BM) Paediatrics Open

BMJ Paediatrics Open is committed to open peer review. As part of this commitment we make the peer
review history of every article we publish publicly available.

When an article is published we post the peer reviewers’ comments and the authors’ responses online.
We also post the versions of the paper that were used during peer review. These are the versions that
the peer review comments apply to.

The versions of the paper that follow are the versions that were submitted during the peer review
process. They are not the versions of record or the final published versions. They should not be cited or
distributed as the published version of this manuscript.

BMJ Paediatrics Open is an open access journal and the full, final, typeset and author-corrected version
of record of the manuscript is available on our site with no access controls, subscription charges or pay-
per-view fees (http://bmjpaedsopen.bmj.com).

If you have any questions on BMJ Paediatrics Open’s open peer review process please email
info.bmjpo@bmj.com



http://bmjpaedsopen.bmj.com/
mailto:info.bmjpo@bmj.com

BMJ Paediatrics Open

BMJ Paediatrics Open

Migrant Child Health in Europe: A review of the evidence on
asylum seeking, refugee and undocumented children

Journal:

BMJ Paediatrics Open

Manuscript ID

bmjpo-2018-000364

Article Type:

Original article

Date Submitted by the
Author:

24-Aug-2018

Complete List of Authors:

Kadir, Ayesha; Malmo Hogskola, Malmé Institute for Studies of
Migration, Diversity and Welfare

Battersby, Anna; Kaleidoscope Centre for Children and Young People,
Lewisham and Greenwich NHS Trust, London

Spencer, Nick; University of Warwick Warwick Medical School, Division of
Mental Health and Wellbeing

Hjern, Anders; Centre for Health Equity Studies, ;

Keywords:

Children's Rights, General Paediatrics

SCHOLA

RONE™
Manuscripts

https://mc.manuscriptcentral.com/bmjpo




Page 1 of 15 BMJ Paediatrics Open

1

2

2 Migrant Child Health in Europe: A review of the evidence on asylum seeking, refugee and
5 undocumented children
6

7

8

?o Ayesha Kadir*, Anna Battersby, Nick Spencer, Anders Hjern
11

12

13 Ayesha Kadir

14 Institute for Studies of Migration, Diversity and Welfare
15 Malmo University

:? Niagara

18 205 06 Malmo

19 Sweden

20 ayesha.kadir@mau.se.

21 Tel: +45 53 45 85 62

22

23

24 Anna Battersby

25 Kaleidoscope Centre for Children and Young People
26 Lewisham and Greenwich NHS Trust

;é London

29 UK

30

31

32 Nick Spencer

33 Emeritus Professor of Child Health

34 Division of Mental Health and Wellbeing

22 Warwick Medical School, University of Warwick,

37 Coventry CV4 9JD

38 UK

39

2(1) Anders Hjern

42 Clinical Epidemiology,

43 Department of Medicine,

44 Karolinska Institutet and Centre for Health Equity Studies (CHESS), Karolinska
45 Institutet/Stockholm University.

40 Stockholm

47 ’

48 Sweden

49

50

g; Key words: Child health, migration, child rights, social determinants of health
53

54

55

56

57

58

59

60

https://mc.manuscriptcentral.com/bmjpo


mailto:ayesha.kadir@mau.se

oNOYTULT D WN =

BMJ Paediatrics Open Page 2 of 15

Migrant Child Health in Europe: A review of the evidence on asylum seeking, refugee and
undocumented children

Abstract

Forced displacement is a major child health issue. Between 2015 and 2017, more than 1
million asylum applications were made for children in Europe. Children on the move often
make dangerous journeys, which may last for months or years. They are exposed to
considerable health risks before, during and after their journey and they often have limited
access to health care. In this review, we summarise the health risks and needs of asylum
seeking, refugee and undocumented children in Europe during the first few months after
their arrival and the ways in which European health policies respond to these risks and
needs.

Introduction

Globally, more than 13 million children live as refugees or asylum seekers outside their
country of birth.(1) Among the mass migration of people to Europe since 2014, large
numbers of children have made the journey, either with family or on their own, in search of
safety, stability and a better future. Between 2015 and 2017, more than 1 million asylum
applications were made for children in Europe.(2)

The phenomenon of migration to Europe has been characterised by continual evolution;
with frequent changes in the most common migrant routes, modes of travel, and the length
of stay in transit countries. Children making these dangerous and often prolonged journeys
are exposed to considerable health risks. Migrant child health is related to their health
status before the journey, conditions in transit (including experience of trauma) and after
arrival in Europe, and is influenced by the health of their caregivers and their ability to
access health care.(3)

The Convention on the Rights of the Child (CRC) affords all children with the right to health
care without discrimination, and it devotes specific attention to the rights of displaced and
unaccompanied children.(4) As such, the CRC provides a useful framework to address the
health of migrant children. This paper reviews the health risks and needs of asylum seeking,
refugee and undocumented children in Europe during the first few months after their arrival
to a country (Table 1) and how European health policies respond to these risks and needs. It
is important to note that children may live for months or years in one or several countries
before settling, being repatriated, or going underground. Factors that begin to take
precedence in the longer term, such as the social determinants of health, ethnicity, and
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issues relating to legal status and prolonged periods of transit are outside of the scope of
this article.

Methods

The findings presented in this review are based on a comprehensive literature search of
studies on migrant child health in Europe from 1 January 2007- 8 August 2017. Searches
were run in PubMed and EMBASE on 8 August 2017. Search terms included combinations of
terms for children such as “child”, “youth”, and “adolescent” with terms for migrant, such as
“migrant”, “asylum seeker”, “refugee" and “undocumented migrant”, and with terms for
countries in the European Union, Afghanistan, Jordan, Lebanon, Syria, and Turkey. The
searches were limited to papers on children (birth-18 years) and English language. Papers
were included if they addressed physical and mental health of migrant children, health
examinations of migrant children, the effect of caregiver mental health on children, access
to care, or disparities in care between migrant children and the local population. Non-
English language papers, papers on adult populations (defined as papers with mean age of
study population >18 years), and papers from non-European host countries were excluded.
A total of 1517 titles were screened, 149 papers were eligible for full text review, of which
33 were found to deal with the health needs and health risks of migrant children. These
articles and another 29 articles and reports from hand searches are included in this review
(Figure 1: Flow diagram).

Health risks and needs of migrant children in Europe

The health needs of migrant children are highly heterogeneous, and depend on the
conditions in the country of origin, during their journeys, and after arrival in the countries of
destination. Children separated or travelling unaccompanied are particularly vulnerable to
various forms of exploitation at all phases of their journey and after arrival. Structural,
financial, language and cultural barriers in access to health care affect care-seeking
behaviours at all phases of the journey, as well as diagnostic evaluation, treatment, and
health outcomes (Table 2).(5)

Communicable diseases

During travel and after arrival in Europe, children may be housed in overcrowded facilities
with inadequate hygiene and sanitation conditions that place them at risk of communicable
diseases. The most common infection sites include the respiratory tract, gastrointestinal
tract and skin, with a concerning prevalence of parasitic and wound infections.(6-9)
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Migrant children need to compliment their vaccinations to match the vaccination schedule
of the country of destination.(10) Several studies of migrant children in Europe have
identified low vaccination coverage against hepatitis B, measles, mumps, rubella and
varicella and low immunity to vaccine preventable diseases including tetanus and
diphtheria: this is coupled with a higher prevalence of previous exposure to vaccine-
preventable diseases(11). Since 2015, cases of cutaneous diphtheria(10) and outbreaks of
measles in the EU(12) have been attributed to insufficient vaccination coverage in migrant
populations. Further, Hepatitis A cases have been reported in migrant children living in
camps and centres in Greece and Germany, with particularly high rates among children
under 15 years.(13, 14) However, it is important to note that there is no evidence of
increased transmission of communicable diseases from migrants to host populations.(15)

Migrant children originating from low and middle income countries may have been exposed
to infectious agents that are rare in high income countries in Europe.(16-18) Furthermore,
exposure to armed conflict may increase their risk of exposure to infections.(10) Notable
infections among migrant populations include latent or active tuberculosis (TB),(16, 19)
malaria,(10) HIV,(20) Hepatitis B and C,(10, 16), Syphilis(16), Human T-lymphotropic virus
type 1 or 2,(16) louse-born relapsing fever,(10, 21) shigella,(10) and leishmaniasis.

The treatment of migrant children with infectious diseases may require different regimens
than those recommended by national protocols, as these children may be at higher risk of
colonisation and infection with drug-resistant organisms. In Germany, routine screening
practices at hospital admission have found that migrant children have higher rates of
Multiple Drug Resistant (MDR) bacterial strains than the local population.(22) MDR
Infections may be more difficult to treat, and carry higher morbidity and mortality risk.

Noncommunicable diseases and injuries

Displacement places children at risk for a broad variety of noncommunicable diseases and
injuries that may be exacerbated by limited and irregular access to paediatric and neonatal
health care. Paediatric groups that are particularly vulnerable include unaccompanied
minors, pregnant adolescents, and infants.

In 2017, more than half of the migrant children arriving in Europe were registered in Greece,
and the largest age group were infants and small children (0-4years old),(23) Infants born
during the journey may be born without adequate access to prenatal, intra-partum, or
postnatal care, resulting in increased birth complications, stillbirth, and infant mortality.(24)
Further, these newborns may have lacked access to screening for congenital disorders that
is routinely offered in European countries. Infant nutrition may suffer, particularly as
breastfeeding is a challenge for mothers during their journey.(25) The evidence regarding
the risk of birth complications in children born to mothers after arrival in the destination
country is mixed. Some studies in Europe have shown that these infants have higher rates of
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birth complications, including hypothermia, infections, low birth weight, pre-term birth, and
perinatal mortality when compared with the native population,(8, 26) while other studies
have found that outcomes in certain countries are similar to the national populations.(27)
These patterns suggest that the cause of altered risks may be related to society-specific
factors such as integration policies, socioeconomic disadvantage among different migrant
groups, and barriers in access to care.(27)

Traumatic events such as torture, sexual violence or kidnapping, may have long-lasting
physical and psychological effects on a child. Physical trauma related to the journey and
attempts at illegal border crossings may include skin lacerations, tendon lacerations,
fractures, and muscle contusions. If left untreated and/or in unhygienic conditions, injuries
may become infected, with severe and potentially life-threatening consequences.(6) People
arriving by sea are particularly susceptible to injury and illness; a recent survey of rescue
ships found that dehydration, and dermatological conditions associated with poor hygiene
and crowded conditions were common, as well as new and old traumatic injuries from both
violence and accidents.(28) The risk of female genital mutilation is high in girls from certain
regions, and occurs to the extent that it is a recognised reason for seeking asylum.(29)

There is little good quality evidence from Europe on the risk of injury during the early period
after arrival in the country of destination. However, a large Canadian study found that
refugee children have an increased risk of injury after resettlement. The study reported a
20% higher rate of unintentional injury in refugee youth compared with non-refugee
immigrant youth for most causes of injury, with notably higher rates of motor vehicle
injuries, poisonings, suffocation, and scald burns.(30) In spite of their risks before travel,
during the journey, and after arrival, no studies provide data on the prevalence of disability
in children on the move or its effect on child health and development.

While the prevalence of noncommunicable chronic diseases in migrant children to the EU is
not thought to differ significantly from host populations, there is little evidence to support
this thinking, and barriers in access to care and different health beliefs pose challenges to
diagnosing and managing migrant children with chronic diseases (Table 2).(31) Nutritional
deficiencies and dental problems are more common in migrant children, with reported
prevalence of iron deficiency anaemia ranging from 4-18% among children living in Germany
and Greece.(7, 32) Dental problems are perhaps the most prevalent health issue in migrant
children, and indeed have been reported in 22-65% of migrant and refugee children in the
UK and Australia.(33)

Psychosocial and mental wellbeing

Migrant children are at high risk for psychosocial and mental health problems, with
separated and unaccompanied children at highest risk. Direct and indirect exposure to
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traumatic events are associated with post-traumatic stress disorder (PTSD), anxiety,
depression, sleep disturbances, and a broad range of internalising and externalising
behaviours in refugee children.(34)

The mental health of caregivers, especially mothers, plays an important role in their
children’s mental and physical health. Maternal PTSD and depression are correlated with
increased risk of PTSD, PTS symptoms, behavioural problems and somatic complaints in
their children.(35) Conversely, good caregiver mental health is a protective factor for the
mental and behavioural health of refugee children.(34)

Transit and host country reception policies also impact migrant children’s mental health
outcomes. Numerous studies have documented that post-migration detention increases
psychological symptoms and the prevalence of psychiatric illness in migrant children.(34)
Detention, multiple relocations, prolonged asylum processes, and lack of child-friendly
immigration procedures are associated with poor mental health outcomes in refugee
children, and have been described in some studies as having placed the children in greater
adverse situations than those which the children endured before migration.(34) A
longitudinal study of refugee children from the Middle East in Denmark found that
psychological symptoms improved over time, with risk factors related to war and
persecution being important during the early years after arrival in Denmark, and social
factors in the country of origin were more important for the long term.(36)

Racism and xenophobia play an important role in the psychological health and wellbeing of
migrant children. Studies in Sweden and Denmark have found that the experience of
discrimination is common among migrant youth and is associated with lower rates of social
acceptance, poorer peer relations, and mental health problems.(37, 38) In a national survey
of Swedish 9t graders, rates of bullying experienced by migrant children were associated
with migrant density in schools, whereby migrant children attending schools with low
migrant density reported 3 times the rate of bullying compared with those attending
schools with high migrant density.(38)

The remarkable resilience observed in displaced children has been a topic of significant
discourse and study.(3) Healthy and positive adaptive processes are associated with social
inclusion, supportive family environments, good caregiver mental health, and positive
school experiences.(34, 39) Research and experience suggest that the most effective way to
protect and promote refugee child mental health is through comprehensive psychosocial
interventions that address psychological suffering in the context of the child’s family and
environment; such interventions necessarily include family, education, and community
needs and caregiver mental health.(40)

https://mc.manuscriptcentral.com/bmjpo



Page 7 of 15

oNOYTULT D WN =

BMJ Paediatrics Open

Unaccompanied minors

The numbers of unaccompanied and separated children (UASC) seeking asylum in Europe
have increased in recent years.(41) During 2015, 96,465, and in 2016, 63,260
unaccompanied children applied for asylum in the 28 EU member states, with Germany
receiving about a third of these children.(42)

The mental health of unaccompanied refugee adolescents during the first years of exile has
been studied in several European epidemiological studies in recent years.(43-52) In the
largest of these studies, a comparison was made between three groups: (1) newly arrived,
unaccompanied children aged 12—18 years in the Netherlands, (2) young refugees of the
same age who had arrived with their parents and (3) an age-matched Dutch group.(43) The
unaccompanied youths had much higher levels of depressive symptoms than the
accompanied refugee children (47 vs 27%), and this was partly explained by a higher burden
of traumatic stress. Follow-up interviews 12 months later showed no indication of
improvement. The level of externalizing symptoms and behaviour problems were, however,
lower among the unaccompanied refugees than in the Dutch comparison population. A
similar picture of high levels of traumatic stress and introverted symptoms was noted in a
Norwegian study of 414 unaccompanied youths, carried out at an average of 3.5 years after
their arrival in the country.(51)

Age assessment

Having an assumed chronological age above or below 18 years determines the support
provided for young asylum seekers in most European countries, despite the fact that many
lack documents with an exact birth date.(41) This has led to the use of many different
methods to assess age in Europe. In the UK, social workers independent of the migration
authorities undertake age assessment interviews which consider any documents or
evidence indicating likely age, along with an assessment of appearance and demeanor.(53)
Many other European countries rely on medical examinations, primarily in the form of
radiographs of the hand/wrist (23 countries), collar bone (15 countries) and/or teeth (17
countries).(54) The individual variation in age specific maturity in the later teens with these
methods, and the unknown variation between high and low income countries, make them
unsuitable for assessing whether a young person is below or above 18 years of age.(55, 56)

The use of these imprecise methods raise serious ethical and human rights concerns and is
often experienced as unfair and stressful by the young asylum seekers.(57) The European
Academy of Paediatrics and several national medical associations have therefore
recommended their members not to participate in age assessment procedures of asylum
applicants on behalf of the state.(58)
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Health policies and child rights

Identification of the health needs of an individual migrant child, and subsequent timely
investigation and management may be suboptimal in the arrival countries for a plethora of
reasons associated with legal status, health care system efficiencies, and individual factors.
A recent survey identified 12 EU/EEA countries with significant inequities in health care
entitlements for migrant children (compared to locally born children) according to their
legal status.(59) In many countries, undocumented children are only able to access
emergency health care services.(60) Worryingly, in Sweden, a recent Human Rights Watch
report found that children spend months without receiving health screening.(61)

In the UK, UASC have their specific health needs identified as part of statutory health
assessments, where the state has assumed the role of the corporate parent and undertakes
the responsibility for the needs of the child. However, accompanied children (those children
who arrive with and remain in the care of, their migrant, refugee or asylum seeking
parent/s), depend upon their newly arrived parent(s) to negotiate unfamiliar health care
systems. Although there have been very few studies assessing access to health care by
migrant families, it has been proposed that unfamiliar health care systems, and financial
costs of over the counter medications pose specific challenges to the migrant family.(62)

Newly settled migrant children have greater needs than the average European child. Thus,
access to health care is a major concern for migrant children. In an analysis of health care
policies for migrant children, Hjern et al (63) compared entitlements for asylum seeking and
undocumented children in 31 EU member and EES states in 2016 with those of resident
children. Only seven countries (Belgium, France, Italy, Norway, Portugal, Spain and Sweden)
have met the obligations of non-discrimination in the CRC and entitled both these
categories of migrants, irrespective of legal status, to receive equal health care to that of its
nationals. Twelve European countries have limited entitlements to health care for asylum
seeking children, including Germany and Slovakia that stand out as the EU countries with
the most restrictive health care policies for refugee children.

In all but four countries in the EU/EEA there are systematic health examinations of newly
settled migrants of some kind.(64) In most eastern European countries and Germany this
health examination is mandatory; while in the rest of western and northern Europe it is
voluntary. All countries that have a policy of health examination aim to identify
communicable diseases, so as to protect the host population. Almost all countries with a
voluntary policy, also aim to identify a child’s individual health care needs, but this is rarely
the case in those countries that have a mandatory policy.
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Implications

Our review of the available evidence indicates that migrant children have particular health
risks and needs that differ from both the local populations well as between migrant groups.
The body of evidence remains limited, however, as it is based primarily on observational
studies from individual countries, with few multi-country or intervention studies. There is a
notable need for research on the effect of interventions and policies intended to promote
and protect migrant children’s health, well-being and positive development.

There is also a need to go beyond research, to improve access and quality of care for
migrant children. The International Society for Social Pediatrics and Child Health recently
released a position paper with recommendations for health policy, health care, research and
advocacy.(3) These recommendations are grounded in child rights, and can serve as a guide
for individuals, groups and organisations seeking to improve the health and wellbeing of
migrant children.

Conclusion

Asylum seeking, refugee and undocumented children in Europe have significant health risks
and needs that differ from children in the local population. Health policies across EU and
EES member states vary widely, and migrant children in Europe face a broad range of
barriers in access to care. The Convention on the Rights of the Child provides children with
the right to access to health care without discrimination and to the conditions that promote
optimal health and wellbeing. With children increasingly on the move, it is imperative that
individuals and sectors that meet and work with these children are aware of their health
risks and needs and are equipped to respond to them.
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Table 1. Definitions

Child Person under the age of 18 years.(4)

Asylum seeker Persons or children of such persons who are in the process of applying for
refugee status under the 1951 Geneva Refugee Convention.(65)

Refugee A person, who “owing to well-founded fear of persecution for reasons of
race, religion, nationality, membership of a particular social group or
political opinions, is outside the country of his nationality and is unable or,
owing to such fear, is unwilling to avail himself of the protection of that
country”.(66)

Undocumented children | Children who live without a residence permit, have overstayed visas or
have refused immigration applications and who have not left the territory
of the destination country subsequent to receipt of an expulsion order or
children passing through or residing temporarily in a country without
seeking asylum. (59)

Unaccompanied Children who have been separated from both parents and other relatives

minors and are not being cared for by any adult.

Table 2. Barriers in access to care for migrant children

Unfamiliar health system, lack of knowledge about where and how to
Patients and seek care
. Variable education and literacy, with variable knowledge about
families
health
Lack of awareness about health rights
Information Variable understanding of and experience with treating migrant
children
Health Limited epidemiological data on the health status and context-
. specific risks of migrant children
professionals ; - - .
Lack of clear and readily available national guidance on the legal and
practical aspects of health care for migrants

Language barriers, with limited or lack of access to medical

interpreters
Culture and language Differing cultural and health beliefs
differences Expectations for health care encounter may differ between the

health professional and patient/family

Costs associated with care may include transport to health facility,

Financial . . .
treatment, medications and medical supplies

Distance to health facility, transportation needed to access care

Multiple housing relocations

Insufficient time allotted to appointments

Other barriers - - -
Fear, including the fear that accessing care may affect asylum

decision

Breakdown in trust between patients and health workers

Figure 1. Flow diagram
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