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Abstract
The Nordic welfare model is often used as an example for the promotion of health and wellbeing, even in vulnerable groups 
of children, such as refugees. Nonetheless, there are no published reviews on resilience and/or risk and protective factors for 
physical and mental health among refugee children living in Nordic countries. In this systematic review, we identified 5181 
studies on the topic, screened titles, and abstracts, viewed 632, and finally included 26 studies. These studies described 18 
samples with a total of 34,080 individuals ranging in ages 0–18 years. Overall, the studies were of good quality. Nearly all 
studies assessed adversity. Six studies reported physical health outcomes and all studies mental health outcomes, most often 
post-traumatic stress disorder and anxiety. None explicitly studied resilience. While we found that age and sex are the most 
frequently studied  risk- and protective factors, findings are inconclusive, since the direction of the associations was different 
in the different studies. This systematic review indicates that there is still a need for well-designed and -powered studies using 
clear definitions of key study concepts to examine health outcomes and resilience among refugee children in Nordic countries.
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Background

According to the United Nations, over 80 million people are 
displaced, and about half of them are minors. The population 
is heterogeneous and includes asylum-seekers and refugees 
fleeing with or without their families. Reasons to flee include 
acute threats, such as war and conflicts, violation of human 
rights, famine, and political instability [71].

The migrant flows in the Nordic Region have changed 
dramatically during the past decades from primarily intra-
Nordic work-related migration to an influx of asylum-seekers 

from different parts of the world [36]. During the refugee 
crisis in 2015, Nordic countries, especially Sweden, received 
many asylum applications per capita compared to many 
other European countries. Among the Nordic countries, 
Sweden used to stand out as a country with an inclusive 
immigration policy, but this has been restricted in the past 
years [69]. Children make up 25–35% of refugees and come 
to the Nordic region as quota refugees or by other means 
[63]. From 2006 to 2018 asylum was granted in Nordic 
countries to approximately 400,000 refugees, mainly com-
ing from Afghanistan, Iran, Iraq, Somalia, other African 
countries, and Syria [63]. Most of the refugees have settled 
in Sweden [63].

Exposure to adversity and negative 
health‑related consequences

Forced migration is characterized by its complexity. It 
often involves moves between different countries, camps, 
and accommodations. Experiences range from relatively 
straightforward routes to travels between countries, longer 
stays in camps, and sometimes being dependent on smug-
glers. Refugee children may experience many types of 
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adversities at one or more stages of the migration process: 
in their countries of origin, on the move, and in the country 
of resettlement [34]. Adversities include violence and other 
factors in the child’s environment that can undermine a sense 
of safety, stability, and bonding.

Exposure to negative experiences is common among refu-
gee children. Studies indicate high rates of child labor [24], 
financial problems [31], poor access to nutrition [17], and 
a high prevalence of physical (9–65%) and sexual (5–20%) 
violence among migrant children in general [34]. However, 
these numbers should be interpreted with caution, since 
high-quality data is lacking [34].

The effects of exposure to adverse events are well docu-
mented [19, 21], and include poor mental health, physical 
health problems [21, 26], and later exposure to violence [77]. 
A recent meta-analysis estimated a prevalence of 22.71% for 
post-traumatic stress disorder (PTSD), 13.81% for depres-
sion, and 15.77% for anxiety disorders among refugee and 
asylum-seeking children worldwide in 2003–2018 [11]. In 
comparison with non-refugee children, both in the countries 
of origin and resettlement, these numbers stand out as high 
[11]. A recent systematic review on risk and protective fac-
tors for mental health concluded that no or low exposure to 
violence, stable settlement, and social support are associ-
ated with better outcomes in the country of settlement [18]. 
None of these systematic reviews have focused on Nordic 
countries.

Apart from mental health problems, refugee children have 
considerable physical health needs on arrival in reception 
countries. A recent systematic review [5] found high preva-
lence rates of hematological conditions, such as anemia and 
different infections, such as chronic hepatitis B and latent 
tuberculosis. In addition, vitamin D deficiency and other 
nutrition-related problems, as well as oral health problems, 
are common. For example, the European Association of 
Paediatrics and the European Commission have developed 
guidelines for providing medical care to refugee children 
entering European countries [16, 61]. According to these 
guidelines, health assessments should be based on individ-
ual needs depending on conditions before, under, and after 
displacement.

Resilience

As of today, migrant studies have focused on adversity and 
mental health problems [8], although it is known that some 
individuals can adapt and integrate into the new environ-
ment despite significant adversities [56, 57]. This ability to 
prosper after adversities, often referred to as resilience, has 

received increasing empirical attention [41–43]. However, 
there is no consensus on its definition [67]. The concept has 
evolved from an early emphasis on a positive outcome in 
the individual, such as the absence of mental health prob-
lems, to a contemporary conceptualization of resilience as 
“the capacity of a system to adapt successfully to distur-
bances that threaten the viability, function, or development 
of the system” [41, 42]. Still, exposure to adversity and an 
adaptation or positive outcome are the core components of 
resilience [67].

Resilience-related outcomes studied among child refu-
gees include self-efficacy, self-esteem, and quality of life 
[40]. Furthermore, these outcomes are associated with 
young age, maintenance of cultural identity, social sup-
port, sense of belonging, safety, and innovative social care 
service [40]. This emphasizes the importance of focusing 
on the child’s physical and social ecology when trying to 
unfold resilience and ways to facilitate health and wellbe-
ing despite adverse experiences [72]. At the same time, 
more stringent studies on resilience-related factors, i.e., 
stable trait-like characteristics or predispositions, resilience 
process, and resilient outcomes, are warranted to under-
stand the complex and dynamic interplay between different 
factors and circumstances upon experiences with adversity 
[35].

Nordic welfare societies, refugee health, 
and resilience

The countries in the Nordic region have similar societal 
structures and cultural and historical backgrounds. The 
Nordic welfare model, a unique combination of market 
economy, social benefits, and high quality of life [70], is 
often used as an example of promoting health and redis-
tributing wealth. All Nordic countries have health recep-
tion policies that consider both physical and mental health 
among arriving refugees [63]. Regarding national policies, 
refugee children have the same access to welfare meas-
ures, including access to health care, education, and social 
services [22, 63]. However, Denmark, compared to other 
Nordic countries, has more restrictive policies related to 
financial support, family reunification, and the possibil-
ity of acquiring citizenship according to the EU Migra-
tion Policy Index [9, 63]. In addition, asylum seekers in 
Denmark are excluded from entitlements to upper second-
ary school, and there is no national legislation to ensure 
refugee children equal health care services compared to 
resident children [63].
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A recent report has pointed out several inequalities 
between refugees and the native-born population across 
the Nordic region in education achievement and health, 
with unaccompanied refugee minors having greater inequali-
ties in comparison to accompanied minors [63]. In line with 
this, the general aim of this systematic review is to elucidate 
knowledge about resilience and risk and protective factors 
for mental and physical health among refugee children living 
in Nordic countries. This knowledge could be used to tailor 
measures and investments in efforts to tackle health-related 
inequalities as well as to promote healthy development and 
resilience in refugee children.

Methods

Design

Reporting follows the preferred reporting items systematic 
reviews and meta-analysis (PRISMA) guidelines [46]. The 
protocol was submitted for registration in Prospero on Sep-
tember 30, 2019, and registered on July 10, 2020.

Eligibility criteria

The study population was child refugees (i.e., asylum seek-
ers, refugees, family migrants, quota refugees, undocu-
mented; mean age of the study population was 18 years or 
younger) residing in a Nordic country (Denmark, Finland, 
Norway, Sweden, and Iceland). The outcomes of interest 
were quantitative measures related to physical and mental 
health (e.g., symptoms and diagnoses), health-related out-
comes (e.g., adaptation, recovery, and adjustment), risk and 
protective factors (e.g., age, sex, and exposure to adversity), 
and resilience (e.g., sense of coherence, post-traumatic 
growth, and self-management). Risk and protective factors 
were defined based on the following criteria: a) there was 
an association between an exposure and outcome, b) risk 
and protective factor occurred before the outcome, c) a clear 
reason was stated for a factor to be considered a risk or pro-
tective factor.

Qualitative studies, case reports, studies with very small 
participant numbers (n < 10), discussion papers, commen-
taries, editorials, letters, book chapters, conference papers, 
books, doctoral theses, and dissertations were excluded. 
Studies had to be published in English, Swedish, Norwegian, 
Danish, Finnish, or Icelandic language journals.

Literature search

The data search was conducted in September 2019 and 
December 2021. The used databases were PubMed, Scopus, 
PsychINFO, Web of Science, CINAHL ERIC, Libris, and 

Cochrane. The search strategy is presented in Appendix 1. In 
total, 5181 articles were identified via database search. The 
initial search was supplemented by a manual search of refer-
ence lists of included reports, relevant books, and reviews on 
the subject and using forward and backward citations. This 
yielded one additional report.

Study selection

After removing duplicates, 3418 records were screened at 
the title and abstract level by EM and KP independently 
from each other. At this stage, 2786 studies were excluded, 
and the remaining 632 studies were selected for further read-
ing in full text (EM and KP). Subsequently, 606 articles were 
excluded, because they did not fulfill the inclusion criteria: 
(1) migrant status (i.e., asylum seekers, refugees, family 
migrants, quota refugees, undocumented) clearly defined; 
(2) study sample consists of migrants residing in a Nordic 
country; (3) study population consists of individuals with 
mean age max 18 years; (4) study reports outcome data on 
health or health-related factors; and (5) study reports data on 
risk or protective factors or resilience. All conflicts in inclu-
sion/exclusion were resolved through discussion between 
EM, KP, NS, FF, and LK. Causes for exclusion were docu-
mented for each study. LK and FF controlled all included 
and excluded studies. An overview of the inclusion process 
and reasons for exclusion is shown in the flow chart (Fig. 1). 
A list of excluded publications can be requested from the 
corresponding author.

Study quality and risk for bias

The quality assessment was performed by EM and KP 
independent from each other using the Standard Quality 
Assessment Criteria for Evaluating Primary Research Papers 
“QualSyst”. The checklist consists of 14 items that are 
scored as 0 (No), 1 (Partial), 2 (Yes), or not available (n/a) 
[38]. (1) Is the question/objective sufficiently described?; 
(2) Is the study design evident and appropriate?; (3) Is the 
method of subject/comparison group selection or source of 
information/input variables described and appropriate?; (4) 
Are the subject (and comparison group, if applicable) char-
acteristics sufficiently described?; (5) If the interventional 
and random allocation was possible, was it described?; (6) 
If the interventional and blinding of investigators was pos-
sible, was it reported?; (7) If the interventional and blinding 
of subjects was possible, was it reported?; (8) Is/are the out-
come and (if applicable) exposure measures(s) well defined 
and robust to measurement/misclassification bias?, Are the 
means of assessment reported?; (9) Is the sample size appro-
priate?; (10) Are the analytic methods described/justified 
and appropriate?; (11) Is some estimate of variance reported 
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for the main results?; (12) Are the results controlled for con-
founding?; (13) Are the results reported in sufficient detail?; 
(14) Do the conclusions support the results?.

A summary score (range 0–1) was calculated for each 
study by summing the total score obtained across relevant 
items and dividing the total possible score (i.e., 28—(num-
ber of “n/a” × 2)). Studies were categorized based on the 
summary score as follows: strong study (score of > 0.80), 
good study (0.71–0.79), adequate study (0.50–0.70), and 
limited study (< 0.50). The inter-rater reliability, based on 
10% of randomly selected studies, was ICC = 0.92 for the 
total score, indicating excellent inter-rater reliability [39]. 
Differences between ratings  were discussed to reach an 
agreement. Overall, the studies were of good quality, with 
an average summary score of 0.83 (range 0.55–1.0). 24 out 
of 26 (85%) included studies scored 0.71 and above, indicat-
ing a good or strong study.

Ethical considerations

13 out of 26 (50%) studies did not report ethical approval. 
This could be explained by the fact that no ethical approval 

is needed for register studies in Denmark (n = 2) and that 
several studies from Sweden (n = 8) were conducted before 
the legislation on ethical approval was enacted in 2004. 
There is a surprisingly low drop-out rate and data loss, 
which is sparsely discussed in the studies.

Data extraction and data items

Data extraction was performed by EM, KP, and NS with 
subsequent review by LK and FF. From each selected study, 
the following information on the study type and population 
was extracted: study origin, study design, data collection 
year(s), sample size, age (mean age and range), % females, 
response rate, migrant status, country/countries of origin 
of the migrants, and ethical approval. For the analysis of 
health-related outcomes and risk and protective factors, the 
following information was extracted: physical and mental 
health as well as other health-related outcomes, risk and 
protective factors, resilience outcome, used instrument, and 
type of informant. In addition, data on exposures to adver-
sity, stressful life events, and/or violence was extracted.

Fig. 1  PRISMA 2009 Flow 
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Results

Table 1 summarizes the included 26 studies that described 
18 samples and were published between 1991 and 2021. 
The studies covered 34,080 participants and represented all 
Nordic countries except Iceland: Sweden (n = 13), Denmark 
(n = 9), Norway (n = 3), Finland (n = 1). The time of data 
collection ranged from directly at arrival to 9 years (follow-
up) and was done between 1986 and 2019. 17 studies had 
a cross-sectional design, and the rest were follow-up and 
cohort studies. The largest sample size was in a Danish reg-
ister study (n = 16,464). 12 studies (46.2%) had sample sizes 
below 100 (range n = 29–99).

The children (n = 34,080) were between 0 and 18 years. 
Five studies (19.2%) focused on unaccompanied minors and 
the remaining 21 on refugees and/or asylum-seeking chil-
dren. In six studies (23.1%), the migrant country of origin 
was limited to one (Bosnia-Herzegovina, Chile, Iran, Kosovo, 
or former Yugoslavia), whereas the other studies included par-
ticipants from several countries and continents (Asia, Africa, 
Europe, South America).

In the following, we describe the reported health, 
resilience,and other outcomes (Table 1) from the included 
26 studies. Analysis of risk and protective factors for mental 
and physical health including exposure to adversity, stressful 
life events, and/or violence are shown in Table 2 and Table 3. 
For this purpose, risk and protective factors have been classi-
fied based on the content in the individual, family as well as 
community, and society level factors following the ecological 
system theory and other systematic reviews into the topic [12, 
18,31,55].

Outcomes

Health‑related outcomes

As shown in Table 1, most of the data on health-related out-
comes focused on physical and mental health and were col-
lected from the parents. Only one study reported on health 
care utilization and one study on health-related quality of life. 
Several studies (38.5%) did not use any standardized instru-
ments, and only a few studies have used register data.

Six (23.1%) studies reported data on physical health out-
comes, such as poor appetite, recurrent abdominal pain, enu-
resis, parasitic infections, headache, poor appetite, or conso-
lation eating [1,4, 14, 15, 27–29]. These studies are mainly 
Swedish, focusing on refugees who arrived from Balkan, the 
Middle East, and Chile at the end of the 1980s.

All studies reported mental health outcomes, most com-
monly PTSD, anxiety, and depression. Prevalence of depres-
sion ranged from 2 to 45%, PTSD from 2.9 to 76.4%, and 
anxiety from 5-69%. Other commonly reported mental 

health outcomes were sleep disorders (prevalence range 5.4-
75%) and behavioral problems (prevalence range 2.2-25%). 
Almqvist and Broberg found that 26% of the children in their 
study had good emotional well-being at the first timepoint 
and 38% at the second 2.5 years later [3]. In another study by 
Hjern, Angel and Jeppson, more than half of the children in 
the sample had no mental health problem at baseline (54%) 
or 17–19 month follow-up (56%), and the number was even 
higher after 6–7 years (78%) [27] [29]. It is, however, worth 
noticing that there might be an erratum in prevalence, since 
different figures are given in articles [29] and [27].

One Swedish study [7] investigated psychiatric care uti-
lization and showed that the use of psychiatric care among 
asylum seekers was higher than in those who settled in fam-
ily reunification. Another study found that refugee minors 
in Sweden had a higher health-related quality of life than a 
European comparison group on two dimensions, relation to 
parents and autonomy and school environment. However, the 
opposite was seen for psychological wellbeing, and social 
support [65].

Resilience

None of the identified studies explicitly investigated resil-
ience and/or related factors following any of the current defi-
nitions or conceptualizations.

The individual risk or protective factors

Age, sex, and socioeconomic status

As shown in Table 3, 15 studies examined the association 
between age (at the time of the study) and health outcomes 
among refugee children with mixed results. Many studies 
did not show any associations between age and mental health 
[3, 4, 23, 29, 32, 58, 64, 76]. Other studies showed mixed 
results. For example, a Danish study by Abdalla and Elklit 
of refugee children from Kosovo [1] found that older age was 
associated with more symptoms of PTSD, anxiety, nervous-
ness, and headache, but with fewer symptoms of enuresis 
and problems with eating, compared to a younger age. Simi-
larly, a Danish study by Montgomery and Foldspang [50] 
found that older age was associated with a higher likelihood 
of developing internalizing symptoms. In contrast, in a Finn-
ish study [66] younger age was associated with a higher risk 
of behavioral problems (OR 4.1; 95% CI 1.1–15.0), similar 
to a Danish study finding that higher age at the follow-up 
to the baseline assessment was negatively associated with 
externalizing symptoms  [48].

16 studies investigated the association between sex and 
health outcomes. Most of the articles included in this review 
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report no association between sex and health among refugee 
children [1] [4] [27] [33] [66] [76] [23] [6]. In the few stud-
ies that found an association, the results were inconclusive. 
Some stated that the female sex was negatively associated 
with symptoms or contact with psychiatry [15] [3], and oth-
ers showed mixed results. For example, Nielsen et al. [53] 
found that boys, compared to girls, had more mental health 
problems in teachers’ responses, but not in self-reports. In 
contrast, Montgomery found that males were less likely to 
have symptoms of internalizing behaviors [48].

Nine studies investigated the association of socioeco-
nomic status (SES) between health outcomes using differ-
ent SES indicators, such as parental education level, being 
poor, starvation, self-rated SES, housing type, or disposable 
income. The results are inconclusive. Two of the studies 
reported no associations [33, 6]. One study investigated 
being poor and self-rated SES and found that higher SES or 
not being poor was related to less dissociation in the newly 
arrived, but the opposite was seen for the settled students. 
No association was found to symptoms of PTSD [23]. A 
Danish study by Montgomery and Foldspang [52] found 
that length of father’s education predicted sleep disturbances 
(risk increased by year; OR 1.1; 95% CI not reported) in the 
child. In the same study, but another paper [48], the greater 
duration (years) of a mother’s education in the home country 
was associated with reduced externalizing and internaliz-
ing behavior in the offspring. In addition, the length of the 
father's education (in years) increased the likelihood of being 
adapted [49]. Finally, the type of housing was studied in one 
Swedish study, but no association was found to symptoms 
of PTSD [58].

Exposure to adversity

18 studies reported exposure to stressful life events or vio-
lence except the migration (Table 3). Almost all studies 
examined the association between exposure to some adver-
sity and health. Most of these found a positive association 
between exposure to adversity and mental ill-health [2] [3] 
[28] [29] [27] [51] [49] [48] [76]. For example, a Danish 
study by Abdalla and Eklit [1] found an association between 
levels of exposure to violence and higher prevalence of out-
comes, such as anxiety, depression, psychosomatic symp-
toms, nervousness, PTSD, regression, and behavioral prob-
lems, with exception of school- and eating problems and 
headache. Similarly, a Norwegian study by Jensen et al. [32] 
found that exposure to adversity was related to all internal-
izing symptoms, but not to externalizing symptoms. In the 
follow-up of the same study, a change in exposure to stress-
ful life events also successfully predicted a symptom change 
in PTSD [33]. However, some other studies failed to find 
statistically significant associations [23] [51] [66].
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There were also four studies investigating experiences of 
loss and separation. For example, a Danish study by Abdalla 
and Elklit [1] found an association between the number of 
people that the child has been separated from and symp-
toms of depression, PTSD, regressive symptoms, and con-
duct problems. In another Swedish study by Hjern, Jeppson 
and Angel [29] separations were associated with mental 
health problems at 4–6 and 17–19 months after arrival. On 
the contrary, there was no significant difference in mental 
health problems between male unaccompanied minors who 
lost one or both parents and those whose parents were still 
alive in the Verliet et al. study [76]. Similarly, a Finnish 
study by Sourander [66] found no association between loss 
and symptoms of behavior problems.

One study investigated if physiological or psychological 
vulnerability, or delayed development in the child before the 
experience of war, was associated with later changes in men-
tal well-being [3]. The results indicated better well-being for 
those with no vulnerability before exposure.

Asylum status and refugee journey

Five studies investigated if refugee status is associated with 
health-related outcomes with mixed results. For example, 
Solberg et al. [65] and Sarkadi et al. [59] found some asso-
ciations, whereas in another study, being unaccompanied 
was not associated with PTSD and dissociation [23]. Berg 
et al. [7] found that children who had received residency 
after an asylum application had a higher incidence of PTSD 
compared to those who had grounds of family reunification 
(47.5 vs. 20.0%; p < 0.001). In addition, the number of health 
care visits among asylum seekers was higher than among 
those who arrived in Sweden due to family reunification.

Eight studies investigated temporal aspects of the refugee 
journey and resettlement. Two studies assessed the duration 
of the refugee journey and health outcomes with no associa-
tions [58] [66]. Findings concerning time in the country of 
resettlement are inconclusive. For example, a Danish study 
by Abdalla and Elklit [1], found that a long time as a refu-
gee was positively correlated with depression, aggression, 
nervousness, and psychosomatic problems. On the contrary, 
Angel, Hjern and Ingelby [4] found no association between 
time in Sweden and total problems, generalized anxiety, or 
phobic and depressive symptoms. Jensen et al. [32] found 
no association between time in Norway and mental health 
problems. Similarly, the follow-up 1.9 years later [33] found 
that length of stay did not predict changes in symptoms of 
anxiety, depression, or externalizing symptoms. A study on 
Danish school children [53] found that children who have 
been asylum seekers for more than one  year have a five 
times higher risk of developing mental health problems 
measured by SDQ (OR 5.5; 95% CI 1.8–16.3).
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The family level risk or protective factors

Six studies investigated associations between parental 
experiences of adversity and health-related outcomes in the 
child with mixed results. For example, in a Swedish study 
by Almqvist and Broberg 1999 [3], parental exposure to 
adversity was associated with worse social adjustment in 
the child, but not with mental health problems. In a Danish 
study by Montgomery and Foldspang [52], mothers´ expe-
rience of torture (OR 2.4; 95% CI not reported), or one or 
both parent’s having experienced torture (OR 2.3; 95% CI 
not reported), increased the risk for sleep-disturbances in 
the child. Grandparents' violent death before the child was 
born was associated with a threefold increased risk of sleep 
disturbances in the child (OR 3.3; 95% CI not reported). 
Another paper by the same authors from the same study 
sample [51], found that having a tortured parent increased 
the risk for anxiety in children with a residence permit (OR 
2.1; 95% CI 1.1–3.9) but found no significant association for 
those without a residence permit.

A Danish study by Back Nielsen et al. [6] investigated 
the association between parental PTSD and later psychiat-
ric contact in their offspring. They found a statistically sig-
nificantly increased risk among children exposed to parental 
PTSD of any psychiatric contact in childhood compared to 
refugee children without exposure to parental PTSD. There 
was a heightened risk among children with maternal PTSD 
(HR 1.62; 95% CI 1.20–2.07, p = 0.00), paternal PTSD (HR 
1.50; 95% CI 1.20–1.90, p = 0.00), and PTSD in both parents 
with the highest risk when both parents were affected (HR 
1.80; 95% CI 1.34–2.66, p = 0.00).

Community and societal level risk 
or protective factors

11 studies assessed the role played by geographical origin, 
ethnicity, or nationality. Most of the studies found no sig-
nificant association for geographical origin [29] [32] [50] 
[66] [58]. On the other hand, for example, a Swedish study 
by Angel, Hjern and Ingleby investigated the association 
between geographical origin and mental health [4]. They 
found that children from other cities than Sarajevo in a Bos-
nian sample scored higher on behavior problems and war 
preoccupation than children from Sarajevo. In a Danish 
study [6] refugee children from the Middle East and Cen-
tral Europe (HR 1.42, 95% CI 1.15–1.75) and sub-Saharan 
Africa (HR 1.41, 95% CI 1.05–1.90) were more likely to 
have psychiatric contact than refugee children from Eastern 
Europe and Central Africa. In a Danish study by Montgom-
ery and Foldspang, children with Kurdish ethnicity com-
pared to other Middle Eastern ethnicities were almost twice 

as likely (OR 1.8, 95% CI not reported) to have sleep dis-
turbances [52]. Also, Solberg et al. found that being from 
Afghanistan is associated with worse well-being compared 
to being from Syria and Iraq [66].

Religion was investigated in a study by Montgomery 
reporting that religion was associated with fewer symptoms 
of internalizing symptoms [48]. On the contrary, no asso-
ciation was found in the second paper on the same study 
sample  [50].

Discussion

This is the first systematic review on resilience and risk 
and protective factors for mental and physical health and 
health-related outcomes among refugee children living in 
Nordic countries. In sum, the identified 26 studies on the 
topic included 34,080 participants from all Nordic countries 
except for Iceland. Most of the studies had a heterogene-
ous study population consisting of refugees from differ-
ent countries and/or continents. Data on health outcomes 
were mainly collected from parents, and nearly 40% of the 
studies did not use standardized instruments. Six out of 26 
studies reported physical health outcomes, mainly as fre-
quencies and focusing on psychosomatic symptoms, such 
as headache, poor appetite, eating problems, and recurrent 
abdominal pain. On the other hand, all 26 studies showed 
data on mental health outcomes, focusing mainly on depres-
sion, anxiety, and PTSD. Notably, no study reported any 
data on resilience-related factors and/or outcomes. The most 
frequently studied risk and protective factors were age, sex, 
and exposure to adversity, including loss/separation.

The included studies showed associations between adver-
sity, such as exposure to violence, experiences of war and 
persecution as well as losses and separations, and different 
mental health problems. In addition, parental mental health 
problems and parental exposure to adversity were identified 
as risk factors. Most of the studies found no association for 
age and sex, and mixed results were found in the rest of the 
studies. Other investigated risk and protective factors, such 
as socioeconomic status, refugee status, time in the country 
of resettlement, and religion, showed inconclusive findings.

The refugee children in Nordic studies included both 
unaccompanied and accompanied minors. In this system-
atic review, we used a strict definition of the target popula-
tion. However, one fundamental problem in the field is the 
lack of stringent use of a common definition for migrant and 
refugee children [73]. In line with this, we noticed that in 
Nordic studies, first- and second-generation immigrants are 
often merged in analyses. Children in some excluded studies 
are also called refugees or migrants even though they are 
citizens and were born in a Nordic country. Future studies 
should pay more attention to clearly defining and describing 
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the populations of interest. In addition, more nuanced anal-
yses regarding different groups of migrants and refugees 
should be performed to catch the heterogeneity in detail.

Most of the studies in this systematic review used symp-
toms or symptom clusters such as internalizing and external-
izing mental problems as outcomes instead of established 
diagnoses. This is in line with the methodology found in the 
previous [30, 37, 55] systematic reviews on refugee mental 
health in non-Nordic populations. In the Nordic studies, the 
prevalence of reported mental health problems varied con-
siderably. For example, the prevalence of depression ranged 
from 2 to 45%, PTSD from 2.9 to 76.4%, and anxiety from 5 
to 69%. Similar variable results have been obtained in other 
systematic reviews [37], whereas those with strict inclu-
sion criteria for diagnosing mental health problems show 
less divergent figures [10]. In addition, differences in study 
populations and contexts, source of information, and chosen 
methods might explain the variation as suggested in previous 
systematic reviews focusing on violence against children in 
migration [34].

Notably, only two studies reported data on broader health-
related outcomes such as health care utilization and health-
related quality of life that is known to be associated with 
mental distress in refugees [74]. In addition, the lack of stud-
ies on physical health among refugee children is problematic 
with the known overrepresentation of various health issues 
[5] upon arrival to receiving countries and existing guide-
lines with a recommendation for  targeted health assess-
ments. However, several reported findings related to health 
outcomes in the Nordic studies seem to align with typical 
development in children. For example, most children grow 
out of enuresis over time or become less dependent on their 
parents. Since there is no comparison to the expected devel-
opment of children in these studies, it is uncertain if the find-
ings reflect a risk for refugee children—or just normal devel-
opment in children. In addition, it remains unclear whether 
refugee children differ from children in general or if the 
findings simply reflect known sex differences in children’s 
and adolescents´ mental health [20, 68, 75, 78]. This also 
reflects a general problem in the reviewed studies: a lack of 
theoretical reasoning explaining how and why the research 
questions are relevant for the population of migrant and 
refugee children. For example, when the research question 
concerns associations already established among children 
in general, the reason why it’s relevant to study these ques-
tions among migrant children and a rationale for expected 
deviations from the normative development should be stated. 
In addition, more stringent, and nuanced reporting and dis-
cussion on effects in terms of strengths, and practical or 
clinical significance, rather than only statistical significance 
is warranted.

The Nordic studies have investigated many different risk 
and protective factors for health. The studied factors, for 

example, age, sex, exposure to adversity/violence, time 
since displacement as well as parental mental health and 
education, are similar to those studied in non-Nordic popu-
lations [55, 60] including displaced and refugee children 
resettled in low-income and middle-income countries. The 
reported risk and protective factors were mostly on an indi-
vidual level, age and sex are among the most studied factors. 
A recent systematic review on gender differences in mental 
health among unaccompanied refugee minors indicates that 
the female gender is associated with higher vulnerability 
towards certain mental health problems, such as depres-
sion  [47]. This data suggests that a closer analysis of age-
related gender differences in various mental health outcomes 
among refugee children residing in the Nordic region may 
be warranted.

Along with age and sex, exposure to adversity was inves-
tigated in many Nordic studies. However, the definition of 
adversity differed between the studies. Most frequently, 
adversity was defined as exposure to violence and/or war 
experience, and several types of exposures are reported 
(Table 2). However, in some of the included studies, being 
a refugee or asylum seeker is itself considered adversity. 
However, this assumption is not scientifically tested nor 
discussed in any article. Thus, the relative contribution 
of being a refugee on top of the adverse events that some 
children experience is unclear. Should the migrant status be 
considered as exposure, a risk factor, or does it moderate or 
mediate different outcomes? Could it be a protective factor 
in some circumstances? We agree with other researchers 
who have emphasized a need for larger conceptual clarity 
regarding adversity in general [34] and adversities connected 
to being in migration [44, 45] specifically.

In this systematic review, we applied a strict definition 
of risk and protective factors. We required an association 
between an exposure and outcome, that risk and protective 
factor occurred before the outcome, and that there was a 
clear reason why a factor should be considered as a risk or 
protective factor. Due to the strict definition, many putative 
community and social level risk and protective factors such 
as social support and school attendance were excluded. None 
of the included community or social risk and protector fac-
tors was specifically connected to the Nordic welfare setting. 
Identifying risk and protection factors on a societal level is 
important to tailor interventions in society to promote health 
among refugee children, as recently pointed out in a system-
atic review by Höhne et al. [31].

No studies on resilience were identified, even if the con-
cept is well-known, widely used, and to some extent covered 
in systematic reviews on refugees [40]. One of the explaining 
factors might be the lack of a clear definition of the concept 
of resilience. In recent years, resilience research has moved 
from a focus on the individual child to processes and envi-
ronments [72]. This is not reflected in the reviewed articles, 
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where the focus mainly is on the individual child. There is 
also a lack of longitudinal studies that could address the 
temporal aspects of resilience and the interplay of different 
factors over time [13, 35]. One could assume that arriving 
in a host country with the social benefits that Nordic coun-
tries have for children, such as subsidized child-care and 
free health care, should foster resilience, compared to other 
countries without a welfare system. It is still not clear how 
much the societal system contributes to resilience. Besides 
the welfare system, many other societal factors could con-
tribute to refugee children's health and ill-health, for exam-
ple, the amount of racism in the general population, tempo-
rary resident permits, and segregation both in schools and in 
residential areas. These factors are not necessarily better in 
Nordic countries compared to other western countries. Fur-
ther studies on resilience and its promotion are warranted.

Strengths and limitations

The main strength of this study is the synthesis of data from 
Nordic studies on health outcomes, resilience, as well as 
risk and protective factors. Adherence to PRISMA stand-
ards [46] allows rigorous methodology, complemented with 
AMSTAR analysis of reliability, validity, and quality of the 
report [62]. Another strength is the use of a clear defini-
tion of risk and protective factors. Defining these factors is 
currently not standard and might lead to confusion, since 
many of the proposed risk and protective factors could be 
outcomes.

Nevertheless, this study has several limitations. The anal-
ysis focuses only on studies conducted in high-income Nor-
dic countries, which limits the generalizability to low- and 
middle-income settings. The cross-sectional study design 
used in several studies is a major limitation in the identi-
fication of risk and protective factors that could have been 
relevant for outcomes over time. In addition, the causality of 
the predictive factors identified in this type of study should 
be taken with caution. Longitudinal follow-up studies might 
have been more informative but due to the restriction of the 
analysis to individuals 18 years or younger, some studies that 
followed children into adulthood were excluded.

The included studies vary considerably in design, sam-
ples sizes, and origin of the participating refugee chil-
dren. In addition, the use of parental reports as the main 
data source, non-validated instruments, and heterogeneity 
of reported outcomes limit conclusions that can be drawn 
from this study. The limitations in design and statistical 
methods might be explained by the fact that most of the 
studies are old. The data did not allow any meta-analysis, 
because the study designs and data were very diverse. In 
addition, the results were not always presented very pre-
cisely. The lack of meta-analysis limits the ability to draw 

definitive conclusions. Several well-powered studies using 
clear definitions, same or similar data collection instruments, 
and outcomes are required for future meta-analysis [25].

A more detailed reporting on risk and protective factors 
on the level of association between a factor and outcome, a 
risk that occurred before the outcome, and a stated logical 
reason for a factor to be considered as a risk or protective 
factor would have increased the quality of many studies. To 
compensate for limits in reporting, a secondary assessment 
of factors was done based on the mentioned criteria. This 
resulted in the exclusion of several reported factors (Table 3) 
that might still play a role in health outcomes. Yet another 
limitation is the predominant focus on risk factors and nega-
tive health outcomes. No studies on resilience were found 
and reports of non-ill-health were missing. These aspects 
should be paid more attention to in future studies.

Conclusions

We conclude by identifying gaps not only in terms of risk 
and protective factors but also with an inconsistency in the 
research field regarding common terms, such as definitions 
of adversity, migrant and refugee populations, mental health 
outcomes, and resilience. To sum up, this review highlights 
the existing data from Nordic studies on health outcomes 
and risk and protective factors in migrant children with a 
refugee background. Due to a lack of consistency in key 
definitions and great heterogeneity in the included studies, 
it is hard to draw any conclusions about if and how the Nor-
dic welfare model contributes to refugee children’s health 
and resilience. Special attention should be paid to defining 
golden standards and common definitions to further improve 
the quality of the published studies on the topic.

Supplementary Information The online version contains supplemen-
tary material available at https:// doi. org/ 10. 1007/ s00787- 022- 01975-y.

Acknowledgements The authors thank Amal Khanolkar at University 
College London, the UK for help and discussions on methodological 
issues.

Author contributions EM, KP, and LK: conceived the idea for the 
review and designed the study. EM, KP, and NS: performed the litera-
ture search. EM, KP, NS, FF and LK: analyzed the data. EM, KP, LK, 
and FF: drafted the manuscript. All authors critically revised the work 
and approved the final submitted version.

Funding Open access funding provided by Linköping University. 
FORTE (Dnr 2019–12-01).

Data availability All relevant data is available upon request.

Code availability Not applicable.

https://doi.org/10.1007/s00787-022-01975-y


698 European Child & Adolescent Psychiatry (2024) 33:667–700

1 3

Declarations 

Conflict of interest The authors have not disclosed any conflicts of in-
terest.

Open Access This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long 
as you give appropriate credit to the original author(s) and the source, 
provide a link to the Creative Commons licence, and indicate if changes 
were made. The images or other third party material in this article are 
included in the article's Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not included in 
the article's Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a 
copy of this licence, visit http:// creat iveco mmons. org/ licen ses/ by/4. 0/.

References

 1. Abdalla K, Elklit A (2001) En landsdækkende screeningsun-
dersøgelse af flygtningebørn fra Kosovo = A nation-wide screen-
ing of refugee children from Kosovo Psykologisk Paedagogisk 
Rådgivning 38:339–348

 2. Almvist K, Brandell-Forsberg M (1997) Refugee children in Swe-
den: post-traumatic stress disorder in Iranian preschool children 
exposed to organized violence Child Abuse Negl 21:351–366

 3. Almqvist K, Broberg AG (1999) Mental health and social adjust-
ment in young refugee children 3 1/2 years after their arrival in 
Sweden J Am Acad Child Adolesc Psychiatry 38:723–730

 4. Angel B, Hjern A, Ingleby D (2001) Effects of war and organized 
violence on children: a study of Bosnian refugees in Sweden Am 
J Orthopsychiatry 71:4–15

 5. Baauw A, Kist-van Holthe J, Slattery B, Heymans M, Chinapaw 
M, van Goudoever H (2019) Health needs of refugee children 
identified on arrival in reception countries: a systematic review 
and meta-analysis BMJ Paediatr Open 3:e000516

 6. Back Nielsen M, Carlsson J, Koster Rimvall M, Petersen JH, 
Norredam M (2019) Risk of childhood psychiatric disorders in 
children of refugee parents with post-traumatic stress disorder: 
a nationwide, register-based, cohort study. Lancet Public Health 
4:e353–e359

 7. Berg L, Ljunggren G, Hjern A (2021) Underutilisation of psychi-
atric care among refugee adolescents in Stockholm. Acta Paedi-
atrica, Int J Paediatr 110:563–570

 8. Betancourt TS, Khan KT (2008) The mental health of children 
affected by armed conflict: protective processes and pathways to 
resilience. Int Rev of Psychiatry (Abingdon, England) 20:317–328

 9. Bilgili O, Huddleston T, Joki A-L (2015) Migrant Integration 
Policy Index.

 10. Blackmore R, Boyle JA, Fazel M, Ranasinha S, Gray KM, Fitzger-
ald G, Misso M, Gibson-Helm M (2020) The prevalence of mental 
illness in refugees and asylum seekers: a systematic review and 
meta-analysis. PLoS Med 17:e1003337

 11. Blackmore R, Gray KM, Boyle JA, Fazel M, Ranasinha S, Fitzger-
ald G, Misso M, Gibson-Helm M (2020) Systematic review and 
meta-analysis: the prevalence of mental illness in child and ado-
lescent refugees and asylum seekers. J Am Acad Child Adolesc 
Psychiatry 59:705–714

 12. Bronfenbrenner U (1977) Toward an experimental ecology of 
human development Am Psychol 32:513–531

 13. Ciaramella M, Monacelli N, Cocimano LCE (2021) Promo-
tion of resilience in migrants: a systematic review of study and 

psychosocial intervention. J Immigrant Minority Health. https:// 
doi. org/ 10. 1007/ s10903- 021- 01247-y

 14. Eiset AH, Loua AS, Kruse A, Norredam M (2020) The health 
status of newly arrived asylum-seeking minors in Denmark: a 
nationwide register-based study. Int J Public Health 65:1763–1772

 15. Ekblad S (1993) Psychosocial adaptation of children while housed 
in a Swedish refugee camp: aftermath of the collapse of Yugosla-
via Stress Med 9:159–166

 16. European Commission (2015) Health assessment of refugees 
and migrants in the EU/EEA Publications Office of the European 
Union In, Luxembourg

 17. Fabio M (2014) Nutrition for refugee children: risks, screening, 
and treatment Curr Probl Pediatr Adolesc Health Care 44:188–195

 18. Fazel M, Reed RV, Panter-Brick C, Stein A (2012) Mental health 
of displaced and refugee children resettled in high-income coun-
tries: risk and protective factors. The Lancet 379:266–282

 19. Felitti VJ, Anda RF, Nordenberg D, Williamson DF, Spitz AM, 
Edwards V, Koss MP, Marks JS (1998) Relationship of childhood 
abuse and household dysfunction to many of the leading causes of 
death in adults: the adverse childhood experiences (ACE) study. 
Am J Prev Med 14:245–258

 20. Giarelli E, Wiggins LD, Rice CE, Levy SE, Kirby RS, Pinto-
Martin J, Mandell D (2010) Sex differences in the evaluation and 
diagnosis of autism spectrum disorders among children. Disabil 
Health J 3:107–116

 21. Gilbert R, Widom CS, Browne K, Fergusson D, Webb E, Janson 
S (2009) Burden and consequences of child maltreatment in high-
income countries. Lancet 373:68–81

 22. Greve B (2016) Migrants and health in the Nordic welfare states 
Public Health Rev 37:9

 23. Gusic S, Cardena E, Bengtsson H, Sondergaard HP (2017) Dis-
sociative experiences and trauma exposure among newly arrived 
and settled young war refugees. J Aggress Maltreatment Trauma 
26:1132–1149

 24. Habib RR, Ziadee M, Abi Younes E, Harastani H, Hamdar L, 
Jawad M, El Asmar K (2019) Displacement, deprivation and hard 
work among Syrian refugee children in Lebanon. BMJ Global 
Health 4:e001122

 25. Haidich AB (2010) Meta-analysis in medical research Hippokratia 
14:29–37

 26. Hillis S, Mercy J, Amobi A, Kress H (2016) Global prevalence 
of past-year violence against children: a systematic review and 
minimum estimates Pediatrics 137:e20154079

 27. Hjern A, Angel B (2000) Organized violence and mental health 
of refugee children in exile: a six-year follow-up. Acta Paediatr 
89:722–727

 28. Hjern A, Angel B, Höjer B (1991) Persecution and behav-
ior: a report of refugee children from Chile. Child Abuse Negl 
15:239–248

 29. Hjern A, Jeppson O, Angel B (1998) Political violence, family 
stress and mental health of refugee children in exile. Scand J Pub-
lic Health 26:18–25

 30. Höhne E, van der Meer AS, Kamp-Becker I, Christiansen H 
(2020) A systematic review of risk and protective factors of men-
tal health in unaccompanied minor refugees. Eur Child Adolesc 
Psychiatry. https:// doi. org/ 10. 1007/ s00787- 020- 01678-2

 31. Itani L, Haddad YC, Fayyad J, Karam A, Karam E (2014) Child-
hood adversities and traumata in Lebanon: a national study Clin 
Pract Epidemiol Ment Health 10:116–125

 32. Jensen TK, Fjermestad KW, Granly L, Wilhelmsen NH (2015) 
Stressful life experiences and mental health problems among 
unaccompanied asylum-seeking children. Clin Child Psychol 
Psychiatry 20:106–116

 33. Jensen TK, Skårdalsmo EMB, Fjermestad KW (2014) Devel-
opment of mental health problems - a follow-up study of 

http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1007/s10903-021-01247-y
https://doi.org/10.1007/s10903-021-01247-y
https://doi.org/10.1007/s00787-020-01678-2


699European Child & Adolescent Psychiatry (2024) 33:667–700 

1 3

unaccompanied refugee minors. Child Adolesc Psychiatry Ment 
Health 8:29

 34. Jud A, Pfeiffer E, Jarczok M (2020) Epidemiology of violence 
against children in migration: a systematic literature review. Child 
Abuse Negl 108:104634

 35. R Kalisch DG Baker U Basten MP Boks GA Bonanno E Brum-
melman A Chmitorz G Fernàndez CJ Fiebach I Galatzer-Levy E 
Geuze S Groppa I Helmreich T Hendler EJ Hermans T Jovanovic 
T Kubiak K Lieb B Lutz MB Müller RJ Murray CM Nievergelt 
A Reif K Roelofs BPF Rutten D Sander A Schick O Tüscher 
IV Diest A-LV Harmelen IM Veer E Vermetten CH Vinkers TD 
Wager H Walter M Wessa M Wibral B Kleim (2017) The resil-
ience framework as a strategy to combat stress-related disorders 
Nat Human Behav 1:784–790

 36. Karlsdóttir N, Rispling and Randall (2018) State of the nordicre-
gion 2018 immigration and integration edition

 37. Kien C, Sommer I, Faustmann A, Gibson L, Schneider M, Krc-
zal E, Jank R, Klerings I, Szelag M, Kerschner B, Brattström 
P, Gartlehner G (2018) Prevalence of mental disorders in young 
refugees and asylum seekers in European countries: a systematic 
review. Eur Child Adolesc Psychiatry 28:1295–1310

 38. Kmet L, Lee R (2004) Standard Quality Assessment criteria 
for evaluating primary research papers from a variety of fields 
AHFMRHTA Initiative20040213. HTA Initiative 2

 39. Koo TK, Li MY (2016) A guideline of selecting and reporting 
intraclass correlation coefficients for reliability research. J Chiropr 
Med 15:155–163

 40. Marley C, Mauki B (2018) Resilience and protective factors 
among refugee children post-migration to high-income countries: 
a systematic review. Eur J Public Health 29:706–713

 41. Masten AS (2014) Global perspectives on resilience in children 
and youth. Child Dev 85:6–20

 42. Masten AS (2019) Resilience from a developmental systems per-
spective. World Psychiatry 18:101–102

 43. Masten AS, Narayan AJ (2012) Child development in the context 
of disaster, war, and terrorism: pathways of risk and resilience. 
Annu Rev Psychol 63:227–257

 44. Miller KE, Rasmussen A (2010) Mental health and armed con-
flict: the importance of distinguishing between war exposure and 
other sources of adversity: a response to Neuner. Soc Sci Med 
71:1385–1389

 45. Miller KE, Rasmussen A (2017) The mental health of civilians 
displaced by armed conflict: an ecological model of refugee dis-
tress. Epidemiol Psychiatr Sci 26:129–138

 46. Moher D, Liberati A, Tetzlaff J, Altman DG (2010) Preferred 
reporting items for systematic reviews and meta-analyses: the 
PRISMA statement. Int J Surg 8:336–341

 47. Mohwinkel L-M, Nowak AC, Kasper A, Razum O (2018) Gender 
differences in the mental health of unaccompanied refugee minors 
in Europe: a systematic review. BMJ Open 8:e022389

 48. Montgomery E (2008) Long-term effects of organized violence 
on young middle Eastern refugees’ mental health. Soc Sci Med 
67:1596–1603

 49. Montgomery E (2010) Trauma and resilience in young refugees: 
a 9-year follow-up study. Dev Psychopathol 22:477–489

 50. Montgomery E, Foldspang A (2008) Discrimination, mental prob-
lems and social adaptation in young refugees. Eur J Pub Health 
18:156–161

 51. Montgomery E, Foldspang A (2005) Seeking asylum in Denmark: 
refugee children’s mental health and exposure to violence. Eur J 
Pub Health 15:233–237

 52. Montgomery E, Foldspang A (2001) Traumatic experience and 
sleep disturbance in refugee children from the Middle East. Eur J 
Public Health 11:18–22

 53. Nielsen SS, Norredam M, Christiansen KL, Obel C, Hilden J, 
Krasnik A (2008) Mental health among children seeking asylum 

in Denmark - the effect of length of stay and number of reloca-
tions: a cross-sectional study. BMC Public Health. https:// doi. org/ 
10. 1186/ 1471- 2458-8- 293

 54. Panter-Brick C, Eggerman M, Gonzalez V, Safdar S (2009) Vio-
lence, suffering, and mental health in Afghanistan: a school-based 
survey. The Lancet 374:807–816

 55. Reed RV, Fazel M, Jones L, Panter-Brick C, Stein A (2012) 
Mental health of displaced and refugee children resettled in low-
income and middle-income countries: risk and protective factors. 
The Lancet 379:250–265

 56. Rutter M (2012) Resilience as a dynamic concept. Dev Psycho-
pathol 24:335–344

 57. Rutter M (1985) Resilience in the face of adversity: protective 
factors and resistance to psychiatric disorder. Br J Psychiatry 
147:598–611

 58. Salari R, Malekian C, Linck L, Kristiansson R, Sarkadi A (2017) 
Screening for PTSD symptoms in unaccompanied refugee minors: 
a test of the CRIES-8 questionnaire in routine care. Scandinavian 
Journal of Public Health 45:605–611

 59. Sarkadi A, Bjärtå A, Leiler A, Salari R (2019) Is the refugee health 
screener a useful tool when screening 14-to 18-year-old refugee 
adolescents for emotional distress? J Refug Stud 32:I141–I150

 60. Scharpf F, Kaltenbach E, Nickerson A, Hecker T (2021) A sys-
tematic review of socio-ecological factors contributing to risk and 
protection of the mental health of refugee children and adoles-
cents. Clin Psychol Rev 83:101930

 61. Schrier L, Wyder C, Del Torso S, Stiris T, von Both U, Branden-
berger J, Ritz N (2019) Medical care for migrant children in 
Europe: a practical recommendation for first and follow-up 
appointments. Eur J Pediatr 178:1449–1467

 62. Shea BJ, Hamel C, Wells GA, Bouter LM, Kristjansson E, Grim-
shaw J, Henry DA, Boers M (2009) AMSTAR is a reliable and 
valid measurement tool to assess the methodological quality of 
systematic reviews. J Clin Epidemiol 62:1013–1020

 63. Smith Jervelund S, Krasnik, A and , Rosenkrantz de Lasson A-K 
(2020) Coming of Age in Exile - Health and Socio-Economic 
inequalities in Young Refugees in the Nordic Welfare Societies. 
Department of Public Health, University of Copenhagen. ISBN: 
978-87-972779-0-4

 64. Solberg O, Nissen A, Vaez M, Cauley P, Eriksson AK, Saboonchi 
F (2020) Children at risk: a nation-wide, cross-sectional study 
examining post-traumatic stress symptoms in refugee minors from 
Syria, Iraq and Afghanistan resettled in Sweden between 2014 and 
2018. Confl Health. https:// doi. org/ 10. 1186/ s13031- 020- 00311-y

 65. Solberg Ø, Sengoelge M, Johnson-Singh CM, Vaez M, Eriksson 
AK, Saboonchi F (2021) Health-related quality of life in refugee 
minors from Syria, Iraq and Afghanistan resettled in Sweden: a 
nation-wide, cross-sectional study. Soc Psychiatry Psychiatr Epi-
demiol 57:255–266

 66. Sourander A (1998) Behavior problems and traumatic events of 
unaccompanied refugee minors. Child Abuse Negl 22:719–727

 67. Southwick SM, Bonanno GA, Masten AS, Panter-Brick C, Yehuda 
R (2014) Resilience definitions, theory, and challenges: interdis-
ciplinary perspectives. Eur J Psychotraumatol. https:// doi. org/ 10. 
3402/ ejpt. v3405. 25338

 68. Stewart SL, Thornley E, Lapshina N, Erickson P, Vingilis E, Ham-
ilton H, Kolla N (2020) Sex differences in youth with mental 
health problems in inpatient, outpatient and youth justice settings. 
BMC Psychiatry 20:11

 69. Sveriges Riksdag (2016) Lag (2016:752) om tillfälliga begrän-
sningar av möjligheten att få uppehållstillstånd i Sverige. https:// 
www. riksd agen. se/ sv/ dokum ent- lagar/ dokum ent/ svensk- forfa 
ttnin gssam ling/ lag- 20167 52- om- tillf allig abegr ansni ngar- av_ 
sfs- 2016- 752

 70. The Nordic Council and the Nordic Council of Ministers. https:// 
www. norden. org/ en/ infor mation/ social- polic yand- welfa re

https://doi.org/10.1186/1471-2458-8-293
https://doi.org/10.1186/1471-2458-8-293
https://doi.org/10.1186/s13031-020-00311-y
https://doi.org/10.3402/ejpt.v3405.25338
https://doi.org/10.3402/ejpt.v3405.25338
https://www.riksdagen.se/sv/dokument-lagar/dokument/svensk-forfattningssamling/lag-2016752-om-tillfalligabegransningar-av_sfs-2016-752
https://www.riksdagen.se/sv/dokument-lagar/dokument/svensk-forfattningssamling/lag-2016752-om-tillfalligabegransningar-av_sfs-2016-752
https://www.riksdagen.se/sv/dokument-lagar/dokument/svensk-forfattningssamling/lag-2016752-om-tillfalligabegransningar-av_sfs-2016-752
https://www.riksdagen.se/sv/dokument-lagar/dokument/svensk-forfattningssamling/lag-2016752-om-tillfalligabegransningar-av_sfs-2016-752
https://www.norden.org/en/information/social-policyand-welfare
https://www.norden.org/en/information/social-policyand-welfare


700 European Child & Adolescent Psychiatry (2024) 33:667–700

1 3

 71. UN High Commissioner for Refugees (UNHCR) (2021) Global 
trends: Forced Displacement in 2020. https:// www. unhcr. org/ flags 
hip- repor ts/ globa ltren ds/

 72. Ungar M (2011) The social ecology of resilience: addressing 
contextual and cultural ambiguity of a nascent construct. Am J 
Orthopsychiatry 81:1–17

 73. Urquia ML, Gagnon AJ (2011) Glossary: migration and health. J 
Epidemiol Community Health 65:467–472

 74. van der Boor CF, Amos R, Nevitt S, Dowrick C, White RG (2020) 
Systematic review of factors associated with quality of life of asy-
lum seekers and refugees in high-income countries. Confl Health 
14:48

 75. Van Droogenbroeck F, Spruyt B, Keppens G (2018) Gender dif-
ferences in mental health problems among adolescents and the 

role of social support: results from the Belgian health interview 
surveys 2008 and 2013. BMC Psychiatry 18:6–6

 76. Vervliet M, Meyer Demott MA, Jakobsen M, Broekaert E, Heir 
T, Derluyn I (2014) The mental health of unaccompanied refugee 
minors on arrival in the host country. Scand J Psychol 55:33–37

 77. Widom CS, Czaja SJ, Dutton MA (2008) Childhood victimization 
and lifetime revictimization. Child Abuse Negl 32:785–796

 78. Wiklund M, Malmgren-Olsson EB, Ohman A, Bergström E, 
Fjellman-Wiklund A (2012) Subjective health complaints in older 
adolescents are related to perceived stress, anxiety and gender - a 
cross-sectional school study in Northern Sweden. BMC Public 
Health 12:993

https://www.unhcr.org/flagship-reports/globaltrends/
https://www.unhcr.org/flagship-reports/globaltrends/

	A systematic review of studies on resilience and risk and protective factors for health among refugee children in Nordic countries
	Abstract
	Background
	Exposure to adversity and negative health-related consequences
	Resilience
	Nordic welfare societies, refugee health, and resilience
	Methods
	Design
	Eligibility criteria
	Literature search
	Study selection
	Study quality and risk for bias
	Ethical considerations
	Data extraction and data items

	Results
	Outcomes
	Health-related outcomes

	Resilience

	The individual risk or protective factors
	Age, sex, and socioeconomic status
	Exposure to adversity
	Asylum status and refugee journey

	The family level risk or protective factors
	Community and societal level risk or protective factors
	Discussion
	Strengths and limitations

	Conclusions
	Acknowledgements 
	References




