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After relocation, refugees may experience significant difficulty adjusting to a host
culture, and this difficulty may persist even after many years following resettlement.
However, the influence of time on postmigration living difficulties (PMLD) and
psychological distress has not been extensively investigated. In this investigation, we
used regression analyses to examine whether length of residence in the United States
would moderate the relationship between psychological symptoms and PMLD in a
sample of 52 adult East African refugees. The sample was predominantly male (female
n � 13) with a mean age of �37 years (SD � 20.91) and mean length of residence in
the United States of 9.9 years (SD � 5.85). The moderating effect of years living in the
United States on the depression–PMLD relationship was significant, and explained an
additional 9% of variance in PMLD. The relationship between depressive symptoms
and PMLD became significantly related at �7 years of residence in the United States,
and became more positive as values in the sample approached the longest duration in
the United States (30 years). No such moderating effect was found for the association
between posttraumatic stress disorder symptoms and PMLD. These results highlight the
risk of marginalization as well as the need for early and sustained psychosocial
interventions for refugee populations in the United States.

Impact and Implications
In contrast to global migration trends, protectionist policies in the United States
have reduced the number of refugee admissions from predominantly Muslim
countries. The present study provides knowledge that could be useful to clinicians
looking to identify core factors relevant to psychosocial adaption following reset-
tlement in settings like the United States, where some populist perspectives on
migration have the potential to marginalize refugee groups by de-emphasizing
pluralist values. This study also contains information relevant to policymakers
evaluating the merits of strategies that specifically facilitate adaptation of Muslim
refugees in host countries, those who are newly arriving as well as those have
resided in the host country for many years. The findings and interpretations of the
study are consistent with 2016–2030 United Nations Sustainable Development
Goals 10.2 and 10.3 aimed at promoting equality and empowerment of all people
through inclusive practices and policies.
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The United Nations High Commissioner for
Refugees (UNHCR, 2018a) recently estimated
that there were 68.5 million people forcibly
displaced from their homes by the end of 2017,
of which �16.2 million were newly displaced
within the calendar year. Included in the overall
displacement estimates are the 25.4 million inter-
nationally displaced refugees and asylum seekers
worldwide. Currently, a majority of the world’s
refugees are from predominantly Muslim coun-
tries (UNHCR, 2017). More specifically, 68% of
all refugees from around the world are from the
following five countries: (a) Syrian Arab Republic
(6.3 million), (b) Afghanistan (2.6 million), (c)
South Sudan (2.4 million), (d) Myanmar (1.2 mil-
lion), and (e) Somalia (986,400). Somali refugees
are of particular interest due to protracted socio-
political instability, armed conflict, drought, and
famine extending from the onset of civil war in
Somalia in the early 1990s. The UNHCR (2018b)
estimated that 470,000 Somalis were internation-
ally displaced immediately following the outbreak
of civil war in 1991. Despite intensive resettle-
ment efforts in recent years, 1.2 million Somalis
maintained refugee status as recently as 2015
(UNHCR, 2016).

Mental health risks associated with mass vi-
olence and displacement have been well docu-
mented (Bäärnhielm, Laban, Schouler-Ocak,
Rousseau, & Kirmayer, 2017). Previous re-
search has indicated that refugees encounter
psychological risk related to high rates of trau-
matic exposure, an often harrowing migration
process, and psychosocial difficulties encoun-
tered while residing in a host country (Carballo
& Nerukar, 2001; Laban, Gernaat, Komproe,
van der Tweel, & De Jong, 2005; Scholte, van
de Put, & de Jong, 2004). In addition to these
migration-related risk factors, the sociopolitical
environment of the host society may influence
the health and well-being of refugee communi-
ties (Bäärnhielm et al., 2017). The salience of
resettlement context has come into view in the
United States as populist and protectionist per-
spectives have asserted political dominance
over the past several years. Since the passage of
the Refugee Act of 1980, the United States has
received �3 million refugees (Krogstad & Rad-
ford, 2017). However, during the 2017 calendar
year, just 33,400 people received refugee status
in the United States (UNHCR, 2018a). For com-
parison, this number represents a 65% reduction
as compared with the 96,900 individuals who

resettled in 2016. In the 2018 fiscal year, recep-
tion of Muslim refugees in the United States has
seen a particular decline—a stark contrast to
global trends in displacement from primarily
Muslim countries (Connor & Krogstad, 2018).
These data document a shift in approach toward
processing refugee and asylum claims within
the United States. Considering these factors within
the context of recent trends in migration and in-
creased international prominence of populist per-
spectives, research investigating interrelationships
among symptoms of psychological distress and
postmigration factors (e.g., acculturation, resettle-
ment stressors, duration of residency in the host
country) within Muslim refugee communities ap-
pears particularly relevant.

Refugee Mental Health: Trauma
Prevalence and Its Secondary Effects

A growing body of literature has demon-
strated the long-term deleterious effects of trau-
ma-related stressors on refugees’ mental health
(Lie, 2002). Previous research has indicated that
Somali refugees may be at particular risk for
premigration trauma even as compared with
other displaced populations (Gerritsen et al.,
2006). Indeed, in a previous analysis of data
collected from 74 Somali refugees, we found
that �30% of the sample reported experiencing
six or more trauma categories and 17.6% of the
sample reported experiencing 10 or more cate-
gories of trauma (Bentley, Thoburn, Stewart, &
Boynton, 2012). Approximately 15% of our
sample exceeded cutoff for probable posttrau-
matic stress disorder (PTSD) on a self-report
measure, and nearly 18% met cutoff for proba-
ble depressive disorder. Another study found
36% of a Somali refugee sample (n � 622)
experienced torture either before or during mi-
gration (Jaranson et al., 2004). Roodenrijs,
Scherpenzeel, and de Jong (1998) were among
the first to examine the secondary effects of
traumatic exposure among Somali refugees. In
their sample of 54 adult participants, 31.5% of
participants met the threshold for probable
PTSD. Moreover, 36% of participants met cut-
off criteria for clinically significant anxiety and
63% met cutoff criteria for probable depression.
Approximately 23% of the sample reported
clinically significant symptoms for all three of
depression, anxiety, and PTSD. Bhui and col-
leagues (2006) also found high rates of probable
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anxiety and depression (33.8%), as well as
PTSD (14%), in a sample of 143 Somali refu-
gees in the United Kingdom.

Postmigration Living Difficulties

Migration and resettlement stressors have been
shown to correlate with symptoms of PTSD and
depression (Carswell, Blackburn, & Barker,
2011). The migration process itself may lead to
incremental vulnerability due to risk of addi-
tional trauma exposure, prolonged displace-
ment, lack of access to educational and health
care services, and unemployment (Bentley et
al., 2012; Bhugra, 2004; Williams & Berry,
1991). By virtue of forced displacement, refu-
gees face multisystemic psychosocial chal-
lenges during and after resettlement in addition
to acculturative stress typically generally asso-
ciated with international migration under less
dire circumstances (Kartal & Kiropoulos,
2016). Factors related to the resettlement pro-
cess have also been identified as introducing
mental health risk among Somali refugees (Mo-
hamud et al., 2004; Palmer, 2006; Warfa et al.,
2006). Mohamud and colleagues, for example,
provided preliminary evidence to suggest that fre-
quency of residential changes within the first 5
years for Somali refugees in the United Kingdom
strongly relates to depression, even after control-
ling for age, gender, and area of residence.

Indeed, postmigration living difficulties
(PMLD) have been associated with increased
symptoms of depression and PTSD among re-
settled refugees (Carswell et al., 2011; Schweit-
zer, Brough, Vromans, & Asic-Kobe, 2011). In
a study of current living conditions experienced
by 140 Somali refugees residing in the United
States, just 51% of the male and 38.5% of female
participants reported being employed (Halcón et
al., 2004). These findings are generally consistent
with previous research linking loss of social status,
such as vocational achievement, to increased lev-
els of depression in older Somali male refugees
(Silveira & Allebeck, 2001).

Preliminary evidence suggests the possibility of
a long-term link between PMLD and psycholog-
ical distress among Somali refugees. For example,
Bhui and colleagues (2003) found higher rates of
suicidal ideation among Somalis more than 7
years after resettling, potentially indicative of the
incremental influence of PMLD years after relo-
cation. Moreover, person–environment interac-

tions are highly contextualized and subject to evo-
lution over time. As a result, variables such as
refugees’ perception of their country of origin and
misconceptions of the prospective host country
have been identified as potential predictors of ad-
justment among Somali refugee youth (Rousseau,
Said, Gagné, & Bibeau, 1998).

Acculturation, Populism, and Refugee
Mental Health

Berry and Kim (1988) provided a model of
acculturative stress to assist with conceptualiz-
ing cultural and psychological factors that in-
fluence associations between acculturation and
mental health. Applying this model to the refu-
gee context, Williams and Berry (1991) pro-
vided a summary of its components and their
relation to one another:

[A]cculturation occurs in a particular situation, and
individuals participate in and experience these changes
to varying degrees . . . [S]tressors may result from this
varying experience of acculturation; for some people,
acculturative changes may all be in the form of nega-
tive stressors, whereas for others, they may be benign
or even serve as opportunities . . . [V]arying levels of
acculturative stress may become manifest as a result of
acculturation experience and stressors. Individual dif-
ferences in each of these three phenomena are indi-
cated by the vertical arrows within each of the com-
ponents. (p. 634)

Contributors to acculturative stress, according
to this model, are moderated by a number of
factors. Refugee acculturation may be influenced
by the mode and phase of resettlement, the orien-
tation of the larger host society toward immigra-
tion, and the unique characteristics (e.g., demo-
graphic, cultural, social, and psychological) of
the acculturating group and individual represen-
tatives of it (Williams & Berry, 1991). Williams
and Berry drew particular attention to the role of
a person’s own appraisal of the acculturation
process and approach to coping as influential to
the degree of acculturative stress encountered.

Consistent with this model of acculturative
stress, sociopolitical factors may serve as facil-
itators or barriers for refugees adapting to life in
their host country. Populist ideals and policies
may adversely influence refugees’ experiences
in a host country, which may in turn have del-
eterious downstream effects on appraisals of
their living conditions following resettlement
and mental health outcomes alike (Bäärnhielm
et al., 2017). Preliminary evidence from recent

163IMPLICATIONS OF POPULISM FOR REFUGEE MENTAL HEALTH

T
hi

s
do

cu
m

en
t

is
co

py
ri

gh
te

d
by

th
e

A
m

er
ic

an
Ps

yc
ho

lo
gi

ca
l

A
ss

oc
ia

tio
n

or
on

e
of

its
al

lie
d

pu
bl

is
he

rs
.

T
hi

s
ar

tic
le

is
in

te
nd

ed
so

le
ly

fo
r

th
e

pe
rs

on
al

us
e

of
th

e
in

di
vi

du
al

us
er

an
d

is
no

t
to

be
di

ss
em

in
at

ed
br

oa
dl

y.



experimental studies suggests that negative me-
dia representations of Islam and associated pop-
ulist sentiments may be related to increases in
perceived discrimination among Muslims (Sal-
eem & Ramasubramanian, 2017; Schmuck,
Matthes, & Paul, 2017). For instance, in a me-
diation analysis of data collected from 145 Mus-
lim youth as part of a lab experiment, Schmuck
and colleagues (2017) found that viewing right-
wing populist advertisements increased partici-
pants’ sense of perceived discrimination, which
in turn decreased level of national identification
and self-esteem. Similarly, a recent study of
Muslim American students found that motiva-
tion to assimilate into American culture de-
creased and avoidance of majority culture in-
creased after being shown videos containing
anti-Muslim sentiments (Saleem & Ramasubra-
manian, 2017). Given that some variants of
populist rhetoric emphasize differences and oth-
ering, the studies mentioned here would suggest
that Muslim refugees are at increased risk for
experiencing perceived discrimination and bar-
riers to acculturation.

Acculturation to a host culture and perceived
discrimination are strongly associated with psy-
chological and emotional functioning among ref-
ugees. Evidence from the Canadian General So-
cial Survey suggests that refugee men are more
likely to have experienced discrimination com-
pared with men of other immigration statuses, and
that a greater sense of belonging in Canada was
associated with better mental health among refu-
gee men (Beiser & Hou, 2017). Similarly, reset-
tlement stressors accounted for 24% of variance in
mental health symptoms among Middle Eastern
refugees resettled in Sweden, with greater alien-
ation emerging as the strongest predictor of in-
creased symptoms (Lindencrona, Ekblad, &
Hauff, 2008). These findings, when considered
within the context of prominent theories of accul-
turation (Williams & Berry, 1991), point toward
acculturative and discriminatory experiences as
influential to refugee mental health.

Many questions remain regarding refugee ad-
justment and acculturation over time. As refu-
gees establish new lives in a host country, do
experiences of postmigration living stressors
change over time? Moreover, do factors like
basic living conditions and potential discrimi-
nation remain influential years postresettle-
ment? Silove, Austin, and Steel (2007) exam-
ined symptoms experienced by 62 asylum

seekers over the course of their residency de-
termination process. The results showed that
symptoms of psychological distress were influ-
enced by whether or not asylum seekers ap-
praised their future as being secure or insecure.
Individuals whose asylum claims were accepted
showed significant improvement in symptoms
of depression, anxiety, and PTSD, whereas
those who were denied showed higher rates of
psychological distress. This finding appears es-
pecially salient, as the two groups did not differ
based on premigration traumatic exposure or
baseline symptom severity. In a meta-analysis
of refugee literature, Porter and Haslam (2005)
found better postmigration living accommoda-
tions to be associated with increased mental
health among refugees. This meta-analysis also
identified that the more time elapsed between
initial displacement and when study data were
collected to be associated with better mental
health outcomes; however, the median time of 2
years was notably brief in scope. Indeed, refu-
gees who have been resettled for longer poten-
tially experience more symptoms of depression
and general psychological distress compared
with those resettled for shorter periods of time
(Uribe Guajardo, Slewa-Younan, Smith, Eagar,
& Stone, 2016). Because refugees are at risk for
traumatic exposure and resettlement stressors,
symptoms may be expected to persist, if not
increase, over time (Marshall, Schell, Elliott,
Berthold, & Chun, 2005). Further, there has
been some evidence to suggest that a longer
amount of time postresettlement may be asso-
ciated with increased odds of comorbid depres-
sion and PTSD (Nickerson, Schick, Schnyder,
Bryant, & Morina, 2017).

The Adaptation and Development After
Persecution and Trauma Model

Given the unique challenges outlined above,
a conceptual model that compliments previous
frameworks (Berry & Kim, 1988; Williams &
Berry, 1991) while specifically incorporating
unique features salient to the refugee experience
has been needed. The adaptation and develop-
ment after persecution and trauma model
(ADAPT; Silove, 2013) provides a systems-
based conceptual framework oriented around
five core psychosocial pillars relevant to refugee
mental health: (a) safety/security, (b) bonds/
networks, (c) justice, (d) roles and identities,
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and (e) existential meaning. These pillars inter-
act with one another to form a multilevel sys-
tems perspective of individual-, family-, and
community-level factors influencing the well-
being of refugees. Table 1 provides descriptions
of the five pillars of the model. The five pillars
of the ADAPT model are not intended to be
viewed as separate, but rather as dynamically
interacting with one another to form a multi-
level system that considers the individual, fam-
ily, and community.

The literature reviewed in the previous sec-
tion described the influence of PMLD on psy-
chological symptoms among refugee popula-
tions. However, though previous research has
evaluated the role of PMLD on refugees’ mental
health, no study has investigated the reverse
pathway. This may lead to an incomplete view
of resettlement stressors. Indeed, in describing
the principles underlying the development of
the ADAPT model, Silove (2013) stated,

The social world mirrors and interacts with the personal/
psychic world, creating a process of recursive, or looped,
feedback. A post conflict environment is one of rapid and,
at times, unpredictable change, therefore requiring a re-
peated process of reappraisal in order to understand the
dynamic interaction between the individual, the group
and the evolving eco/social context. (p. 238)

Therefore, given the recursive relationship be-
tween person and environment and the unique

psychosocial dynamics inherent in the refugee
resettlement process, evaluation of bidirectional
associations between symptoms to PMLD ap-
pears warranted.

Current Study

The current study investigated duration of
residence in the host country as a potentially
influential third factor in conceptualizing and
contextualizing the relationship between psy-
chological symptoms and PMLD. In this study,
we investigated duration of residency in the
United States as a potential moderator of the
relationship between psychological symptoms
(e.g., depression; PTSD) and postmigration psy-
chosocial stressors in a Muslim, predominantly
Somali refugee sample. Specifically, we hy-
pothesized that (a) emotional distress will be
positively associated with self-reported PMLD
and (b) more time in host country will exacer-
bate this relationship. Given the evidence for
the potential contributing role of self-reported
experiences of discrimination, as described
above, we also conducted preliminary and ex-
ploratory analyses in which we controlled for
the potential contributing role of self-reported
experiences of discrimination in the hypothe-
sized associations.

Table 1
Five Pillars of the Adaptation and Development After Persecution and Trauma Model

Pillar Description

Safety and security Perception of safety underlies psychological health. Trauma reactions, including those associated
with acute and posttraumatic stress symptoms, are normative in response to threat but may
become maladaptive over time. Any refugee mental health intervention requires creating a
safe environment, emergency protocols, and available services for those with chronic PTSD
and comorbidities.

Bonds and networks Personal and communal attachments directly influence human flourishing. Approaches to
addressing grief at the individual- and community level must be considered. Complicated
grief, rumination on losses, and attachment difficulties may be a focus of interventions.

Justice Injustice rests at the core of human rights breaches, by definition. There is need for direct
recognition and attention to injustices and natural responses to them (e.g. anger).
Preoccupation with injustices of the past may hinder psychological adaptation. Programs and
interventions must reinforce a sense of justice, respect, validation, and empowerment.
Attention to grief and the effects of multiple losses is central.

Roles and identities Disruption of social roles and identities are inevitable in the context of displacement. Unemployment
and marginalization associated with role disturbance are common upon resettling in the host
country. Focus on facilitating role transitions and development or evolution of identities while
honoring valued traditions of the culture of origin becomes necessary.

Existential meaning Core beliefs about the self and world stand in stark contrast to exposure to mass conflict,
displacement, and resettlement. Meaning-making becomes a primary task for adaptation, and
a necessary component of mental health interventions.

Note. PTSD � posttraumatic stress disorder. The above data are summarized from Silove, 2013.
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Method

Participants and Procedure

Participants. The present study is a second-
ary analysis of data collected as part of a larger
project (Bentley et al., 2011, 2012). Eighty-five
participants were recruited in 2010 at two East
African community events held in Seattle, Wash-
ington. Participants received a $20 incentive.
Three individuals opted to not participate in the
study. Three individuals under 18 years of age
were also excluded, resulting in a primary sample
of 79 participants. Of those, 27 were excluded due
to missing data on length of residence in the
United States. The final sample for the present
study was 52. With regard to demographics, the
sample was predominantly Somali (96.1%), as
two participants reported being of Ethiopian de-
cent (2.8%). The sample was also predominantly
male, with 13 female participants (27.7%). Re-
garding length of residence in the United States,
nine participants (17.1%) had been in the United
States for less than 3 years, eight (15.2%) for 3–5
years, 12 (22.8%) for 5–10 years, and 23 (43.7%)
for 10 or more years.

Procedures. The principal investigator
(Bentley) collected data with the help of trained
Somali research assistants, who also facilitated
participant recruitment by describing the pur-
pose of the study and informed consent. All
communication and written documentation
were available in both English and Common
Somali. Somali research assistants administered
all measures in an assisted self-report format
due to low rates of literacy in any language
within the community. Due to Somali cultural
norms on gender, research assistants and partic-
ipants were gender matched whenever possible.
All materials and procedures were approved by
the university institutional review board.

Measures

Depression symptoms. The Depression
subscale of Hopkins Symptom Checklist
(HSCL-25; Hesbacher, Rickels, Morris, New-
man, & Rosenfeld, 1980) is a 15-item self-
report measure of depressive symptoms experi-
enced in the past week. Items are rated on a
4-point scale ranging from 1 (not at all) to 4
(extremely). Cultural adaptations of the
HSCL-25 have demonstrated strong psycho-
metric properties across many refugee groups

(Kuittinen et al., 2017; Lavik, Hauff, Solberg, &
Laake, 1999; Mollica, Wyshak, de Marneffe,
Khuon, & Lavelle, 1987). Cronbach’s � for the
HSCL-25 in the current study was .87.

PTSD symptoms. PTSD symptoms were
assessed using the Posttraumatic Symptoms
subscale of the Harvard Trauma Question-
naire—Revised (Mollica, McDonald, Massagli,
& Silove, 2004). The Posttraumatic Symptoms
subscale consists of 16 items that query PTSD
symptoms in the previous week on a 4-point
scale with responses ranging from 1 (not at all)
to 4 (extremely). The symptoms subscale of the
measure has a strong validity and reliability
profile across multiple cultural groups (Wind,
van der Aa, de la Rie, & Knipscheer, 2017).
Cronbach’s � for the Harvard Trauma Ques-
tionnaire—Revised in the current study was .96.

Postmigration living difficulties. The 24-
item Post-Migration Living Difficulties check-
list (PMLD; Silove, Sinnerbrink, Field, Mani-
cavasagar, & Steel, 1997) assessed relocation
and resettlement stressors experienced within
the past 12 months. Items capture a variety of
stressors including “fears of being sent home,”
“poor access to medical care,” “worries about
family back home,” “discrimination,” “no per-
mission to work,” and “poor access to tradi-
tional foods.” The measure uses a 5-point scale
with ratings ranging from 1 (no problem at all)
to 5 (very serious problem). Higher cumulative
scores are indicative of increased exposure to
postmigration stressors. An initial principal
component analysis indicated a five-factor
structure accounting for 69.8% of the variance
in the scale (Silove, Steel, McGorry, & Mohan,
1998). In our sample, Cronbach’s � for these
PMLD subscales were as follows: Refugee De-
termination Process (.76), Health, Welfare, and
Asylum Problems (.84), Family Concerns (.79),
General Adaptational Stressors (.77), and Social
and Cultural Isolation (.82). Internal consis-
tency for the entire PMLD was � � .90. All of
our analyses related to discrimination are based
on the single item from the PMLD.

Time in the United States. The length of
residence in the United States was assessed via
self-report, quantified continuously in years,
and defined as the amount of time between
arrival in the United States and completion of
the questionnaire.
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Data Analysis

Before analysis, we screened the data for miss-
ing values and violation of assumptions. The
outlier analysis included evaluating for viola-
tion of linearity, normality, independence, and
homogeneity of variance assumptions before
conducting regression analyses. Potential outliers
were identified by reviewing leverage parameters,
as well as Mahalanobis and Cook’s distances.
Scatterplot and histogram analysis yielded no vi-
sual indication that any of the participants’ scores
problematically differed from the rest of the sam-
ple. One participant had scores that exceeded cut-
off on two of the three outlier metrics—the
Cook’s and leverage statistics. To assess for undue
influence, we conducted regression analyses both
including and excluding this case. Results did not
differ on the basis of inclusion or exclusion of the
participant; as a result, we included the case the
final analyses.

All data analyses were performed in SPSS 25.
Moderation analyses were conducted using 5,000
bootstrap resamples through the PROCESS
macro for SPSS (Hayes, 2017). Bootstrapping
is a nonparametric approach to estimating effect
sizes that does not require assumptions of nor-
mal distribution to be met (Preacher & Hayes,
2004; also see Efron & Tibshirani, 1993;
Mooney & Duval, 1993). This approach has
been used as a means of managing statistical
power and sampling distribution limitations.
Preacher and Hayes (2004) emphasized that
bootstrapping “also produces a test that is not
based on large-sample theory, meaning it can be
applied to small samples with more confidence”
(p. 722). As such, bootstrapping procedures ap-
pear robust to power limitations sampling dis-
tribution issues inherent to small samples. Inde-
pendent variables were mean-centered as part of
the PROCESS analyses, and corrections for het-
eroscedasticity were also provided by the mac-
ro. PROCESS automatically creates interaction
terms between independent and moderator vari-
ables for all moderation analyses. All analyses
were conducted using Model 1 for simple
moderation. In the depression model, we first
controlled for age and PTSD symptoms. To
investigate the moderating effect of time in
the United States on the relationship between
depression symptoms and PMLD, PMLD
scores were regressed on depression symp-
toms in the first step, followed by duration of

U.S. residency in the second step. The inter-
action term of depression scores and duration
of U.S. residency was added in the third step.
In the PTSD model, we controlled for age and
depressive symptoms. In the moderation anal-
yses, PMLD scores were regressed on PTSD
symptoms in the first step, followed by dura-
tion of U.S. residency in the second step. The
interaction term of PTSD symptoms and time
in the United States was included in the third
step. For both models, simple slope analysis
evaluated for interaction effects at 1 SD be-
low, at the mean, and 1 SD above the mean of
the moderator variable. We reviewed John-
son-Neyman regions of statistical significance
to identify patterns in the hypothesized mod-
eration effects.

Results

Frequencies and Correlations

Table 2 provides means, standard deviations,
and bivariate correlations. The PMLD most fre-
quently endorsed as a moderately serious to
very serious problem were “worries about fam-
ily back home” (n � 29; 55.1%), “separation
from family” (n � 22; 41.8%), “unable to return
home in an emergency” (n � 16; 30.4%), and
“poverty” (n � 16; 30.4%). Frequencies for
responses on the PMLD checklist can be seen in
Table 3. The most frequently reported depres-
sive symptoms, which were quite a bit or ex-
tremely, were “feeling everything is an effort”
(n � 10; 19.2%), “worrying too much about
things” (n � 7; 14%), “difficulty falling asleep,
staying asleep” (n � 7; 14%), and “feelings of
worthlessness” (n � 6; 11.8%).

The following items from the PMLD check-
list were correlated with the HSCL-25 depres-
sion total sum score: communication difficul-
ties, r � .31, p � .02, discrimination, r � .31,
p � .03, no permission to work, r � .56,
p � �.001, not being able to find work, r �
.28, p � .04, bad job conditions, r � .35, p �
.01, delays in processing application, r � .33,
p � .02, fears of being sent home, r � .35, p �
.01, worries about not getting treatment for
health problems, r � .32, p � .02, poor access
to medical care, r � .29, p � .04, little govern-
ment help with welfare, r � .36, p � .01,
poverty, r � .30, p � .03, poor access to foods
you like, r � .41, p � .01, loneliness and
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boredom, r � .38, p � .01, and isolation, r �
.31, p � .03. The discrimination item of the
PMLD was correlated with the sum of all other
items on the PMLD checklist, r � .58, p �
.001, the other items of the PMLD General
Adaptational Stressors subscale, r � .51, p �
.001, the PMLD Health, Welfare, and Asylum
Problems subscale, r � .51, p � .001, the
PMLD Family Concerns subscale, r � 50, p �
.001, and the HSCL-25 total score, r � .32, p �
.02, but not duration of residence in the United
States, r � .04, p � .79.

Regression and Moderation Analyses

Table 4 displays the regression results for the
depressive symptoms model. With regard to the
moderation analyses, as hypothesized, depres-
sion had a direct effect on PMLD such that
higher self-reported depression was associated
with increased self-reported PMLD, and time in
the United States significantly moderated this
relationship while explaining an additional 9%
of model variance. The moderation was statis-
tically significant at the mean, t(46) � 2.63, b �
1.62, p � .01, and 1 SD above the mean,
t(46) � 2.76, b � 2.84, p � .001. These find-
ings are represented in Figure 1, which depicts
that the strength of relationship between depres-
sion symptoms and PMLDs is stronger for those
residing in the United States longer. Figure 1
shows a slightly positive but nonsignificant

slope between depression and PMLD at low
levels (1 SD below the mean) of time in the
United States, but this relationship becomes
more positive at the mean and at high levels of
time in the United States. This is further artic-
ulated by the Johnson-Neyman analysis, which
demonstrated that time in the United States be-
came a significant moderator at �7 years of
residency, t(46) � 2.01, b � .99, p � .05, and
the strength of this relationship continued to
increase through �15 years at which point it
began to plateau, t(46) � 2.76, b � 2.68, p �
.008. Time in the United States remained a
statistically significant moderator at the highest
value in the sample (30 years), t(46) � 2.60,
b � 5.79, p � .01. After controlling for dis-
crimination, the omnibus depression-PMLD
model remained statistically significant, F(5,
46) � 8.04, p � .001. However, depressive
symptoms did not have a main effect on PMLD,
t(46) � .17, b � .09, p � .87, and time in the
United States also did not moderate this rela-
tionship, t(54) � .83, b � .06, p � .41, after
controlling for discrimination.

The overall PTSD model was not statistically
significant, F(5, 46) � 2.23, p � .07. PTSD
symptoms did not have a main effect on PMLD,
t(46) � 1.02, b � .28, p � .32, and time in the
United States did not moderate this relationship,
t(54) � 1.80, b � .08, p � .08.

Table 2
Correlations Between Symptoms, Duration of Residency in the United States, and Postmigration Living
Difficulties Among East African Refugees (N � 52)

Variable M SD 1 2 3 4 5 6 7 8 9 10

1. Age 37.25 20.91 — — — — — — — — — —
2. HSCL-25 Depressive symptoms 19.67 5.89 �.23 — — — — — — — — —
3. HTQ-R PTSD symptoms 21.85 10.12 .13 .54�� — — — — — — — —
4. PMLD 19.44 17.16 �.04 .35� .27�� — — — — — — —
5. PMLD–Determination process

subscale 2.14 3.42 �.14 .24 .10 .56�� — — — — — —
6. PMLD–Health Welfare, and

Asylum Problems subscale 6.04 6.84 �.20 .26 .22 .87�� .35� — — — — —
7. PMLD–Family Concerns

subscale 4.92 4.38 .19 .09 .12 .69�� .11 .50�� — — — —
8. PMLD–General Adaptation

Stressors subscale 4.64 5.41 .05 .40�� .37�� .82�� .40�� .57�� .52�� — — —
9. PMLD–Social and Cultural

Isolation subscale 1.71 2.59 .02 .32� .12 .72�� .45�� .62�� .39�� .42�� — —
10. Years in the United States 9.9 5.85 �.04 �.30� �.06 �.16 �.07 �.11 �.08 �.22 �.06 —

Note. HSCL-25 � Hopkins Symptom Checklist-25; HTQ-R � Harvard Trauma Questionnaire–Revised; PTSD �
posttraumatic stress disorder; PMLD � Post-Migration Living Difficulties checklist.
� p � .05. �� p � .01.
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Post Hoc Analyses

PMLD to depressive symptoms. Post hoc
analyses evaluated an alternative model for de-
pression and PMLD. In this reversed the model,
PMLD was entered as the independent variable
and depressive symptoms as the dependent vari-
able. The direct effect of PMLD on depression
was not statistically significant, t(46) � 1.31,

b � .06, p � .20, and time in the United States
did not moderate this relationship, t(46) � .02,
b � .00, p � .98.

Moderation of PMLD subscales. Our post
hoc analyses also looked at potential modera-
tion of the five PMLD subscales. Post hoc anal-
ysis of the PMLD subscales indicated a moder-
ating effect of time in the United States for the
Family Concerns and General Adaptational Stres-
sors factors only. The Family Concerns subscale
of the PMLD is composed of three items que-
rying stressors associated with separation from
family, worries about family back home, and
inability to return home in case of emergence.
In evaluating for moderation, depression did not
have a direct effect but the interaction term with
time in the United States did have a moderating
effect that accounted for an additional 9% of
model variance. This moderating effect was
only statistically significant at more than 1 SD
above the mean according to the Johnson-
Neyman test. This effect became significant at
�18 years of residence in the United States,
t(46) � 2.02, b � .66, p � .05, and remained
stable through the highest value in the sample
(30 years), t(46) � 2.11, b � 1.27, p � .04.

The six-item General Adaptational Stressors
subscale of the PMLD was calculated based on
responses to questions about difficulties with
communication, discrimination, no permission
to work, not being able to find work, bad job
conditions, and poverty. In investigating item-
level correlations between the Depression sub-
scale of the HSCL-25 and General Adaptation
Stressors subscale of the PMLD, the strongest
item correlations were with feelings of worth-
lessness, r � .48, p � .01, worrying too much
about things, r � .45, p � .01, poor appetite,

Table 3
Moderately Serious to Very Serious Postmigration
Living Difficulties Reported by East African
Refugees (N � 52)

Item n %

Worry about family back home 29 55.1
Separation from family 22 41.8
Unable to return home in case of emergency 16 30.4
Poverty 16 30.4
Not being able to find work 14 26.6
Poor access to dentistry care 14 26.6
Little help with welfare from charities 14 26.6
Little government help with welfare 14 26.6
Poor access to counseling services 12 22.8
Worries about not getting treatment for

health problems 11 20.9
Poor access to long-term medical care 11 20.9
Delays in processing your application 11 20.9
Discrimination 10 19.0
Loneliness and boredom 10 19.0
Poor access to the foods you like 10 19.0
Bad job conditions 9 17.1
Communication difficulties 9 17.1
Poor access to emergency medical care 7 13.3
Isolation 7 13.3
No permission to work 6 11.4
Conflict with immigration officials 6 11.4
Fears of being sent home 6 11.4
Being in detention 5 9.5
Interviews by immigration 4 7.6

Table 4
Time in the United States Moderating the Relationship Between Depressive
Symptom Severity and Postmigration Living Difficulties

Step Variable b R2/�R2 p 95% CI

Controls Age �.02 .00 .80 [�.25, .19]
HTQ-R PTSD symptoms .05 .08 .86 [�.51, .61]

1 HSCL-25 Depression symptoms�� 1.62 .05 .01 [6.92, 36.12]
2 Time in United States �.04 .01 .93 [�.87, .79]
3 Depression � Time� .21 .09 .02 [.03, .39]

Note. CI � confidence interval; HTQ-R � Harvard Trauma Questionnaire–Revised;
PTSD � posttraumatic stress disorder; HSCL-25 � Hopkins Symptom Checklist-25. Age and
PTSD symptoms are entered as covariates.
� p � .05. �� p � .01.
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r � .41, p � .01, and feeling as though every-
thing is an effort, r � .40, p � .01. Aside from
poor appetite, these items all seem to represent
a demoralization component of depression that
is strongly related to PMLDs. In the moderation
analyses, depression had a direct effect on the
General Adaptational Stressors subscale after
controlling for age and PTSD symptoms. Time
in the United States significantly moderated this
relationship and explained an additional 8% of
model variance. The moderation was statisti-
cally significant at the mean, t(46) � 2.56, b �
.48, p � .01, and 1 SD above the mean, t(46) �
2.70, b � .84, p � .001. The Johnson-Neyman
analysis indicated that the moderation became
significant at approximately seven and a half
years of time in the United States, t(46) � 2.14,
b � .33, p � .04. The pattern of this relationship
mirrored findings from the overall PMLD scale
described above in that it plateaued at �15
years, t(46) � 2.71, b � .79, p � .008, and
remained a statistically significant moderator
through the longest duration of residence in the
United States (30 years), t(46) � 2.56, b �
1.72, p � .01. However, with discrimination

entered as a covariate, depressive symptoms did
not have a main effect on PMLD, t(46) � 1.10,
b � .15, p � .28, and time in the United States
did not moderate this relationship, t(46) � .30,
b � .01, p � .77.

Discussion

Refugees experience stressors associated
with their initial displacement, migration, and
the process of resettlement in host country. Pre-
vious research has indicated that a multitude of
factors influence postmigration living condi-
tions experienced by refugees (e.g., attitudes of
the host culture toward immigration; character-
istics of those acculturating group and its indi-
vidual representative; Berry & Kim, 1988; Wil-
liams & Berry, 1991). In an effort to better
understand the relationship between psycholog-
ical distress and postmigration psychosocial
stressors within a Muslim refugee sample, we
utilized archival data to evaluate the potential
moderating effect of duration of residency in the
host country. In the following paragraphs, we
will attempt to interpret our preliminary find-

Figure 1. Simple slopes of the moderator, duration of residency in the United States (in
years), at levels of the predictive relationship between depressive symptoms and postmigra-
tion living difficulties. See the online article for the color version of this figure.
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ings within the context of relevant theory while
identifying potential future directions in re-
search. Though our data were collected in 2010,
before the most recent rise in populist rhetoric
regarding immigration and asylum seeking in
the United States, we will also identify potential
implications of populist perspectives on the re-
sults of the study.

This was a correlation-based study that found
a number of notable associations. As shown in
Table 3, participants reported a wide range of
PMLD types spanning multiple life domains.
When considering correlations between postmi-
gration stressors and overall depression symp-
tom scores, a few themes emerge. At the item
level, in addition to correlations with other em-
ployment-related factors, “no permission to
work” had the strongest correlation with
HSCL-25 Depression subscale scores. This
finding is consistent with broader literature in-
dicating barriers to employment as an influen-
tial factor in refugee mental health (Posselt,
Eaton, Ferguson, Keegan, & Procter, 2018;
Wells, Steel, Abo-Hilal, Hassan, & Lawsin,
2016). Underemployment may place refugees at
risk for distress resulting from poverty, while
also reducing access to health care services
(Franks, Gawn, & Bowden, 2007). The employ-
ment items are part of the General Adaptational
Stressors subscale of the PMLD. With regard to
individual items from the HSCL-25 as corre-
lated with this PMLD subscale, the strongest
correlations were “worrying too much about
things,” “feeling as though everything is an
effort,” and “feelings of worthlessness.” Taken
together, these correlational results suggest that
symptoms associated with demoralization and
depressive rumination may be strongly associ-
ated with indicators of basic postresettlement
psychosocial precarity.

Consistent with the meta-analytic study of
Porter and Haslam (2005) that found greater
time between resettlement and data collection
positively correlated with mental health symp-
toms in refugees (median: 2 years), our findings
indicated a similar pattern in which we found
time since resettlement negatively correlated with
depressive symptoms when looking across the
entire sample. Although not statistically signifi-
cant, time negatively correlated with PTSD symp-
toms and PMLD. Such findings would seem to
indicate a pattern of improved mental health in
refugees as time elapses in a host country, but

further the interrelationships among these vari-
ables need to be further contextualized.

Our moderation analyses were intended to
provide additional context in the association
between depressive symptoms and PMLD. The
results indicated that depressive symptoms be-
came associated with PMLD after �7 years of
residence in the United States, even after con-
trolling for age and PTSD symptoms. That is,
depression symptoms were not significantly as-
sociated with increased PMLD for refugees who
had been in the United States for less than 7
years, but for refugees residing in the United
States for more than 7 years, increased depres-
sion symptoms were associated with increased
PMLD. This relationship was stronger for those
who had been in the United States for longer,
and although the strength of the relationship
began to plateau for those who had been in the
United States for 15 years or more, the relation-
ship remained significant at 30 years in the
United States. These findings are especially in-
teresting when considering the overall negative
correlations between symptoms and time in the
United States described above. Additional re-
search is needed to differentiate pathways and
trajectories in the relationship between depres-
sive symptoms and postmigration stressors over
time, while also further evaluating the potential
role of influential acculturative stressor such as
perceived discrimination.

Nineteen percent of our sample reported ex-
periencing moderately serious to very serious
difficulties with discrimination in the last 12
months As a result, we conducted exploratory
analyses to preliminarily investigate whether
our model remained significant after controlling
for discrimination. The relationship between de-
pression and PMLD became nonsignificant af-
ter removing the discrimination item from the
PMLD checklist and entering it as a covariate in
the model. Our ability to draw conclusions from
this finding is extremely limited, as we did not
conduct any analyses otherwise modeling dis-
crimination, and thus must be careful to not
overinterpret. However, revisiting the model
of acculturative stress presented by Berry and
colleagues (Berry & Kim, 1988; Williams &
Berry, 1991) in conjunction with more recent
literature on reactions to perceived discrimina-
tion and the findings of the current study, may
yield some important opportunities for future
research. The model of acculturative stress sug-
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gests that appraisals influence an individual’s
orientation to their personal sense of agency
over the acculturation process, while also pro-
viding valenced interpretations of their experi-
ences (e.g., change as opportunity vs. change as
threat). Moreover, Berry and colleagues de-
scribed appraisals and coping behaviors as per-
son-level characteristics influential to one’s ex-
perience of acculturative stress. In the context
of recent research indicating that exposure to
populist sentiments contributes to increased
perceived discrimination (Schmuck et al., 2017)
and disengagement from majority culture (Sal-
eem & Ramasubramanian, 2017), our prelimi-
nary findings raise further questions about the
potential consequences of populist sentiments
on refugee mental health and experiences of
discrimination.

Given that our data were collected in 2010,
future prospective studies will be needed to
directly explore those relationships within the
context of contemporary rises in populism.
However, we believe findings of the current
study have the potential to assist with future
hypothesis development. For example, one hy-
pothesis may be that populist messaging, par-
ticularly messages construed as negative toward
specific groups (e.g., Muslims; immigrants; ref-
ugees), activates negative appraisal systems
among some members of that group, which in
turn influences coping behaviors enacted in re-
sponse to the perceived acculturative stressor.
Considering the high base rate of depression
and other indicators of emotional distress
among refugees (Steel et al., 2009), a negative
feedback loop may be created between depres-
sive symptoms and acculturation stressors such
as discrimination. Such a conceptualization
would fit with behavioral models of depression
(Lejuez, Hopko, & Hopko, 2001). For example,
as indicated by the study by Schmuck and col-
leagues (2017), refugees experiencing depres-
sive symptomology may react to perceived dis-
crimination by disengaging from the host
society. For some refugees, the outcome of this
behavioral coping pattern may be a recursive
and self-sustaining negative loop between de-
pression symptoms and experiences of PMLD.

The ADAPT model (Silove, 2013) also pro-
vides a conceptual framework for further inter-
preting these findings within the broader refu-
gee experience and developing hypotheses for
future research, clinical practice, and policy de-

velopment. For example, reflecting on the
bonds/networks pillar specifically, Silove
(2013) argues that the loss of interpersonal and
social bonds disturbs the functioning of individ-
uals affected by persecution and trauma. Such
losses, when responded to maladaptively, may
result in preoccupation with the past and a
chronic grief reaction (Silove, 2013). Consider-
ing this pillar, it is possible that our finding that
depressive symptoms relate to PMLD reflects
an extended, complicated, and unresolved grief
process. Developing the hypothesis from the
previous paragraph a bit further, as accultura-
tive stress increases and opportunity for rein-
forcing experiences decreases due to disengage-
ment from host culture, internalized reflection
on the life and family left behind potentially
increases. This appears particularly plausible
given that worries about family back home,
separation from family, and concerns about be-
ing unable to return home in an emergency were
the most frequently endorsed items from the
PMLD checklist in this sample. Such an inter-
pretation would be consistent with previous ref-
ugee research showing that complicated grief
accounted for 31% of the variance in adverse
mental health outcomes (Craig, Sossou, Schnak,
& Essex, 2008).

Limitations

There are several limitations to note. First,
these data were collected in 2010 before the
most recent rise of right-wing populism in the
United States. From a conceptual standpoint,
even though many relevant challenges encoun-
tered by refugees have been longstanding, we
are unable to make inferences about the influ-
ence of the current political climate in the
United States. From a statistical standpoint, this
study is based on a secondary analysis of data
collected as part of a larger project primarily
focused on other variables. This partially ex-
plains the notable degree of missing data within
our sample for participants’ length of residence
in the United States, as 27 of 79 participants did
not answer this question. The small sample size
for our analyses was a secondary effect of this
missing data, thereby limiting our statistical
power as well as our ability to generalize these
findings. However, we did employ a bootstrap
resampling procedure in all analyses to address
this limitation, which has been demonstrated to
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mitigate some power limitations (Hayes, 2017;
Mooney & Duval, 1993). We recognize that our
approach has not fully mitigated statistical and
methodological challenges associated with
small sample sizes, but also acknowledge that
smaller sample sizes are common among refu-
gee mental health studies that utilize a commu-
nity-based sampling paradigm. Thus, our sam-
ple size is consistent with many previously
published studies into refugee mental health but
represents a notable limitation nonetheless.

Generalizability is also limited because
cross-sectional design of this study. Therefore,
the conclusions we are able to draw from this
study are limited, especially when investigating
length of residence in the United States as a
primary variable of interest. Our use of time as
a moderating variable is also a conceptual lim-
itation, as there is distinct ambiguity as to what
refugees within this sample may have experi-
enced throughout their time in the United
States. It may be that length of residence in the
United States is serving as a proxy for other
influential factors such as increased opportuni-
ties to experience acculturative challenges,
postmigration challenges more broadly, or other
psychosocial experiences. Therefore, we cannot
conclude that length of residence itself is a
determinant factor in the relationship between
depression symptoms and PMLD. Longitudinal
data and analyses are needed to truly delineate
the role of length of residence in the United
States, and it seems imperative to also extricate
the longitudinal influences of discrimination,
acculturation, and related constructs on postmi-
gration stress. We did not collect data on these
constructs. Although our post hoc analyses
paint a coarse picture of the influence of dis-
crimination, we can only provide hypotheses for
future consideration until these constructs are
explicitly measured and investigated in relation
to depression and postmigration stress.

Conclusion

Within the United States, there has been a
dramatic rise in populist sentiments arguing to
reduce immigration and providing asylum to
those seeking refuge and asylum, and the ten-
dency of some populist paradigms to emphasize
difference and otherness has been readily appar-
ent in recent political rhetoric (Bäärnhielm et
al., 2017; Jacobs, 2016; Kopan, 2015). Recent

studies have evaluated the effects of that type of
messaging and found that these populist senti-
ments may be associated with increases in per-
ceived discrimination among Muslims. Though
our data were collected before the recent in-
crease in populist rhetoric, the current study
provides a novel perspective on the potentially
mutual influence between depressive symptoms
and PMLD to be considered in reference to
prominent populist principles. These data con-
tribute a call to action for the promotion of
humane policies and practices regarding recep-
tion and investment in the sustained well-being
of displaced populations. The Universal Decla-
ration of Universal Human Rights (United Na-
tions, 1948) states that “[E]veryone has the right
to a standard of living adequate for the health of
himself and of his family, including food, cloth-
ing, housing and medical care and necessary
social services.” Muslim refugees are at partic-
ular risk for marginalization, and there is need
for further investigation into the effectiveness of
programs that attempt to promote healing by
integrating evidence-based principles into cul-
turally accessible formats (Zoellner et al., 2018).
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