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Abstract
Background: There are about 80 million forcibly displaced people globally. Migrants are at heightened risk for mental illness compared
to host country populations. While previous research highlights the need to adequately assess mental illness, few have taken the
diversity among newly arrived migrants into account. This study aims to estimate the prevalence and associated risk factors of
mental illness among asylum seekers, quota and other refugees in Stockholm, Sweden.

Methods: Using a cross-sectional design, data was collected as part of a mental health screening initiative integrated into routine
health examinations in two health care clinics in Stockholm. Screening was done with the Refugee Health Screener, RHS-13, a
validated instrument for assessing mental health in refugee populations.

Results: A total of 1163 individuals were eligible for screening, of whom 566 participated (response rate 48.6 %). Among the
participants 47.9% indicated symptoms of mental illness. Compared with asylum seekers, the risk of mental illness was lower among
quota and other refugees (adjusted odds ratio 0.60, 95% con�dence interval 0.37-1.00). Female gender, higher age, coming from a
middle-income country and low probability of being granted asylum were signi�cant predictors of mental illness.

Conclusion: Refugee legal status is associated with mental illness. Asylum seekers are at greater risk of mental illness compared to
quota and other refugees. Our �ndings call for screening for mental illness among newly arrived migrants, especially among those
with pending residence permits.

Background
In recent years, wars, con�icts and violation of human rights have led to forced displacements, with millions of people seeking
protection outside of their home countries [1]. The global population of forcibly displaced people grew substantially from 43.3 million
in 2009 to 70.8 million in 2018 [1]. In 2017–2018 Sweden hosted the largest number of refugees in the European Union (EU) per capita
[2–4] and today, in 2022, there are millions of Ukrainian people �eeing their homes seeking safety, protection and assistance.

Migrants are a heterogenous population in their needs and rights, including differences in reasons for migrating [2, 5, 6]. According to
the United Nations (UN) de�nition, migrants are adults who were born in one country and have moved to and settled in another.
Refugees are a subgroup of migrants. From a legal perspective, an asylum seeker is a person who seeks sanctuary and �les for
refugee status in a country other than their own and awaits a decision while a refugee is someone who has been recognized under the
1951 Convention relating to the status of refugees to be a refugee [7]. In the later de�nition, quota refugees are included as those who
have been selected by the UN´s refugee agency, United Nations High Commissioner for Refugees (UNHCR), to be resettled to a third
country that offers them protection. Resettling in a third country is a solution for people who can neither remain in their �rst country of
asylum nor return home. Unlike asylum seekers, quota refugees have a residence permit upon arrival. The same applies for other non-
refugee migrants, such as those coming for family reuni�cation [3, 7].

Migration itself is not a risk factor for poor health as migrants are often comparatively healthy. However, vulnerability to mental,
physical and social problems may result from the process and speci�c circumstances of migrating [8, 9]. Studies have shown
migrants at heightened risk for certain mental health conditions such as post-traumatic stress disorder (PTSD), anxiety and
schizophrenia compared to host country population [5, 6, 10–13].

The social determinants of mental health are relevant for asylum seekers and refugees. If they are unevenly distributed, this may
create social inequalities in mental health across migrant groups. A person’s move from one country or context to another means
additional strain. However, migrant-speci�c social determinants of health are often separated into pre-, peri- and post-migration factors
[14, 15]. Pre-migration factors refer to factors before migration such as social disadvantage in the country of origin or con�ict-related
traumatic experiences. Post-migration factors include a poor social network in host country, acculturation and adaptation barriers, and
overlap with general social determinants of health [14, 15].

Estimates of the prevalence of mental illness in refugees varies. A recent review on refugee mental health found prevalence rates of
43% for PTSD, 40% for depression, and 26% for anxiety among 8.176 Syrian refuges resettled in 10 countries [2, 16]. Furthermore, a
review undertaken across 15 countries, found similar rates for PTSD (31.46%), depression (31.5%) and anxiety disorders (11%) [13]. In
Germany, one of the countries hosting the largest number of refugees in Europe, a meta-analysis found differences depending on type
of screening method, with signi�cantly higher prevalence estimates for depressive symptoms reported using screening tools (39.8%)
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in comparison with diagnostic instruments (28.4%), whereas survey methods provided comparable prevalence estimates for
symptoms of PTSD (28.1% v. 29.9%) [9].

The variation in presence of mental illness among refugees could be explained by differences in methods applied but also differences
in the characteristics of the populations (e.g., country/area of origin, experiences before, during and after migration, years in the new
country). Additional reasons for wide variability could be the lack of differentiation between different groups of newly arrived people
such as asylum seekers and refugees, including both quota and another refugees. Another reason is that some of these studies
include migrants from one country only. Additionally, groups such as asylum seekers and quota refugees are especially understudied.
Therefore, the aim of this study is to estimate the differences in prevalence of mental illness between asylum seekers and refugees,
including both quota and other refugees at a free-of-charge health examination in a primary health setting and to determine if gender,
age, gross national income per capita in the country of origin, or country of origin could explain these differences. We hypothesize that
the risk for mental illness could differ between groups, and that all the above-mentioned factors would impact the likelihood of mental
illness.

Method

Setting
The study was conducted in two primary health care clinics in Stockholm Region, Sweden. All asylum seekers and refugees are
offered a free-of-charge health examination (HE) in primary health care clinics. The HE aims to identify health care needs, including
mental and physical health problem that require immediate attention and to detect infectious diseases that require special control
measures [17, 18]. The HE is voluntary and in terms of content, the patient chooses what health related information he or she wants to
share during the HE.

Design and population
Healthcare professionals use unstandardized methods to address mental health during the HE [17]. A �rst step towards overcoming
the issue with unstandardized methods was to introduce a validated screening instrument, the Refugee Health Screener (RHS-13),
discussed further under the sub-section “Outcome” [19].

The RHS-13 screening instrument was implemented and integrated within the HE. Screening was performed by the healthcare
professional conducting the HE during a period of 6 months and registered in the electronic medical record system (October 2018-
March 2019). Using a cross sectional design, data for this period was extracted during September 2019. The two clinics accounted
together for more than half of all HE conducted in the region during this period. All migrants, age 14 or older were eligible for the
screening. Not all completed screening with the RHS-13. Out of all individuals who came for a HE during the study period, 597 (51,4%)
were not screened. Reasons for no screening were not recorded.

Six individuals were excluded from the analysis due to not meeting the inclusion criteria of being 14 years of age or older and 9 were
excluded due to missing data on RHS-13.

Ethical issues
Ethical clearance was obtained from the Swedish Ethical Review Authority (Dnr: 2019–01408) to retrieve HE data from medical
records (MR). All data was recoded and pseudonymized, meaning data items were recorded to an arti�cial identi�er (a pseudonym).
This step was done on site at the health care clinic to ensure privacy. Data were coded into excel �les.

Outcome
The outcome was prevalence of mental health illnesses which was measured with RHS-13. RHS-13 is a screening tool to identify
individuals with symptoms of mental illness (i.e., not a diagnostic tool) [19–21]. RHS-13 consists of 13 questions and assesses
symptoms of the most common mental health problems in refugees: PTSD, depression, and anxiety. The original version, consisting
of 15 items, shows excellent internal consistency (Cronbach´s a = 0.91) (PTSD: sensitivity 0.81/speci�city 0.87, anxiety 0.94/0.86, and
depression 0.95/0.89 [19]. A 13-item version of the RHS-15 has been tested, which showed strengthened psychometric properties
(Cronbach´s a = 0.96) without comprising the validity of the instrument [20, 21]. RHS-13 has been validated and is available in 18
languages including Swedish [21].
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The RHS-13 scale is answered with a �ve-point Likert scale, with scores from 0 to 4, corresponding to “Not at all” to “Extremely”. The
total range of scores is thus 0–52 [19, 20]. A cut-off of ≥ 11 has been suggested to identify positive screening for mental illness. The
instrument has also been tested in Sweden for severity levels of symptoms of psychological distress where a score of 11–17 is
interpreted as mild symptoms, 18–24 clinically signi�cant problems (moderate), and 25 or above as acute and severe problems [19,
21]. We present prevalence of mental illness based both on dichotomized scores (positive 11–52 vs. negative 0–10), as well as based
on cut-offs for mild (11–17), moderate (18–24) and severe (25–52) problems.

Exposure
Our primary exposure was legal status, categorized as “Asylum seekers” or “Quota and Other refugees”.

The group called “Others” accounts for individuals who have entered Sweden for family reuni�cation knowing that they would qualify
for a residence permit as they have one or more family members who have been granted permit as a refugee or a person in need of
subsidiary protection (i.e., someone who do not qualify as refugee but would face a real risk of suffering serious harm in his or her
home country). Individuals with family reuni�cation were merged into the group “Quota and Others” as we expected them to share
similar characteristics and legal bene�ts as quota refugees.

Co-variates

Sociodemographic Measures
Gender was categorized into men and women.

Age was categorized into the following groups 14–25 years, 26–35 years and 36 and older.

Gross national income per capita (GNI) is the dollar value of a country’s income in a year, divided by its population. GNI presents a
country’s economic strengths and is closely linked to indicators on individual level such as social, economic and environmental well-
being. Countries with higher GNI, tends to have higher literacy rates and longer life expectancies. Country of origin by World Bank GNI
Classi�cation was de�ned as:

low-income country ($ 1.025 or less)

lower-middle income country ($ 1,026-$3.995)

upper-middle and high ($ 3.995 or more) income country

Data on GNI classi�cation was retrieved from the World Bank and re�ects classi�cations made 2020 [22].

Country of origin by Probability rate of �rst-time recognition re�ects the recognition rate, the share of positive decisions among the
total number of decisions by citizenships of asylum applicant in the EU. Rates account for positive decisions from the 4th quartile
2017 to the 4th quartile 2018 for refugee status, subsidiary protection and humanitarian reasons in the EU [23].

Low probability rate was de�ned as 0–39%

Middle 40–79%

High 80–100%

Statistical analyses
Sociodemographic variables were described by absolute and relative frequencies. Chi2-test were used for associations between
categorical independent variables, as well as to compare between subjects who participated in screening and those who did not.
Prevalence (%) of positive screenings for mental health symptoms by sociodemographic characteristics were estimated with 95%
Con�dence intervals (CI). Regression models were performed on the dichotomized outcome, de�ned as score RHS-13 ≥ 11, as it is
more established and used than the ordinal outcome (with 3 severity levels). Logistic regression was used to control the association
between the outcome and exposure for potential confounders. Stepwise modelling, using a bidirectional elimination method was
completed [24]. Backward elimination and forward selection approaches were conducted. We tested all independent variables
incrementally for signi�cance. All signi�cant variables were imputed in the �nal model and variables were removed to test for
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signi�cance. We tested for interaction between all independent variables. One signi�cant interaction was found, between gender and
GNI classi�cation. Strati�ed analysis by gender is presented for both crude and adjusted models. Two adjusted models are presented.
Model 1 was adjusted for age, gender, and probability of getting asylum, leaving GNI classi�cation out, considering it to be a priori
confounder. Model 2 was adjusted for age, gender, probability of getting asylum, GNI classi�cation as well as the interaction between
gender and GNI classi�cation. Interaction variables were not used in strati�ed models.

Results are presented for crude and adjusted odds ratios (ORs) with 95% con�dence intervals. A p-value of 0.05 was considered
statistically signi�cant. Statistical analyses were performed using IBM SPSS version 26 [25].

Results
Out of the 1163 respondents who came and underwent a health examination, 566 completed screening with the RHS-13 (48.6%). The
majority were men and the largest group by country of origin were Syrians followed by Eritreans, Iranians, and Uzbeks. In total, 78
countries were represented. Majority of the cohort came from a low-income country and with a low probability rate of �rst-time
recognition (Table 1).
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Table 1
Sample Characteristics of respondents

Sample Characteristics

Total N = 566  

  n (%)

Clinic

Clinic 1 246 49.7

Clinic 2 320 47.9

Gender

Men 354 62.5

Women 212 37.5

Legal status

Asylum seekers 393 69.4

Quota and other refugees 171 30.2

Age

14–25 183 32.3

26–35 170 30.0

36> 213 37.6

Country of origin by World Bank GNI Classi�cation

Low 227 40.1

Lower-middle 152 26.9

Upper- middle and high 186 32.9

Probability rate of �rst-time recognition

Low (0–39%) 319 56.4

Middle (40–79%) 118 20.8

High (80–100%) 129 22.8

Country of origin

Syria 78 13.8

Eritrea 51 9.0

Iran 51 9.0

Uzbekistan 30 5.3

All Others 356 62.9

Table 1 in here

In total, 47.9% scored positive for symptoms of mental illness (score ≥ 11) (Table 2). A score ≥ 11 was signi�cantly more common
among asylum seekers than quota and other refugees (Table 2). Women, older age groups and people from a middle- or high-income
country had signi�cantly higher prevalence of a score ≥ 11. The prevalence of score ≥ 11 was similar for individuals with a low and
middle probability of getting a positive decision on their asylum application, but signi�cantly lower for those with a high probability.
Signi�cant differences were found in the prevalence of severe mental illness (score ≥ 25) in the univariate comparisons regarding
gender, age, country of origin by GNI classi�cation and probability rate of �rst-time recognition (Table 2). The prevalence of severe
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symptoms was about twice as high for women compared to men, asylum seekers compared to quota and other refugees, older
population compared to younger population, and those from middle-income compared to low-income countries. Those from countries
with a low probability of �rst-time recognition had about three times higher prevalence of severe problems than those with high
probability.

 
Table 2

Prevalence (%) with 95% con�dence intervals (CI) of mental illness measured with RHS-13 in total and by sociodemographic
characters, country of origin by World Bank GNI classi�cation and by probability rate of being granted protection status in EU

Mental Illness measured with RHS-13

  Mild mental
illness

(≥ 11–17)

Moderate mental illness (≥ 18–
25)

Severe mental illness (≥ 
25)

Any mental
illness

(all ≥ 11)

  n = 74 n = 73 n = 124 n = 271

% (95% CI) % (95% CI) % (95% CI) % (95% CI)

Total 13.1 (10.3–15.8) 12.9 (10.1–15.6) 21.9 (18.4–25.3) 47.9 (43.7–52.0)

Gender  

Men 13.3(9.8–16.8) 11.9 (8.5–15.3) 16.7 (12.8–20.6) 41.8 (36.7–46.9)

Women 12.7 (8.2–17.2) 14.6 (9.8–19.4) 30.7 (24.5–36.9) 58.0 (51.4–64.6)

Legal Status  

Asylum seeker 13.7 (10.3–
17.10)

13.2 (9.8–16.5) 26.0 (21.6–30.3) 52.9 (48.0-57.8)

Quota and other
refugees

11.7 (6.9–16.5) 11.7 (6.9–16.5) 12.3 (7.4–17.2) 35.7 (28.5–42.8)

Age  

14–25 13.1 (8.2–18.0) 11.5 (6.9–16.1) 15.3 (10.1–20.5) 9.9 (32.8–47.0)

26–35 15.3 (9.9–20.7) 17.1 (11.4–22.8) 17.1 (11.4–22.7) 49.4 (41.9–56.9)

36> 11.3 (7.0-15.6) 10.8 (6.6–15.0) 31.5 (25.3–37.7) 53.5 (46.8–60.2)

Country of origin by World bank GNI Classi�cation  

Low 13.0 (8.6–17.4) 12.2 (8.0-16.4) 13.9 (9.4–18.4) 39.1 (32.8–45.4)

Lower-middle

Upper-middle and high

12.7 (7.4–18.0)

13.4 (8.5–18.3)

15.3 (9.5–21.1)

11.8 (7.2–16.4)

26.7 (19.6–33.8)

28.0 (21.5–34.5)

54.7 (46.8–62.6)

53.2 (46.0-60.4)

Probability rate of �rst-time recognition  

Low (0–39%) 13.8 (10.0-17.6) 14.1(10.3–17.9) 24.1 (19.4–28.8) 52.0 (46.5–57.4)

Middle (40–79%) 11.0 (5.4–16.6) 11.0 (5.4–16.6) 30.5 (22.2–38.8) 52.5 (43.5–61.5)

High (80–100%) 13.2 (7.4–19.0) 11.6 (6.1–17.1) 8.5 (3.7–13.3) 33.3 (25.2–41.4)

Table 2 in here

For the total population, the crude odds ratio for mental illness according to RHS-13, (score ≥ 11), was higher for women, asylum
seekers and those of higher age (except age category 26–35) (see Table 3). A signi�cantly higher likelihood of mental illness was
found among those from a middle- or high-income country by GNI classi�cation compared to those from a low-income country.
Furthermore, having a low and middle probability of receiving a positive decision on the asylum application was signi�cantly
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associated with mental illness. Although strati�ed analysis showed substantially higher odds for women, this was not apparent for
men.

 
Table 3

Crude odds ratios (OR) for the associations between mental illness (score ≥ 11) sociodemographic characters, country of origin by
World Bank GNI classi�cation and largest groups by probability rate of being granted protection status in EU with 95% con�dence

intervals (CI), for total sample and strati�ed by gender and legal status.
Crude odds ratios (OR) for mental illness

  Total sample Strati�ed by Gender Strati�ed by Legal status

  All Men Women Asylum Seekers Quota and other
refugees

  OR (95% CI) OR (95% CI) OR (95% CI) OR (95% CI) OR (95% CI)

Gender      

Women 1     1 1

Men 0.52 (0.36–
0.73)

    0.43(0.28–
0.66)

0.65 (0.34–1.23)

Legal status      

Asylum seekers 1 1 1    

Quota and other
refugees

0.49 (0.34–
0.71)

0.55 (0.33–
0.89)

0.36 (0.20–
0.65)

   

Age      

14–25 1 1 1 1 1

26–35 1.47 (0.96–
2.24)

1.68 (0.98–
2.86)

0.99 (0.48–
2.03)

1.25 (0.75–
2.08)

1.65 (0.73–3.73)

36> 1.73 (1.16–
2.58)

1.64 (0.99–
2.72)

1.53 (0.77–
3.05)

1.79 (1.09–
2.94)

1.37 (0.66–2.82)

Country of origin by World bank GNI Classi�cation      

Low 1 1 1 1 1

Lower-middle 1.87 (1.23–
2.84)

1.42 (0.84–
2.37)

4.01 (1.83–
8.77)

2.87 (1.26–
6.64)

1.01 (0.43–2.35)

Upper- middle and high 1.77 (1.19–
2.61)

1.16 (0.70–
1.94)

3.36 (1.76–
6.40)

2.17 (1.03–
4.53)

1.54 (0.74–3.22)

Probability rate of �rst-time recognition      

High 1 1 1 1 1

Middle 2.21 (1.32–
3.70)

1.82 (0.93–
3.55)

2.82 (1.25–
6.39)

1.09 (0.62–
1.91)

4.0 (1.15–13.91)

Low 2.17 (1.41–
3.32)

1.67 (0.97–
2.87)

3.59 (1.77–
7.31)

1.13 (0.66–
1.94)

1.0 (0.17–5.64)

Strati�ed by gender, asylum seeking men and women still had double the likelihood of mental illness as compared with quota and
other refugee men and women. Strati�ed by legal status, asylum seeking men still had about half the likelihood of mental illness
compared to women. Furthermore, quota and other refugee men had a lower likelihood of mental illness compared to their counterpart,
however this association was not statistically signi�cant. Gender and legal status strati�cation showed that age was not associated
with mental illness except for asylum seekers in the oldest age category, 36 and above. Gender analysis found the highest association
for women from lower-middle and upper-middle- and high-income countries, OR = 4.01 (CI 1.83–8.77) and OR = 3.36 (CI 1.76–6.40)
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respectively but with large con�dence intervals. Strati�ed analysis by legal status showed GNI classi�cation (lower-middle and upper-
middle-and high) to be signi�cantly associated with mental illness among asylums seekers.

Table 3 in here

Full Model
The full model (Table 4), when adjusting for age, gender and probability rate of �rst-time recognition showed that quota and other
refugees had a signi�cantly lower odds of mental illness than asylum seekers. In model 2, when adjusting for GNI classi�cation and
interactions, quota and other refugees were still less likely to report mental illness. Strati�ed analysis by gender observed higher odds
for asylum seeking men. When adjusting for variables in model 2, this association was not observed for women. Only when adjusting
for variables in model 1 were higher odds found for asylum seeking women compared to quota and others.

 
Table 4

Adjusted odds ratios (OR) for mental illness (score ≥ 11) by legal status. Total sample and strati�ed by gender, presented with 95%
con�dence intervals (CI). Model 1 was adjusted for age, gender, and probability of getting asylum. Model 2 was adjusted for age,

gender, probability of getting asylum, GNI classi�cation as well as the interaction between gender and GNI classi�cation
Adjusted odds ratios (OR) for mental illness by legal status

  Model 1 Model 2 Model 1 Model 2 Model 1 Model 2

  All All Men Men Women Women

Legal Status      

Asylum seeker 1 1 1 1 1 1

Quota and other
refugees

0.60 (0.38–
0.93)

0.60 (0.37-
1.00)

0.65 (0.36–
1.18)

0.52 (0.27–
0.99)

0.51(0.26–
0.99)

0.74 (0.33–
1.6)

Table 4 in here

Discussion
The aim of this study was to estimate the differences in prevalence of mental illness between asylum seekers and refugees, including
both quota and other refugees. We found quota and other refugees to be at 40% lower risk of mental health illness compared to
asylum seekers, con�rming our hypothesis. We also assessed whether gender, age, gross national income per capita in the country of
origin, or by probability of being granted asylum could explain the differences in mental health among the groups. Our hypothesis was
not fully con�rmed. Although these variables partly in�uenced the prevalence of mental illness, they did not explain the prevalence in a
consistent way.

Our results depict that asylum seekers have a speci�cally high likelihood of mental illness compared to other refugees such as quota
and those coming under other prerequisites. Previous studies have shown that asylum seekers are at increased risk of developing
mental illnesses, but these studies have often compared with migrants who have been in the country for a longer period, and as a
result, potentially made the comparison possibly biased [2, 11, 26]. The increased risk for asylum seekers found in our study could be
partly explained by their uncertain residence status and uncertainty regarding their asylum application [27–30]. Asylum seekers are
confronted with more unfavorable circumstances when it comes to, for instance, housing opportunities, health care education and
working conditions, compared to those who have been granted residence permit. Legal status has shown to be a signi�cant predictor
of poor mental health, even when controlling for pre-and post-migration factors such as traumatic events, post migration resources
and social desirability [11, 30]. Remarkably, severe levels of mental illness were more commonly reported than mild and moderate
levels of mental illness, for both groups, 52,9% and 35,7% respectively, indicating higher intensity of symptoms.

Our �nding also corroborates previous literature on the differences in risk of mental illness by country or region of origin. Regional
differences in both reported mental illness, experienced traumatic events and use of psychiatric care have been found [10, 31–33]. A
recent Finish study found asylum seekers from Africa (excluding North Africa) reported traumatic events more frequently than asylum
seekers from other regions [31]. Moreover, refugees from Syria, Iraq, and Afghanistan were most likely to exhibit a positive screening
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for mental health symptoms compared to refugees from other countries such as Somalia, Myanmar and D.R. Congo [32]. Various
hypotheses have been postulated to explain this, including socioeconomic factors, cultural differences, differences in social support
and coping style, discrimination, and varying vulnerabilities among different subgroups [15, 32, 34].

Our study expands on prior research examining differences by gender and age, with women reporting higher odds for mental illness,
compared to men. Both female gender and older age have been linked with poorer psychological health in refugees, though there are
some studies that demonstrate no effect of gender on outcomes [8, 32, 34–36]. It has been suggested that the gender differences in
mental health are linked to roles and social positions, where women are limited in their role and lack of choice. Literature has been
devoted to explaining the gender gap as a result of exposure to trauma and lack of self-control. Indeed, the broader social
determinants of health associated with restricted economic opportunities, insecure housing, location of residence and migration
status can have a profound in�uence on one’s sense of control [34, 36, 37]. It could also be that women may be at higher risk due to
increased sexual victimization and domestic violence. Considering age, our results are consistent with past work, inciting greater
vulnerability in older people. This could be due to greater accommodation of traumas over time [15, 32] for older people, or younger
refugees being less affected by the enduring stresses of displacement.

Determination of illness severity could have important clinical implications when it comes to, for example treatment strategies or
prioritizing care when resources are scares. Considering this aspect may be useful in planning public health interventions targeting
this vulnerable group. Furthermore, our �ndings could be applicable to individuals without legal document/status (former asylum
seekers who have been rejected asylum/or others without legal status) as these individuals are often confronted with similar
challenges and have same health care entitlements as asylum seekers.

Limitations And Strengths
The study has many strengths: �rst, data is generated through a validated screening instrument speci�cally developed for refugee
populations. Although the study was conducted only in one region in Sweden, it was conducted in two primary healthcare centers that
together executes a high number of HE in Stockholm, in addition to including both asylum seekers and other refugees, leading to
increasing the generalizability of the �ndings. Both asylum seekers and other refugees are represented in our study, giving the study a
good representation in terms of migrants. Data was collected with the help of health care professionals working in the centers and
there was no need for outreach methods, which minimizes the risk of bias or misunderstanding of the data.

While this study provides important information on differences in mental illness by legal status there are several limitations. We had
no information on risk and resilience factors related to participants’ mental health such as trauma experiences, length of stay in
Sweden, educational level and other known determinants of mental health. Another limitation is possible selection bias as the RHS-13
screening was part of a voluntary HE and those opting out of HE might have different mental health pro�les. In addition, we do not
have information about the few who took part in an HE but declined screening with the RHS-13. It could be that their mental health
pro�les too were different from those that accepted screening.

Conclusion
Legal status moderated mental health illness. Asylum seekers were at greater risk of mental illness compared to quota and other
refugees. Legal status as well as female gender and region of origin were associated with migrant’s mental health. Our �ndings call
for screening of mental illness in this vulnerable group. Additionally, consideration of legal status should be considered to better
understand and plan interventions targeting asylum seekers and refugees’ mental health.
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