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Abstract

Background: Women are more vulnerable to mental health problems than men after migration, but little is known
about the influence of religiosity/spirituality on their quality of life. The purpose of this study was to explore religiosity/
spirituality, in relationships with various domains of quality of life, among female Eritrean refugees staying in Norwegian
asylum centres.

Method: A questionnaire assessing sociodemographic characteristics was used together with the World Health
OrganizationQuality of Life — Spirituality, Religiosity and Personal Beliefs (WHOQOL-SRPB) questionnaire, which
assesses religiosity/spirituality and domains of quality of life. A total of 63 adult female Eritrean refugees who had been
granted asylum but were still living in asylum reception centres located in southern and central Norway participated.
Results: Religiosity/spirituality was independently associated with psychological quality of life (B=0.367, p <.001), level
of independence (B=0.184, p=.028), social quality of life (B=0.500, p=.003), environmental quality of life (B=0.323,
p <.001) and overall quality of life (B=0.213, p <.001), but not with physical quality of life (B=0.056, p=.679). There
were no significant differences between religious affiliations on religiosity/spirituality or quality of life measures.
Conclusion: Consistent with previous research, this study highlights the correlation between religiosity/spirituality
and overall quality of life. We recommend a longitudinal follow-up study of similar populations, after they are resettled
and integrated into their host countries, to understand the associations between quality of life and religiosity/spirituality
over time.

Keywords
Eritrea, refugees, religiosity, spirituality, quality of life, well-being

Introduction

Women are particularly vulnerable to violence, human
trafficking, and lack of food during migration (UNHCR,
2006). Religiosity/spirituality may protect individuals
against uncertainty, making it particularly important when
people experience stressful events. Thus, religiosity/spir-
ituality may have a stress-buffering or moderating influ-
ence and be an important resource for people coping with
traumatic experiences (Park et al., 2017; Shannon et al.,
2013; Winter et al., 2009). Women generally score higher
than men on measures of both public and private religious
practices and spirituality. Jones et al. (2011) claim that
men are more likely to turn to private forms of religious
expression, while women are more active and demonstra-
tive in their participation in the social aspects of
religiosity.

For many people, religious and/or spiritual beliefs con-
stitute a substantial part of their global meaning system,
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informing how they understand, react to and cope with suf-
fering (Jim et al., 2015). According to Gostecnik et al.
(2014) re-traumatisation events in victims of trauma may
cause strong ambivalence towards God and a general con-
flictual relationship to religiosity. While they may lose
faith in God, they may also blame God for not having pro-
tected them, for having left them to feel so alone, for hav-
ing been indifferent towards them or they may even turn
against God as the source of cruelty.

Religion is a strong influential force in Sub-Saharan
Africa, where over 80% of the population identify them-
selves with an established belief system (Velayati et al.,
2007). Religious practice and commitment are among the
central strategies used by southern Sudanese refugees in
resettlement (Baird, 2012; Shakespeare-Finch & Wickman,
2010). East African refugees in the United States have
strong cultural, religious, and traditional health practices
(Simmelink et al., 2013). In a qualitative study on coping
and resilience among female Eritrean refugees (Abraham
et al., 2018), participants pointed to their religious beliefs
as helpful in coping with trauma and their present situa-
tion, as well as being a source of hope for the future.

Background

Eritrea is officially a secular state but recognises the
Eritrean Orthodox Church, the Eritrean Catholic Church,
the Evangelical Lutheran Church of Eritrea, and Sunni
Islam. In practice, no other religions may officially be reg-
istered (World Population Review, 2019). Regardless of
their faith, Eritreans have always coexisted peacefully
with no known extremist tendencies.

After thirty years of struggle for independence between
Eritrea and Ethiopia, the war ended in 1991 but erupted
again in 1998 (Bailliet, 2007). Unresolved border disputes
and the United Nation’s sanctions against Eritrea kept the
nation in a ‘no war, no peace’ situation. By the end of
2016, the desire to escape these challenges, as well as the
extended mandatory military service, had led 459,400 per-
sons (more than 12% of the total population) to flee from
Eritrea. Between 2003 and 2018, more than 24,700
Eritrean refugees sought asylum in Norway (UDI, 2018), a
third of these being women. Seeking asylum in Norway
generally starts with a lengthy stay in a transitional asylum
centre, before resettlement in a municipality.

The religious communities within Eritrea are unique in
that they are evenly split. Roughly 2% of the population
claims to have no religion. The remaining 98% is split
down the middle: 49% Christian and 49% Muslim,
although the precise numbers are somewhat debated. The
population of the high plateau is predominantly Christian,
whereas that of the lowlands and the coastal areas are pre-
dominantly Muslim.

According to Thapa and Hauff (2005), women are more
vulnerable than men when it comes to developing mental

health problems after migration. Furthermore, changes in
gender roles and expectations after migration also influ-
ence the way women respond to the stress of migration and
post-migration adaptation (Bhugra & Ruiz, 2011).

Baird (2012) and Gozdziak et al. (2005) claim that in
spite of the large numbers of female refugees, their experi-
ences are largely understudied and ignored. Furthermore,
the role of religion and spirituality in forced migration
tends to be minimized and neglected by researchers and
policy makers when planning interventions and services
for refugees (Baird, 2012). Most research on religiosity
and spirituality is conducted in western cultures and on
Christian populations (Meyers et al., 2017). Female refu-
gees and asylum seekers, particularly those who are not
Christian, are less studied, and studies on the meaning of
religion and spirituality in these populations are sparse.

In a systematic review of studies among asylum seeckers
living in transitional countries, Posselt et al. (2019) identi-
fied the following factors as enablers of psychological
well-being: social support; faith, religion and spirituality;
cognitive strategies; education and training opportunities;
employment and economic activities; behavioural strate-
gies; political advocacy; and environmental conditions.
Similarly, spirituality has also been shown to be important
for the mental health, better quality of life and well-being
of refugees in Europe (Pandya, 2018).

To our knowledge, there are few studies examining
religiosity/spirituality among female refugees living in
asylum centres in industrialized countries. The goal of this
present study is to explore the relationships between religi-
osity/spirituality and different domains of quality of life.
Based on our previous study of female Eritrean refugees
(Abraham et al., 2018), we hypothesised that religiosity/
spirituality has a positive influence on quality of life in this
group of female Eritrean refugees living in Norwegian
asylum centres.

Method

The present analysis is part of a larger study exploring cop-
ing and resilience among the same population. The quali-
tative findings have been previously published (Abraham
etal., 2018), and this paper focuses on the study’s quantita-
tive findings.

Participants and procedures

This study of female refugees was conducted in eight asy-
lum reception centres in southern and central Norway, that
are privately run but supervised by the Norwegian
Directorate of Immigration (UDI). We chose the centres
with a fairly large number of Eritrean women. The first
author contacted these centres and conducted seminars to
inform the Eritrean residents about the study before poten-
tial participants were invited. A total of 210 female Eritrean
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refugees attended the seminars, and 126 of these expressed
interest and fulfilled the inclusion criteria. Of these, 98
were enrolled in the study and given the questionnaires, of
which 66 were returned. As three sets of questionnaires
were incomplete, the final number of respondents included
in the analysis was 63.

Inclusion criteria: All respondents were above 18 years
of age, were able to understand Eritrea’s major language of
Tigrinya and had obtained refugee status (i.e. were granted
asylum) but were still living in an asylum reception centre.
They had to be in Norway 1 to Syears, thereby ensuring
relatively recent migration experiences, while also having
ample experience with life in the host country. An educa-
tion level of eighth grade or above was required to make
sure that participants understood the content of the infor-
mation provided about the study. Both oral and written
information were in Tigrinya.

Measures

The Sociodemographic Characteristics and Migration
History Questionnaire was developed specifically for this
study. It included questions about the respondent’s age,
marital status, religion and whether they had recently con-
verted, number of children, whether they had been in the
military service and if so, their experience with it, and why
they left Eritrea. Questions also covered their journey to
the host country (Norway), any experiences of sexual
abuse and/or other trauma, history of alcohol or drug use,
reason for choosing the host country, positive and negative
experiences in the host country, whether they had relatives
in the host country, and their future plans.

Religiosity/spirituality and different domains of quality
of life were assessed through the use of the World Health
on Spirituality, Religiousness and Personal Beliefs (SRPB)
(WHO, 2002). The WHOQOL-Organization Quality of
Life — Spirituality, Religiosity and Personal Beliefs
(WHOQOL-SRPB) that consists of 100 items on Quality
of Life (QoL) and 32 items SRPB part comprises a wide
range of questions on spiritual, religious, and personal
beliefs that may or may not be associated with any formal
belief system or group. This assessment tool has been
developed from a wide-ranging pilot test of 105 questions
in 18 study sites around the world. The resulting 32-item
assessment tool represents the finalized version of the
WHOQOL-SPRB to be used for field trials. The items
cover quality of life aspects related to spirituality, reli-
giousness and personal beliefs (SRPB).

Quality of life was assessed in the following five
domains: physical (domain I) — seven items, psychological
(domain II) — six items, level of independence (domain I1I)
— four items, social (domain IV) — three items, and envi-
ronmental (domain V) — eight items. The overall QoL and
general health (four items) were used as separate domains.
All the items were scored on a 5-point Likert scale. Higher

scores mean better quality of life. Domain VI focuses spe-
cifically on SRPB and comprises eight facets: connected-
ness to a spiritual being or force; meaning and purpose in
life; experience of awe and wonder; wholeness and inte-
gration; spiritual strength; inner peace/serenity/harmonys;
hope and optimism; and faith. Facets are scored through
cumulative scaling. Each item contributes equally to the
facet score. Mean scores are then calculated. According to
WHO’s manual, all the items in the respective facet are
added and divided by four. Each facet is taken to contrib-
ute equally to the domain score.

Domain VI was used as the primary measure of religios-
ity/spirituality and calculated by computing the mean of the
facet score within the domain according to the WHO’s man-
ual, using the sum of four items. For the purposes of the
present study, domain scores were presented as item means.

To ensure cultural adaptation to Tigrinya, the instru-
ment was back-and-forward translated from English to
Tigrinya by proficient bilingual and bicultural translators,
the result scrutinised by a third bilingual person. They
facilitated translations that were both linguistically correct
and culturally adapted.

Both questionnaires were piloted by two focus groups
with a total of eight participants. Based on the feedback,
some adjustments were made before the study was started.

Statistical analysis

Data was analysed using Statistical Package for Social
Sciences (SPSS) software, version 25. The statistical
methods included Spearman’s rank-order correlations for
testing the relationship between the five domains of qual-
ity of life and overall QoL, Kruskal-Wallis tests and analy-
sis of variance (ANOVA) with post hoc tests were used to
compare different religious groups on measures of religi-
osity/spirituality, various domains of quality of life, and
overall QoL. Further multivariate regression models were
computed, testing the association between respondent
demographics and religiosity/spirituality (domain VI) as
explanatory variables and the five domains of quality of
life and overall QoL score as dependent variables.
Demographic variables that might be considered strengths
(protective factors) or vulnerabilities (risk factors) were
included as covariates, due to their associations with the
adaptive outcomes of resilience and posttraumatic growth
mediated by religiosity (Marciano et al., 2019; Schaefer
et al., 2018). For the purpose of the regression models, the
number of children and years of education were dichoto-
mized, using the median.

Ethical considerations

Ethical approval was obtained from the Regional
Committee for Medical and Health Research Ethics,
South-Eastern Norway (2015/982/REK Sor-Ost), and the
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Norwegian Directorate of Immigration, which is responsi-
ble for the asylum centres. An informed consent form in
Tigrinya was signed by all participants before they
answered the questionnaires. We informed all potential
respondents about and assured confidentiality. Potential
respondents were also informed that they were free to
abstain from participation and that those who chose to par-
ticipate were free to withdraw from the study at any time
without any negative consequences. The first author, a
female Tigrinya-speaking psychiatrist with a refugee back-
ground, conducted all data collection. When required,
medical and psychosocial support were provided during
and after filling in the questionnaires.

Results

Characteristics of the study population

The demographic characteristics of the study sample are
presented in Table 1. Of the 63 participants, 34 (55%) had
left Eritrea for political and 28 (45%) for economic rea-
sons. The participants’ mean age was 29.5years (range
18-56 years). The majority of the respondents were young
(75% were under 30years of age), which may explain why
most (65%) had been enrolled in the mandatory military
service. The average waiting time for resettlement was
9.6 months before and 10.6 months after receiving the resi-
dence permit. Almost half of the respondents were mar-
ried, one third had children, and about half had relatives in
Norway. Regarding their religious affiliations, 31 (49%)
were Coptic Orthodox, 14 (22%) Catholic, 10 (16%)
Muslim and 9 (14%) were Protestant.

Comparison of religious groups

There were no significant differences between Coptic
Orthodox, Catholics, Muslims or other religious affilia-
tions on any of the religiosity/spirituality, QoL measures
(Table 2).

Correlations between religiosity/spirituality and
quality of life

As shown in Table 3, we found high correlations between
religiosity/spirituality and different aspects of quality of
life, except physical quality of life. The strongest correla-
tions were for psychological and social quality of life.

Factors independently associated with different
types of quality of life

In the multivariate regression analyses, quality of life
domains II-V (psychological QoL, level of independence,
social QoL, environmental QoL) and overall QoL were
used as dependent variables, while age, education, number

Table |. Sociodemographic characteristics of the sample
(N=63).

Variable Mean (SD)
or N (%)

Age, mean (SD) 29.5 (9)
Marital status

Married 31 (51)
Years of education

8-10 23 (37)

11-12 33 (52)

13-14 7 (1)
Number of children

0 43 (68)

1-2 12 (19)

34 8 (13)
Religion

Orthodox 31 (49)

Catholic 14 (22)

Muslim 10 (16)

Protestant 9 (14)
Attended military service 41 (65)
Reason for immigration

Political 34 (55)

Economic 28 (45)
Time spent waiting for residence permit

I-5months 21 (33)

6—10months 23 (37)

I 1-15months 12 (19)

>15months 7(11)
Time after residence permit

<5months 15 (24)

6—11 months 24 (38)

12—17 months 19 (30)

> |7 months 5(8)
Has relatives in Norway 30 (48)

Note. N=number of participants; SD =standard deviation.

of children, duration of stay in Norway, having close rela-
tives in Norway, obligatory military service in Eritrea and
religiosity/spirituality (as measured by SRPB domain 1V)
were used as explanatory variables.

As shown in Table 4, religiosity/spirituality was inde-
pendently associated with psychological quality of life
(B=0.367, p<.001), level of independence (B=0.184,
p=.028), social quality of life (B=0.500, p=.003), envi-
ronmental quality of life (B=0.323, p <.001), and general
quality of life (B=0.213, p <.001). The variance explained
by these models ranged from 38% to 48%.

Discussion

The study results show that religiosity/spirituality is inde-
pendently associated with psychological, social and envi-
ronmental quality of life, level of independence and overall
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Table 2. Comparison of religiosity/spirituality (eight SRPB facets and domain VI), quality of life domains (I-V) and overall QoL
among Eritrean female refugees of different religions.
Orthodox Catholic Muslim Protestant
N MN SD N MN SD N MN SD N MN SD
SRPB facets
Spiritual connection 31 388 0.76 14 3.77 074 10 420 073 8 384 087
Meaning and purpose in life 30 353 0.6 13 3.65 0.59 10 378 0712 8 325 074
Experiences of awe and wonder 31 325 0.60 14 343 072 10 385 073 8 3.16 0.58
Wholeness and Integration 30 303 086 12 348 0.84 10 358 092 8 293 099
Spiritual strength 31 376 078 14 388 0.76 10 398 060 8 341 038l
Inner peace 31 321 0.94 14 320 086 10 340 053 7 289 0.78
Hope and optimism 31 346 08I 14 352 0.70 10 388 074 8 3.00 0.73
Faith 31 378 079 14 400 083 10 405 085 8 384 0.72
Domains (quality of life)
Physical (1) 31 1072 213 14 990 1.68 10 1023 183 8 1021 I.53
Psychological (Il) 31 11.57 1.53 14 1143 1.53 10 1138 208 8 1078 .25
Level of independence (lll) 31 136 1.66 14 1327 131 10 1273 146 8 1278 .21
Social (IV) 21 1249 171 9 1144 179 6 1244 299 5 1160 253
Environmental (V) 31 1114 1.68 14 1024 1.11 10 10.18 126 8 1005 1.77
Spirituality/religion/personal beliefs (VI) 29 14.04 2.44 Il 1408 2.54 10 1537 236 7 1324 288

Note. ANOVA (including post-hoc tests) and Kruskal Wallis tests were not statistically significant, therefore p-values are not reported. SPRB = spiri-
tuality/religiosity/personal beliefs; QoL = quality of life; N=number of participants; SD =standard deviation; MN =mean.

Table 3. Correlations between religiosity/spirituality, domains of quality of life, and overall QoL, Spearman’s coefficient (p-value).

Psychological Level of Social Environmental Spirituality/
independence religion/
personal beliefs

Physical .069 (.593) 166 (.194) .013 (.936) .156 (.222) .056 (.679)
Psychological .362 (.004) 501 (.001) 415 (.001) .562 (<.001)
Level of independence .686 (<.001) .504 (<.001) .282 (<.001)
Social .502 (.001) .494 (.001)
Environmental .408 (.002)

Note. The bold entries are statistically significant values. QoL = quality of life.

quality of life, in this sample of Eritrean refugees. We
found no differences on measures of religiosity/spiritual-
ity, different domains of QoL between the religious affilia-
tions compared in this study. This may be explained by a
shared belief in a fair and just world and a benevolent, lov-
ing God independent of the participants’ religious affilia-
tion. This is especially relevant in the Eritrean community
where religion and spirituality play an important part in
daily social and political life (Hepner, 2003).

A growing body of research investigates the role that
spirituality and religiosity play in individuals’ self-per-
ceived well-being and quality of life, identifying a posi-
tive effect of religion and spirituality on many psychosocial
and health-related outcomes across the lifespan (Krause,
2012; VanderWeele, 2017). Religious activities and spir-
itual experiences tend to be independently associated with
health, well-being and quality of life (Maselko &
Kubzansky, 2006; Shahabi et al., 2002).

For many people, their religious/spiritual beliefs
comprise a substantial part of their global meaning sys-
tem, informing how they understand, react to and cope
with suffering (Jim et al., 2015). Religiosity has also
been shown to moderate the relationship between self-
efficacy and traumatic stress (Israel-Cohen et al., 2016).
Particularly in populations exposed to trauma, religios-
ity/spirituality has been reported as an important coping
mechanism (Carlson et al., 2012; Falsetti et al., 2003).
This is also in line with the results of the qualitative part
of this project (Abraham et al., 2018) where participants
reported how they experienced severe physical and psy-
chological traumas both in the Eritrean military service
and during their flight. Results are published elsewhere
(Abraham et al., 2018).

Psychological quality of life was strongly correlated to
religiosity/spirituality in our study. This finding is consist-
ent with that of Ismail and Deshmukh (2012), who show a



International Journal of Social Psychiatry 00(0)

Table 4. Multivariate linear regression models: association between explanatory variables and QoL as dependent variables the four

domains of quality of lifeand overall.

Psychological Level of Social Environmental General QoL
(domain I1) independence (domain V) (domain V) (overall score)
(domain Il1)

Durbin Durbin Durbin Durbin Durbin

Watson=1.929 Watson=1.771 Watson=2.389  Watson=1.659  Watson=1.637

N=57 N=57 N=4| N=57 N=57

B p-Value B p-Value B p-Value B p-Value B p-Value
Age .040 212 .002 957 -.002 967 013 713 .010 .544
Months of residence in Norway —.047 A91 -.091 .017 -.089 .085 -.041 287  -.030 16
Relatives in Norway 132 725 =706  .077 -.616 346 .049 .904 161 415
Number of children -.067 910 -233 706 279 755 -.263 .680 235 450
Years of education .170 668  —-.246 556 507 437 .545 .208 139 .506
Marital status -.677 .188 .679 208 .156 856 256 643 -.342 206
Military service 407 320 -.119 .78l -.153  .807 .092 .834 .184 .394
Spirituality/religion/personal 367 <.001 .184  .028 .500 .003 323 <.001 213 <.001

beliefs (domain VI)

Note. Explained variance (R?): psychological quality of life = 0.448; level of independence = 0.388; environmental quality of life = 0.338; social
quality of life = 0.415; overall quality of life = 0.477. Physical quality of life (domain I) was not included in the multivariate analyses because it
was not associated with religiosity/spirituality in bivariate analyses. The bold entries are statistically significant values. QoL = quality of life;

B = regression coefficient.

strong positive relationship between religiosity and psy-
chological well-being in general.

Zukerman and Korn (2014) suggest that religion-related
cognitive schemas directly affect world assumptions by
creating protective shields that may prevent the negative
mental effects of extremely negative experiences. Peres
et al. (2018) found an association between faith/religious-
ness and better psychological quality of life, and religious
study participants found greater meaning and peace than
nonreligious participants.

Shannon et al. (2013), suggest that there is a significant
relationship between spirituality and positive psychologi-
cal outcomes when exposed to violence. A study among
victims of the Ethio-Eritrean war (Nordanger, 2007)
stressed the importance of praying and being grateful to
God rather than complaining. Hence, religion may be a
potential buffer against psychological distress and an
important factor in subjective well-being and better quality
of life. Kalra et al. (2012) further emphasise that psychoso-
cial and existential well-being may provide a buffer against
mental illness.

Our study shows a strong correlation between religios-
ity/spirituality and social quality of life. The salutary
effects of religious involvement on mental health partly
stem from the social resources afforded within religious
communities. Socio-cultural support and spirituality are
among the generalised resistance resources (GRR) pointed
out by Antonovsky that help build a strong sense of coher-
ence (Eriksson, 2016). Indeed, several studies have attrib-
uted the apparent health benefits of church attendance to
the role of congregations as sources of social integration

and support (Pescosolido & Georgianna, 1989). For
instance, Vietnamese refugee parents stressed that a reli-
gious community was important in socialising and creat-
ing a sense of belonging in their children (Tingvold et al.,
2012).

Minority groups may rely on religious stratagems to
cope with their distress more than other groups (Chaaya
et al., 2007). Culturally-adapted spiritual ceremonies
may facilitate an individual’s capacity to contain and
integrate traumatic memories, promote restorative self-
awareness, and engage community support (Agger et al.,
2012). Furthermore, the cultural aspect of religious
belonging appears to be salient, suggesting that an impor-
tant advantage of religious communities for life satisfac-
tion lies in their ability to foster a sense of solidarity and
commitment through a shared framework of meaning
(Ten Kate et al., 2017). However, this view is debated. In
a meta-analysis of 34 studies conducted between 1999
and 2002, Hackney and Sanders (2003) found that per-
sonal devotion (subjective religious orientation) pro-
ducedthe strongest correlation with positive psychological
functioning (happiness, life satisfaction) and that institu-
tional religiosity (organisational religious orientation
such as participation at church/mosque activities) created
the weakest correlation.

According to our findings, religiosity/spirituality is also
correlated with environmental quality of life. Together
with socioeconomic deprivation, environmentally adverse
conditions produce health deficits (Banzhaf et al., 2014).
The combination of pre-flight and flight trauma and the
conditions at the asylum centre created an inconducive
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environment for female Eritrean refugees (Abraham et al.,
2018). Moreover, the ‘endless waiting’ for permanent
resettlement was described as very difficult. Several stud-
ies have focused on the effects of the long waiting period
inherent in the asylum procedure and/or the dire living
conditions (Dupont et al., 2005; Van Dijk et al., 2001).
These studies show how the long interval of uncertainty
affects mental health, as it creates fear, feelings of insecu-
rity and the sense of total dependency. Uribe Guajardo
et al. (2016) concluded that refugees in Australia with
longer waits for resettlement were more distressed than
those with a shorter waiting period.

Van Dijk et al. (2001) argue that placing asylum seekers
in secluded areas leads to feelings of pain, sorrow, stress,
grief and loss. In spite of all this, the respondents in our
study reported being satisfied with the conditions they
were offered. This may be due to their religiosity/spiritual-
ity having a moderative effect (Shannon et al., 2013).

Some researchers have reported that religiosity/spiritu-
ality enhances physical well-being and better quality of life
(Matthews et al., 1998; Mueller et al., 2001). This is in con-
trast to our findings, which indicate that religiosity/spiritu-
ality is not correlated with physical quality of life. As
physical quality of life is significantly correlated with ill-
ness and/or advanced age, this may be related to the partici-
pants in this study being predominantly young and
physically fit. The benefits of religion on subjective health
seem to be greatest for those suffering from physical health
problems (Meints et al., 2018). Koenig (2001) and Seeman
et al. (2003) found physical benefits from religiosity, as it is
associated with better lipid profiles, lower blood pressure,
better immune function and decreased levels of cortisol.

Level of independence, which means: mobility, activi-
ties of daily living, dependence on medication or treatment
and work capacity, was also positively correlated with
religiosity/spirituality. Teodorescu et al. (2012) found that
post-migration stressors, such as unemployment, a weak
social network and poor social integration, were moder-
ately negatively correlated with quality of life. Our result
may be limited given that our respondents are still living in
asylum centres and have no experience of integration chal-
lenges and independent life yet.

Our participants had been exposed to both pre- and
post-migration traumas and stressors (Abraham et al.,
2018). Several authors point out that the combination of
these factors have a direct influence on quality of life
(Carlsson et al., 2006; Hermansson et al., 2002; Pricbe
et al., 2009). Despite the traumas they experienced during
migration and the challenges they encountered in the asy-
lum centres, our participants reported that their religion
helped them endure and retain hope for the future, they
established proxy families or ‘borrowing networks’ for fel-
lowship and social, material and emotional support, and
they tried to look to the future instead of dwelling on the

past (Abraham et al., 2018). In line with prior studies (Bai
& Lazenby, 2015; Panzini et al., 2017), our results indicate
that female Eritrean refugees’ overall quality of life is
strongly correlated with religiosity/spirituality.

Strength and limitations

The first author is a female, bilingual psychiatrist familiar
with the socio-cultural contexts and languages of both
Eritrea and Norway. Given that all the interviewees in this
study spoke Tigrinya, the most common language in
Eritrea, the ethnic and gender match between the researcher
and the participants is one of this study’s strengths. This
helps to avoid the distance between interviewer and
informer that may make it more difficult to build trust and
ensure that the information going back and forth is fully
understood.

Additional strength is focusing on refugees from just
one country and one gender, Eritrean women, whereas
other studies tend to include refugees from different coun-
tries of origin and of both genders Heterogeneity with
regards to gender, religion, ethnicity and different kinds of
traumaexposure may impact the results (Steel et al., 2009).

The study’s small sample size limits its generalizability.

In this quantitative part of the study, the questionnaire
offered only the options of an economic or political reason
for fleeing Eritrea. However, in the qualitative part of the
study (Abraham et al., 2018), the respondents answers
were more nuanced and the data showed, for instance, the
difficulty to discriminate economic and political reasons,
as their economic problems were the consequence of the
political situation in the country. The traditional dichoto-
mies separating forced and voluntary migration, and the
economic and political motives for migration, have been
challenged (Zolberg, 1989).

As this study was conducted among women still living
in asylum reception centres and thus had not yet experi-
enced independent life in a Norwegian municipality, we
cannot say whether their present religiosity/spirituality
will continue into their resettlement. Including only
women with refugee status was an important ethical deci-
sion, in order to avoid women whose cases were still being
processed and who might volunteer to participate in the
belief that doing so would strengthen their case. As a
result, we do not know how individuals who had not yet
been granted asylum would have answered, as they might
have differed in their religiosity/spirituality and quality of
life. An additional limitation is that the respondents were
‘healthy” women and we probably did not include those
with no capacity (physical or psychological) to participate.
Despite these limitations to the generalizability of the find-
ings, this sample is likely to be, representative of recently-
arrived female Eritrean refugees in Norway and possibly
other parts of Western Europe as well.
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The main aim of the study is to explore the relation
between religiosity/spirituality and quality of life. The
WHOQOL-SRPB questionnaire might however, not cap-
ture the full role of religiosity/spirituality as there might be
other factors that are not measured by SRPB that are
equally or more important for quality of life. On the other
hand, the WHOQOL-SRPB questionnaire measures,
besides of religiosity/five other aspects of quality of life,
which are especially relevant to our study population.
Therefore, we considered the WHOQOL-SRPB question-
naire as appropriate tool for our study.

Conclusion

The findings presented in this paper contribute to the
development of a more thorough understanding of the rela-
tion of religiosity, spirituality, and personal beliefs and dif-
ferent aspects of quality of life in trauma survivors.

We recommend a longitudinal follow-up study of simi-
lar populations, after they are resettled and integrated into
their host countries, to understand the associations between
quality of life and religiosity/spirituality over time.

The result of this study will also be reported to and dis-
cussed with the Eritrean religious communities and the
Eritrean Women’s Association in Norway, which can use
the findings to assist female Eritrean refugees in the co-
ethnic peer support network, as we believe that it will rein-
force their resilience, which is useful for the integration
process.
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