.e., models included only one predictor variable); ‡ Model 2 = multivariate linear regression, each post-migration stressor adjusted for gender,
age, education, civil status and immigration year, but not the other post-migration stressors; § Model 3 = multivariate linear regression, all four post-migration stressors and gender, age,
education, civil status and immigration year in same model; † R squared for the fully adjusted model = 0.28; PTE = potentially traumatic experiences. B = unstandardized regression
coefficient. Reference categories: low (post-migration stressors), male (gender), 18–29 (age), 0–9 years (education), married (civil status), 2008–2011 (immigration year), <0.20 (PTE
adversity ratio); bold indicates statistically significant association at the p < 0.05 level.
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4. Discussion

In the present study, refugees from Syria resettled in Sweden reported a lower HRQoL
than an age-matched Swedish reference population [31] and lower than the general Swedish
norm data from which the value set was derived [28]. A markedly higher proportion of
refugees reported problems in the Anxiety/depression domain (62% vs. 37% in the Swedish
norm data). In contrast, the proportion with reported problems in the domains Mobility,
Self-care and Usual activities were comparable in both groups, whereas a somewhat lower
proportion of refugees reported problems in the domain Pain/discomfort (55% vs. 68% in
the Swedish norm data). Mental health is therefore the likely driver of the lower HRQoL
reported by the refugee group. However, comparability of HRQoL index scores in the
current study with those of the representative Swedish population samples is limited due
to the younger age of the current sample. Approximately half of the refugees were under
40 years of age compared to 9% in the Swedish sample, and there exists a known and very
strong negative association between age and HRQoL. The estimated mean index score is
also somewhat higher than the 0.82 value found in a study of Syrian refugees resettled
in Germany [18]. Possible explanations for this difference include the use of value sets
obtained from different populations (Sweden versus Germany). Additionally, an inclusion
criterion in the German study was the presence of mild to moderate symptoms of post-
traumatic stress, whereas the present study used a general refugee population. Moreover,
the German sample had a notably higher proportion of singles/divorced and civil status
was strongly associated with HRQoL in our study.

To our knowledge, the present study is one of the first studies to estimate HRQoL using
preference-weighted data in a large sample of refugees while exploring the association
between HRQoL and post-migration stressors. Refugees who reported experiencing high
levels of post-migration stressors had the lowest HRQoL scores. The stressors driving this
association were firstly financial strain, followed by social strain.

The measure of financial strain used in the present study was related to material and
economic hardship threatening integrity, independence, dignity and well-being. Refugees
in Sweden receive financial assistance to cover basic needs for clothing and food, but the
findings from this study suggest that many refugees nonetheless experience financial strain
that may adversely and significantly impact HRQoL. This is supported by a study on Iraqi
asylum seekers in the Netherlands, which found that socioeconomic living conditions was
a more important predictor of reduced overall QoL than psychopathology [32]. While
relatively few studies have explored the association between financial strain and QoL in
refugee populations, there is solid evidence for the adverse association between financial
strain and mental distress (for an overview see [4,24]), including a recent, longitudinal
study from Australia providing consistent evidence across all time-points that economic
stressors were positively associated with mental illness [1]. Limited access to employment
and economic opportunities is key to explaining the economic hardship often faced by
refugees. Employment rates of refugees resettled in high-income countries are typically
under 20% in the first two years after arrival and then increase depending on the host
country. However, refugees have been shown to continue having lower employment
rates than other immigrants and natives, even ten years after migration [33]. Moreover,
adequacy of income and employment have been shown to be significant predictors of
general mental health for resettled refugees [34,35] and to moderate the adverse mental
health effects of pre- and peri-migratory stressors experienced by refugees [36]. Barriers
to employment identified by refugees include adverse effects of PTSD, problems with
professional recertification and economic barriers to pursuing education [37].

In the case of social strain related to feelings of isolation and loss of status in the
host country, a fair number of studies have found positive associations between social
integration/support and QoL both in selected [38,39] and more general refugee popula-
tions [40–42]. Studies have further shown that social connectedness and support are key
enablers for integration, health and well-being, with some evidence suggesting patterns
are gender specific [43,44]. A recent, large German survey of 4325 resettled refugees found
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that contact with members of the host society, better host country language skills and
being employed were related to reduced distress and higher levels of life satisfaction [45].
The negative relationship between social integration and mental distress has been docu-
mented in several studies [39,46,47], including in the abovementioned longitudinal study of
refugees resettled in Australia [1]. The study found that loneliness during resettlement was
positively associated with PTSD and severe mental illness over time, though the strength of
the association fluctuated across timepoints, suggesting time-varying effects. A challenge
when comparing findings from the present study to the existing literature is that the concept
of social strain is defined and measured in different ways across studies. Whereas many
studies focus primarily on loneliness and the lack of social networks, the present study
also includes status loss and frustration at not being able to use skills and competence.
In summary, the overall findings in the current study on financial and social strain are
consistent with much of the available evidence to date linking both stressors to lower levels
of positive mental health outcomes, such as QoL and well-being, and elevated levels of
mental distress.

Contrasting this overall picture is a recent systematic review by Hou and colleagues [48].
The review investigated both general distress and well-being/QoL in relation to post-
migration everyday life stressors stratified into subjective (perceived emotional distress
associated with different daily experiences), interpersonal (e.g., conflict, discrimination,
isolation, lack of emotional support) and material (e.g., housing/neighborhood contexts,
accommodation difficulties, employment-related issues, access to social or mental health
services). Results showed consistent positive associations of daily stressors with general
distress but, somewhat surprisingly, non-significant effect sizes between daily stressors and
general well-being/QoL across seven studies. The authors concluded that more research
focusing on domain-specific QoL in relation to stressors is needed. By using a single index
value as the outcome measure for HRQoL, the present study took a somewhat opposite
approach. The strong associations found between both financial and social strain and the
single index HRQoL score suggest this approach may be reasonable. A large sample size
increasing power may partly explain why significant associations were found in the present
study and not in the studies included in the review by Hou [48]. Another possible explana-
tion is that the present study used a preference-based approach to HRQoL. Our findings
demonstrate that worse HRQoL among Syrian adult refugees living in Sweden may not be
limited to mental health problems, but also extend to other dimensions of general health
that in turn influence quality of life. This is important from a health determinants viewpoint
as interventions to address this are limited by the complexity of resettlement hardships
faced by this group as they attempt to acculturate into the host society. Future studies are
needed to analyze the HRQoL of refugees in Sweden longitudinally, as compared to the
general Swedish population and in refugees of different countries of origin. More research
is also required to identify mechanisms that strengthen HRQoL, such as support networks,
employment and education opportunities.

Strengths and Limitations

Strengths of the study include random sampling from population-based registries,
a large sample size and the use of well-established measures of key variables. A particu-
lar strength is that HRQoL was estimated by combining refugees’ HRQoL self-reported
data with an experienced, preference-based value set obtained from the general Swedish
population. The study thus follows expert advice that studies on HRQoL should move
beyond looking solely at self-perceived health and/or general QoL, and instead focus on
the utility associated with health, accomplished by using health status data in combination
with an attached value set [13]. Our results represent a benchmark that can be used to
evaluate changes in HRQoL in this sample over time or after participation in specific
interventions or policies. Furthermore, information about the sociodemographic variables,
except civil status, was retrieved from national, high-quality registers, reducing the risk of
information bias.
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A limitation is that self-reported health is likely linked to cultural values [25], thus,
applying preference data from one culture to another, in this case adults in Sweden to
adults with a refugee background from Syria living in Sweden, could lead to an index score
with low validity. However, in the absence of available preference data from any refugee
population, this may still be the best alternative. Another limitation is that the data were
self-reported through a postal survey. Refugees with low HRQoL may have not been able
to participate in the survey (non-responders), resulting in potential selection bias and a
sample that is healthier than the target population.

5. Conclusions

Syrian refugees resettled in Sweden report a lower HRQoL than the general Swedish
population and lower than age-matched Swedish adults. Findings of the present study also
point to the adverse effects of post-migration stressors on HRQoL. Effective, community-
based interventions are needed to reduce the financial and social strain experienced by
this population. Moreover, multidimensional interventions are recommended to improve
HRQoL in combination with advocacy and support to improve financial status and social
competency skills.
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10.3390/ijerph19052509/s1, Figure S1: Distribution individual items post-migration stressors.

Author Contributions: Conceptualization, Ø.S. and M.S.; methodology and formal analysis, A.N.;
writing—original draft preparation, M.S.; writing—review and editing, all authors.; visualization,
A.N. All authors have read and agreed to the published version of the manuscript.

Funding: This research was funded by the Swedish Research Council for Health, Working Life and
Welfare Grant 2016–07194.

Institutional Review Board Statement: The study was conducted in accordance with the Declaration
of Helsinki and approved by the Stockholm Regional Ethical Review Board (number: 2015/1463–1431
and 2016/549–32).

Informed Consent Statement: Informed consent was obtained from all subjects involved in the study.

Data Availability Statement: The statistical code is available from the corresponding author. Under
Swedish law and ethical approval, individual level data of this kind cannot be made publicly available.

Acknowledgments: We would like to thank the resettled refugees from Syria who participated in
the study.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Wu, S.; Renzaho, A.M.N.; Hall, B.J.; Shi, L.; Ling, L.; Chen, W. Time-varying associations of pre-migration and post-migration

stressors in refugees’ mental health during resettlement: A longitudinal study in Australia. Lancet Psychiatry 2021, 8, 36–47.
[CrossRef]

2. Steel, Z.; Chey, T.; Silove, D.; Marnane, C.; Bryant, R.A.; van Ommeren, M. Association of torture and other potentially traumatic
events with mental health outcomes among populations exposed to mass conflict and displacement: A systematic review and
meta-analysis. J. Am. Med. Assoc. 2009, 302, 537–549. [CrossRef] [PubMed]

3. Gleeson, C.; Frost, R.; Sherwood, L.; Shevlin, M.; Hyland, P.; Halpin, R.; Murphy, J.; Silove, D. Post-migration factors and mental
health outcomes in asylum-seeking and refugee populations: A systematic review. Eur. J. Psychotraumatol. 2020, 11, 1793567.
[CrossRef] [PubMed]

4. Bogic, M.; Njoku, A.; Priebe, S. Long-term mental health of war-refugees: A systematic literature review. BMC Int. Health Hum.
Rights 2015, 15, 29. [CrossRef] [PubMed]

5. Van der Boor, C.F.; Amos, R.; Nevitt, S.; Dowrick, C.; White, R.G. Systematic review of factors associated with quality of life of
asylum seekers and refugees in high-income countries. Confl. Health 2020, 14, 48. [CrossRef]

6. Gagliardi, J.; Brettschneider, C.; König, H.H. Health-related quality of life of refugees: A systematic review of studies using
the WHOQOL-Bref instrument in general and clinical refugee populations in the community setting. Confl. Health 2021, 15, 44.
[CrossRef]

https://www.mdpi.com/article/10.3390/ijerph19052509/s1
https://www.mdpi.com/article/10.3390/ijerph19052509/s1
http://doi.org/10.1016/S2215-0366(20)30422-3
http://doi.org/10.1001/jama.2009.1132
http://www.ncbi.nlm.nih.gov/pubmed/19654388
http://doi.org/10.1080/20008198.2020.1793567
http://www.ncbi.nlm.nih.gov/pubmed/33312450
http://doi.org/10.1186/s12914-015-0064-9
http://www.ncbi.nlm.nih.gov/pubmed/26510473
http://doi.org/10.1186/s13031-020-00292-y
http://doi.org/10.1186/s13031-021-00378-1


Int. J. Environ. Res. Public Health 2022, 19, 2509 13 of 14

7. World Health Organization. The World Health Organization quality of life assessment (WHOQOL): Position paper from the
World Health Organization. Soc. Sci. Med. 1995, 41, 1403–1409. [CrossRef]

8. Salvador-Carulla, L.; Lucas-Carrasco, R.; Ayuso-Mateos, J.; Miret, M. Use of the terms “Wellbeing” and “Quality of Life” in health
sciences: A conceptual framework. Eur. J. Psychiatry 2014, 28, 50–65. [CrossRef]

9. Buchcik, J.; Westenhoefer, J.; Martin, C.R. Assessment measures of Health-Related Quality of Life (HRQoL) of migrants: A
systematic review. Int. J. Migr. Health Soc. Care 2013, 9, 170–188. [CrossRef]

10. Moons, P. Why call it health-related quality of life when you mean perceived health status? Eur. J. Cardiovasc. Nurs. 2004, 3,
275–277. [CrossRef]

11. Moons, P.; Jaarsma, T.; Norekvål, T.M. Requirements for Quality-Of-Life Reports. Eur. J. Cardiovasc. Nurs. 2010, 9, 141–143.
[CrossRef] [PubMed]

12. Gill, T. A critical appraisal of the quality of quality-of-life measurements. J. Am. Med. Assoc. 1994, 272, 619. [CrossRef]
13. Karimi, M.; Brazier, J. Health, health-related quality of life, and quality of life: What is the difference? PharmacoEconomics 2016, 34,

645–649. [CrossRef] [PubMed]
14. Brazier, J.; Ratcliffe, J.; Saloman, J.; Tsuchiya, A. Measuring and Valuing Health Benefits for Economic Evaluation, 2nd ed.; Oxford

University Press: Oxford, UK, 2016. [CrossRef]
15. Leidl, R. Preferences, quality of life and public health. Eur. J. Public Health 2009, 19, 228–229. [CrossRef] [PubMed]
16. Brazier, J.; Roberts, J.; Deverill, M. The estimation of a preference-based measure of health from the SF−36. J. Health Econ. 2002,

21, 271–292. [CrossRef]
17. Rabin, R.; de Charro, F. EQ−5D: A measure of health status from the EuroQol Group. Ann. Med. 2001, 33, 337–343. [CrossRef]
18. Grochtdreis, T.; Röhr, S.; Jung, F.U.; Nagl, M.; Renner, A.; Kersting, A.; Riedel-Heller, S.G.; König, H.H.; Dams, J. Health care

services utilization and health-related quality of life of Syrian refugees with post-traumatic stress symptoms in Germany (the
Sanadak Trial). Int. J. Environ. Res. Public Health 2021, 18, 3408. [CrossRef]

19. Gottvall, M.; Sjölund, S.; Arwidson, C.; Saboonchi, F. Health-related quality of life among Syrian refugees resettled in Sweden.
Qual. Life Res. 2020, 29, 505–514. [CrossRef]

20. Sengoelge, M.; Johnson-Singh, C.M.; Mittendorfer-Rutz, E.; Vaez, M.; Saboonchi, F. Identifying subgroups of refugees from Syria
resettled in Sweden based on multiple trauma exposures: A latent class analysis of trauma history and mental health outcomes. J.
Psychosom. Res. 2019, 125, 109814. [CrossRef]

21. Gottvall, M.; Vaez, M.; Saboonchi, F. Social support attenuates the link between torture exposure and post-traumatic stress
disorder among male and female Syrian refugees in Sweden. BMC Int. Health Hum. Rights 2019, 19, 28. [CrossRef]

22. Hynie, M. The social determinants of refugee mental health in the post-migration context: A critical review. Can. J. Psychiatry
2017, 63, 297–303. [CrossRef] [PubMed]

23. Hynie, M. Refugee integration: Research and policy. Peace Confl. J. Peace Psychol. 2018, 24, 265–276. [CrossRef]
24. Li, S.S.; Liddell, B.J.; Nickerson, A. The relationship between post-migration stress and psychological disorders in refugees and

asylum seekers. Curr. Psychiatry Rep. 2016, 18, 82. [CrossRef] [PubMed]
25. Roudijk, B.; Donders, R.; Stalmeier, P. Cultural values: Can they explain self-reported health? Qual. Life Res. 2017, 26, 1531–1539.

[CrossRef]
26. Tinghög, P.; Malm, A.; Arwidson, C.; Sigvardsdotter, E.; Lundin, A.; Saboonchi, F. Prevalence of mental ill health, traumas and

postmigration stress among refugees from Syria resettled in Sweden after 2011: A population-based survey. BMJ Open 2017,
7, e018899. [CrossRef]

27. Herdman, M.; Gudex, C.; Lloyd, A.; Janssen, M.; Kind, P.; Parkin, D.; Bonsel, G.; Badia, X. Development and preliminary testing
of the new five-level version of EQ−5D (EQ–5D–5L). Qual. Life Res. 2011, 20, 1727–1736. [CrossRef] [PubMed]

28. Burström, K.; Teni, F.S.; Gerdtham, U.G.; Leidl, R.; Helgesson, G.; Rolfson, O.; Henriksson, M. Experience-based Swedish TTO
and VAS value sets for EQ–5D–5L health states. PharmacoEconomics 2020, 38, 839–856. [CrossRef]

29. Malm, A.; Tinghög, P.; Narusyte, J.; Saboonchi, F. The refugee post-migration stress scale (RPMS)—Development and validation
among refugees from Syria recently resettled in Sweden. Confl. Health 2020, 14, 2. [CrossRef]

30. Sigvardsdotter, E.; Nilsson, H.; Malm, A.; Tinghög, P.; Gottvall, M.; Vaez, M.; Saboonchi, F. Development and preliminary
validation of refugee trauma history checklist (RTHC)—A brief checklist for survey studies. Int. J. Environ. Res. Public Health 2017,
14, 1175. [CrossRef]

31. Teni, F.S.; Gerdtham, U.-G.; Leidl, R.; Henriksson, M.; Åström, M.; Sun, S.; Burström, K. Inequality and heterogeneity in health-
related quality of life: Findings based on a large sample of cross-sectional EQ–5D–5L data from the Swedish general population.
Qual. Life Res. 2021. [CrossRef]

32. Laban, C.J.; Komproe, I.H.; Gernaat, H.B.P.E.; de Jong, J.T.V.M. The impact of a long asylum procedure on quality of life, disability
and physical health in Iraqi asylum seekers in the Netherlands. Soc. Psychiatry Psychiatr. Epidemiol. 2008, 43, 507. [CrossRef]
[PubMed]

33. Brell, C.; Dustmann, C.; Preston, I. The labor market integration of refugee migrants in high-income countries. J. Econ. Perspect.
2020, 34, 94–121. [CrossRef]

34. Dang, H.-A.H.; Trinh, T.-A.; Verme, P. Do Refugees with Better Mental Health Better Integrate? Evidence from the Building a New Life in
Australia Longitudinal Survey; IZA Institute of Labor Economics: Bonn, Germany, 2021; p. 58.

http://doi.org/10.1016/0277-9536(95)00112-K
http://doi.org/10.4321/S0213-61632014000100005
http://doi.org/10.1108/IJMHSC-09-2013-0033
http://doi.org/10.1016/j.ejcnurse.2004.09.004
http://doi.org/10.1016/j.ejcnurse.2010.05.008
http://www.ncbi.nlm.nih.gov/pubmed/20598945
http://doi.org/10.1001/jama.1994.03520080061045
http://doi.org/10.1007/s40273-016-0389-9
http://www.ncbi.nlm.nih.gov/pubmed/26892973
http://doi.org/10.1093/med/9780198725923.001.0001
http://doi.org/10.1093/eurpub/ckp016
http://www.ncbi.nlm.nih.gov/pubmed/19224935
http://doi.org/10.1016/S0167-6296(01)00130-8
http://doi.org/10.3109/07853890109002087
http://doi.org/10.3390/ijerph18073408
http://doi.org/10.1007/s11136-019-02323-5
http://doi.org/10.1016/j.jpsychores.2019.109814
http://doi.org/10.1186/s12914-019-0214-6
http://doi.org/10.1177/0706743717746666
http://www.ncbi.nlm.nih.gov/pubmed/29202665
http://doi.org/10.1037/pac0000326
http://doi.org/10.1007/s11920-016-0723-0
http://www.ncbi.nlm.nih.gov/pubmed/27436307
http://doi.org/10.1007/s11136-017-1512-x
http://doi.org/10.1136/bmjopen-2017-018899
http://doi.org/10.1007/s11136-011-9903-x
http://www.ncbi.nlm.nih.gov/pubmed/21479777
http://doi.org/10.1007/s40273-020-00905-7
http://doi.org/10.1186/s13031-019-0246-5
http://doi.org/10.3390/ijerph14101175
http://doi.org/10.1007/s11136-021-02982-3
http://doi.org/10.1007/s00127-008-0333-1
http://www.ncbi.nlm.nih.gov/pubmed/18560785
http://doi.org/10.1257/jep.34.1.94


Int. J. Environ. Res. Public Health 2022, 19, 2509 14 of 14

35. Hajak, V.L.; Sardana, S.; Verdeli, H.; Grimm, S. A systematic review of factors affecting mental health and well-being of asylum
seekers and refugees in Germany. Front. Psychiatry 2021, 12, 315. [CrossRef] [PubMed]

36. Porter, M.; Haslam, N. Predisplacement and postdisplacement factors associated with mental health of refugees and internally
displaced persons: A meta-analysis. J. Am. Med. Assoc. 2005, 294, 602–612. [CrossRef]

37. Hess, J.M.; Isakson, B.L.; Amer, S.; Ndaheba, E.; Baca, B.; Goodkind, J.R. Refugee mental health and healing: Understanding the
impact of policies of rapid economic self-sufficiency and the importance of meaningful work. J. Int. Migr. Integr. 2019, 20, 769–786.
[CrossRef]

38. Carlsson, J.M.; Mortensen, E.L.; Kastrup, M. Predictors of mental health and quality of life in male tortured refugees. Nord. J.
Psychiatry 2006, 60, 51–57. [CrossRef]

39. Teodorescu, D.S.; Siqveland, J.; Heir, T.; Hauff, E.; Wentzel-Larsen, T.; Lien, L. Posttraumatic growth, depressive symptoms,
posttraumatic stress symptoms, post-migration stressors and quality of life in multi-traumatized psychiatric outpatients with a
refugee background in Norway. Health Qual. Life Outcomes 2012, 10, 84. [CrossRef]

40. Ghazinour, M.; Richter, J.; Eisemann, M. Quality of life among Iranian refugees resettled in Sweden. J. Immigr. Health 2004, 6,
71–81. [CrossRef]

41. Georgiadou, E.; Schmitt, G.M.; Erim, Y. Does the separation from marital partners of Syrian refugees with a residence permit in
Germany have an impact on their quality of life? J. Psychosom. Res. 2020, 130, 109936. [CrossRef]

42. Regev, S.; Slonim-Nevo, V. Sorrow shared is halved? War trauma experienced by others and mental health among Darfuri asylum
seekers. Psychiatry Res. 2019, 273, 475–480. [CrossRef]

43. Nissen, A.; Sengoelge, M.; Solberg, Ø. Post-migration stressors and subjective well-being in adult Syrian refugees resettled in
Sweden: A gender perspective. Front. Public Health 2021, 9, 717353. [CrossRef]

44. Nickerson, A.; Liddell, B.J.; Keegan, D.; Edwards, B.; Felmingham, K.L.; Forbes, D.; Hadzi-Pavlovic, D.; McFarlane, A.C.;
O’Donnell, M.; Silove, D.; et al. Longitudinal association between trust, psychological symptoms and community engagement in
resettled refugees. Psychol. Med. 2019, 49, 1661–1669. [CrossRef] [PubMed]

45. Walther, L.; Fuchs, L.M.; Schupp, J.; von Scheve, C. Living conditions and the mental health and well-being of refugees: Evidence
from a large-Scale German survey. J. Immigr. Minor. Health 2020, 22, 903–913. [CrossRef] [PubMed]

46. Teodorescu, D.S.; Heir, T.; Hauff, E.; Wentzel-Larsen, T.; Lien, L. Mental health problems and post-migration stress among
multi-traumatized refugees attending outpatient clinics upon resettlement to Norway. Scand. J. Psychol. 2012, 53, 316–332.
[CrossRef] [PubMed]

47. Schick, M.; Zumwald, A.; Knöpfli, B.; Nickerson, A.; Bryant, R.A.; Schnyder, U.; Müller, J.; Morina, N. Challenging future, chal-
lenging past: The relationship of social integration and psychological impairment in traumatized refugees. Eur. J. Psychotraumatol.
2016, 7, 28057. [CrossRef]

48. Hou, W.K.; Liu, H.; Liang, L.; Ho, J.; Kim, H.; Seong, E.; Bonanno, G.A.; Hobfoll, S.E.; Hall, B.J. Everyday life experiences and
mental health among conflict-affected forced migrants: A meta-analysis. J. Affect. Disord. 2020, 264, 50–68. [CrossRef]

http://doi.org/10.3389/fpsyt.2021.643704
http://www.ncbi.nlm.nih.gov/pubmed/33815176
http://doi.org/10.1001/jama.294.5.602
http://doi.org/10.1007/s12134-018-0628-3
http://doi.org/10.1080/08039480500504982
http://doi.org/10.1186/1477-7525-10-84
http://doi.org/10.1023/B:JOIH.0000019167.04252.58
http://doi.org/10.1016/j.jpsychores.2020.109936
http://doi.org/10.1016/j.psychres.2019.01.049
http://doi.org/10.3389/fpubh.2021.717353
http://doi.org/10.1017/S0033291718002246
http://www.ncbi.nlm.nih.gov/pubmed/30160232
http://doi.org/10.1007/s10903-019-00968-5
http://www.ncbi.nlm.nih.gov/pubmed/31974927
http://doi.org/10.1111/j.1467-9450.2012.00954.x
http://www.ncbi.nlm.nih.gov/pubmed/22612589
http://doi.org/10.3402/ejpt.v7.28057
http://doi.org/10.1016/j.jad.2019.11.165

	Introduction 
	Materials and Methods 
	Study Population 
	Measures 
	European Quality of Life Five Dimensions Five Level (EQ–5D–5L) 
	Post-Migration Factors 
	Sociodemographic and Pre-Migration Trauma Exposure 

	Statistical Analyses 

	Results 
	Discussion 
	Conclusions 
	References

