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Abstract
Large numbers of refugee children are arriving in high-income countries. The evidence to
date suggests that they have mental health needs that are higher than for the general
population and that these are exacerbated by the numbers of traumatic events they have
experienced and the post-migration stressors they continue to be exposed to. The
importance of a thorough and thoughtful assessment is discussed. Treatments of note are
described for PTSD, family functioning, general mental health problems and within school
environments. Future opportunities to operationalize outcome measures, develop
multimodal interventions and utilise implementation science methodology are considered.

Introduction
The causes that propel individuals into forced migration have been increasing across the
globe- be that because of environmental degradation, natural disasters, global austerity and
deepening poverty as well as organised violence. This latter precipitant is the focus of this
issue, as in recent years, wars and civil unrest have contributed to the largest forced
movement of people across the globe since World War II, predominantly as a result of
unrest in the Middle East (UNHCR (2017).
The mental health implications of forced migration for refugee children have been
documented as higher than in host populations in a number of studies and reviews
(Barghadouch et al., 2016a, Close et al., 2016, Fazel et al., 2005, Jakobsen et al., 2014). The
prevalence of post-traumatic stress disorder, anxiety and depressive disorders are in general
higher than in host populations but there is significant heterogeneity given the dramatically
different experiences these children might have had in their native countries as well as in
their journey to and reception in a country of refuge (Reed et al., 2012). For example,
prevalence rates of PTSD can range in studies from 10-25% in studies from high-income
countries but have been as high as 75% in low and middle income country studies; and
estimates of depression have ranged from 5-30% (Fazel et al., 2015). Furthermore, refugee

children can arrive with primary caregivers, other family members or enter a high-income
nation unaccompanied- either as a result of trafficking or other potentially fearsome
journeys- all of which can contribute to very different mental health considerations.
The study, development and scrutiny of different interventions for refugee children is
significantly impacted by the heterogenity of refugee populations, as described above. This
then effects opportunities to better systematise and interpret the available evidence as
appropriate meta-analyses of interventions cannot be conducted. For example, studies can
differ substantially in how populations are defined as refugees, what control group, if any, is
chosen, the location of the intervention, the tools utilised to conduct any mental health
measurements and their cross-cultural validity, the primary outcomes chosen, and finally
aspects of the scope and intensity of the intervention itself.
Furthermore, there can be difficulties inherent in studying refugee populations because of
cultural, environmental and political factors that can lead to greater mobility, numerous
socio-economic needs and immigration and residence insecurity. These, in combination with
a poor conceptualisation of mental health presentations and services add to the
complexities of conducting systematic studies on these populations (Reed et al., 2012). This
is further evidenced by the widespread underutilisation of mental health services by refugee
children and their families (Colucci et al., 2014). It can thus be difficult to approach the field
of intervention studies for refugee children in an integrated manner.
The prominent focus on treatments for post-traumatic stress disorder (PTSD) (Cloitre, 2009,
Eberle-Sejari et al., 2015, Nickerson et al., 2011, Nose et al., 2017) have dominated the
majority of studies thus far conducted. Although PTSD is only one of a broad number of
different presentations seen in refugee children, it’s study possibly facilitated by a discrete
diagnostic categorisation, often identified by specific events rather than the totality of the
refugee experience, which might seem overwhelming. The data on interventions, therefore,
is skewed towards treating PTSD. It is also an area of treatment that has, in children and
across a range of potentially traumatic exposures, had positive results with moderate effect
sizes observed across the different types and populations that have been traumatised.
However, as the actual numbers participating in studies that can be compared remain small,

there remains much to be done, especially given the substantial numbers of children
currently forcibly displaced across the globe (Peltonen and Punamaki, 2010).
A number of areas will now be considered. Firstly, the importance of a thorough assessment
of the refugee child and their caregivers is discussed and then a range of encouraging
interventions will be described.

Importance of a thorough assessment
The importance of an appropriate and thorough assessment that takes place in an
accessible setting must necessitate any approach to identifying the best intervention that
might be needed for a refugee child. This is because such a large proportion of refugee
children do not access mental health services and those that do might not engage well with
any determined treatment approach (Barghadouch et al., 2016b, Colucci et al., 2015). In
order to best appreciate the factors that contribute to this, it is important to consider the
many, often competing demands placed on refugee children and their families such as their
basic survival needs of food, housing, financial security and immigration determination.
These needs are then coupled with the complexities of stigma that afflict all mental health
interventions, especially for vulnerable populations. For refugee children and families, the
concept of mental illness and services might be poorly understood; especially as such
services are often poorly developed in many of the countries from which refugee
populations have arrived.
The assessment of the refugee child needs to ensure that a full picture is drawn of their
experiences across their life thus far, from what they might have experienced in their
countries of origin, to their journeys to a country of refuge and then, in their current
situation. The full extent of the psychological assessment has been described elsewhere,
and includes assessment of their family, school and community as well as their full
psychosocial needs (Fazel et al., 2015, Ng et al., 2016). The integrative model of adaptation
and development after trauma and persecution (ADAPT) model can guide a more tailored
assessment as it proposes five core psychosocial pillars that are disrupted by trauma –
feeling safe and secure; bonds and attachments; a sense of fairness or justice; having a role
and identity; and existential meaning (Silove, 2013).

Conducting a comprehensive neurodevelopmental and cognitive assessment can be
particularly challenging in the context of cross-cultural differences in social behavior in
addition to the barriers that might be presented by assessments being conducted on a child
who has only newly acquired the language (Kaplan et al., 2016, Ng et al., 2016). A recent
systematic review of learning problems in refugee children highlighted a number of risk
factors for learning problems (Graham et al., 2016). These included parental
misunderstandings about educational styles and expectations, teacher stereotyping and low
expectations, bullying and racial discrimination, pre-migration and post-migration trauma,
and forced detention. Factors for success included high academic and life ambition, parental
involvement in education, family cohesion and supportive home environment, accurate
educational assessment and grade placement, teacher understanding of linguistic and
cultural heritage, culturally appropriate school transition, supportive peer relationships, and
successful acculturation. These place an emphasis, therefore, on the role of key
environmental actors- such as schools- to facilitate success. An assessment of the school
and its environment, if the refugee child has been placed in school, is often essential in
helping identify, assess and treat refugee children in need of mental health interventions
(Fazel et al., 2016, Tyrer and Fazel, 2014).
Review of a refugee child’s physical health needs is important as this can be overlooked. It
should include chronic health conditions, oral health and skin as well as questions about
previous health, exposure to any infectious diseases endemic in countries of origin and
transit, as well as physical injuries (Benson and Smith, 2007, Davidson et al., 2004, Gerritsen
et al., 2006). Previous head injury, especially if associated with loss of consciousness, is an
important factor to ascertain as studies have demonstrated that this is highly prevalent in
torture survivors and can have significant long-term neurodevelopmental and psychological
effects including depression and PTSD (Keatley et al., 2013, Mollica et al., 2002, Mollica et
al., 2009).
Finally, a sensitive assessment of violence exposure is needed. This is not only about
previous exposures to torture and violence, which have consistently predicted longer-term
mental health needs, but also current exposures to violence within the child’s home as well
as community and school. Refugee families, in some studies, have been observed to have a
higher rate of parent to child aggression (Pottie et al., 2015). This can be as a result of the

complex interplay that might be experienced by refugee parents of deskilling on arrival in a
new country, downward social mobility with lower socio-economic status than they had
experienced previously and social isolation, all of which can then impact on risk of
maltreatment for children (LeBrun et al., 2016). A proposed cycle of violence highlights a
potential sequence of events in which adults exposed to human rights violations are more
prone to outbursts of excessive anger in the post-conflict environment with perceptions of
enduring injustice playing an important role in perpetuating this cycle (Rees et al., 2011,
Rees et al., 2013, Tay et al., 2015). The impact of exposure to continuing violence in the
post-migration environment, either witnessed or experienced by the refugee child, needs
therefore to be carefully considered and addressed.
The future might offer further assessment opportunities to identify higher risk populations,
as highlighted by two recent studies looking at the potential role of genetic predisposition.
These studies have demonstrated how variants of certain genes can increase susceptibility
to mental health problems following trauma, such as the degree of MAOA expression in one
study of Syrian refugees (Mulligan et al., 2017) and in another where carriers of a certain
cortiocotropin releasing hormone receptor 1 allele were more susceptible to mental health
problems following trauma in both refugee and Dutch adolescents (Sleijpen et al., 2017).

Treatments of note
The study of interventions for refugee children can be framed under two main headings,
those that are unimodal- directed at treating a specific disorder and comprise the majority
of higher quality studies, or multimodal- those that are trying to address the many needs
refugee children might present with in both their mental and physical health as well as their
broader systems, be that in their family, school or wider community. Across high-income
countries a range of different interventions are offered, often with a limited evidence-base.
Many services offer no specific or targeted treatments, and those that do, primarily include
enhanced services to treat individuals with PTSD. A small number of family-based and
school-based interventions have also been offered (Tyrer and Fazel 2014). Many third sector
and charitable organisations have arisen to meet the treatment gap by providing
psychosocial interventions but few have been evaluated. A few innovative treatments of
note are described below.

PTSD and Narrative Exposure Therapy
The evidence highlights how there are certain high risk groups for PTSD and these include
those who have experienced cumulative exposure to multiple types of torture, as well postmigration instability such as many house moves, a lack of basic resources and immigration
detention (Fazel et al., 2012, Miller and Rasmussen, 2010).

The treatment of PTSD has been one of the more extensively studied areas, yet systematic
reviews of adult literature often identify small numbers of high-quality studies, and much
less so for child populations (Brown et al., 2017, Eberle-Sejari et al., 2015, Morina et al.,
2017, Nose et al., 2017). Narrative Exposure Therapy (NET) has the strongest evidence-base
thus far, a reflection of its consistent positive findings in adult and child studies and also the
number of high quality studies testing it (Catani et al., 2012, Neuner et al., 2008, Robjant
and Fazel, 2010, Ruf et al., 2010). NET holds promise as it is potentially scalable having been
studied in low resource settings with lay-counsellors and, for mental health professionals,
has a brief 2-day training. It has been developed to treat people who have suffered multiple
traumatic experiences and chronologically explores each event in intricate detail to produce
a life narrative. There is a need to replicate existing NET studies in more high-income
settings, as well as test it against other treatment modalities of note- such as EyeMovement Desensitization and Reprocessing (EMDR) and Trauma-focused CBT (TF-CBT).
NET’s adaptation for children, KIDNET, has been tested in at least seven studies mainly
conducted in low and middle-income countries (Neuner et al., 2008, Robjant and Fazel,
2010, Ruf and Schauer, 2012). It comprises approximately 6-10 sessions of around 90
minutes conducted at weekly intervals. The studies thus far conducted have demonstrated
significant symptom reduction with sustained effects at follow-up of upto 12 months. Laycounsellors (including teachers) have been utilised in the studies in low and middle-income
settings but how this would translate into high-income countries is still unclear but feasible
given the success so far.
Improving home environment, families and multimodal interventions
There is a consensus that in the resettlement environment, positive psychosocial outcomes
for youth and adults is significantly influenced by the integrity and functioning of families.

Yet few intervention programs in mental health focus specifically on families in the refugee
field. PTSD clusters in families (Sack et al., 1995) and can have negative effects on
attachment and parenting (van Ee et al., 2016). An interesting model of participatory
research based within two refugee communities in Boston demonstrates how developing
interventions for refugee communities can take account of the needs that are identified by
the refugee communities themselves. As a result of research to understand the problems,
help-seeking behaviours and strengths to be fostered in each community an intervention
was developed with promising acceptability (Betancourt et al., 2010, Betancourt et al.,
2015). This intervention includes 10 modules delivered to caregivers and children in
separate sessions and builds towards a family meeting to support understanding of previous
and current stressors and foster more positive relationships.
Facilitating better generic psychological treatment using a common elements approach
Another method of treatment that is gaining increasing momentum and has interesting
results are those that utilise a common elements treatment approach (CETA) incorporating
treatments for mood disorders, post-traumatic stress or anxiety problems. Lay workers have
been trained to deliver a treatment intervention using a transdiagnostic approach for which
early data showed a decrease in clinical symptoms and promising acceptability as
determined by good retention in treatment (Murray et al., 2014). It has been piloted in the
USA, Iraq and on the Thai-Burma border, although with little evidence to date for refugee
children in high income settings. Bolton has shown lay counsellors can effectively deliver
interventions across disorders among trauma survivors (Bolton et al., 2014) as supported by
a broader review of the use of paraprofessionals in treating PTSD in low-resource settings
(Jain, 2010). Transdiagnostic protocols, which enlist a core set of elements to address a
range of mental disorders, have emerging evidence of being as effective as disorder-specific
treatments, and are potentially more scalable (Michelson & Patel 20017; Hersh, Metz, &
Weisz, 2016).
In considering the practicalities of offering such intervention approaches to refugee children
in high-income countries it might be important to consider who might comprise a ‘lay
counsellor’; the training they might need as well as careful consideration of safeguarding
and clinical governance issues. This term might apply to teachers, school assistants and
other education staff as well as a range of mental health care workers who are without

specific mental health qualifications but employed in third sector or voluntary organisations,
and currently deliver a high proportion of community psychosocial interventions. More
generic mental health services are starting to work collaboratively with ‘lay workers’ and
community organisations to enhance engaging more vulnerable hard-to-reach populations
as well as improving experiences of and services offered by mental health services. This
approach, therefore, holds promise for refugee children.

School-based interventions to improve mental health outcomes
There is emerging interest in the potential role that schools can play in providing mental
health support and interventions, especially for vulnerable refugee populations such as
unaccompanied minors as well as for families (Anders and Christiansen, 2016, Fazel et al.,
2016, Tyrer and Fazel, 2014). Unimodal and multimodal interventions have been examined
in schools and although the evidence-base at present remains limited, it is growing and
worthy of further enquiry. Interventions that have been trialled include targeted
interventions to treat those with PTSD to interventions delivered in classrooms, often for
newly arrived children. A range of interventions have been studied, with the greatest
evidence-base in those that focus on the verbal processing of previous traumatic events
(Tyrer and Fazel, 2014).
For example, a multi-tiered approach was used for a class of refugee children in a school in
the US, called Project SHIFA (Ellis et al., 2013). In this model, broad mental health promotion
was offered to all, and those identified at higher-risk were placed in school-based early
intervention groups. Those with significant distress were given a direct trauma-based
treatment under the trauma systems therapy (TST) model with more intense services
including home-based mental health care, advocacy and case management. This model of
treatment holds good promise, especially as it engaged and utilised community resources.
Future interventions can consider the whole school environment, as the interventions need
not only be directed at refugee children but have the potential to focus on the whole
community of learners at the school.

Conclusions:
This focus on mental health interventions for refugee children in high-income settings does
not negate the importance of appreciating the many strengths and capacities of refugee
children and families arriving in high-income settings. However, in trying to ensure that
those with mental health difficulties are able to access the best available interventions it is
important to appreciate the difficulties encountered in developing this field of research. In
summary, the study of interventions for refugee populations has been hampered by
difficulties with the heterogeneity of the populations studied and the limited number of
high-quality studies conducted- a reflection of populations where the research agenda can
be difficult to prioritise, especially for children.
Of the many challenges in the field, three might be worthy of consideration for a more
united approach. First is the prospect of minimising modifiable causes of heterogeneity
across data in outcome studies. If a more unified approach could be adopted in outcome
measures and validated data can be gathered from a narrowed band of instruments, then
studies might be more amenable to meta-analysis and the pooling of information which can
substantially support the development of an evidence-base of treatments for refugee
children.
Secondly, given the complexity of issues that these populations often have to concurrently
manage, more multimodal interventions that bring together interventions from different
theoretical backgrounds and practices are needed to enhance the poorly-developed current
evidence-base (Silverstone et al., 2016). For child refugee populations, multimodal
intervention would potentially address components of the following: exposure to previous
traumatic events; adjustment to new environments; linguistic and legal assistance; family
and parenting support; and school-based interventions. These complex interventions can be
harder to conceptualise, get funded and then be tested but given the global context of
current need, these interventions need to be enhanced (Betancourt and Chambers, 2016).
Finally, collaboration across health services and policy makers to embed an implementation
science approach to any interventions developed are urgently needed to ensure that we can
better elucidate the barriers and facilitators for successful implementation of interventions

whilst also taking into consideration local contexts (Betancourt and Chambers, 2016). A
focus at the outset of intervention development on broader dissemination and identifying
where an implementation strategy might facilitate making the intervention more successful
and sustainable is needed. This is of heightened importance for the development of
complex interventions across modalities to address the broad needs of refugee children
(Kohn et al., 2001, Tabak et al., 2012). Incorporating the refugee and other stakeholder’s
views will also ensure that all relevant perspectives are understood and has been shown to
assist with more successful long-term implementation (Curran et al., 2012, Lucero et al.,
2016, Moore et al., 2015, MRC, 2008, Tabak et al., 2012).
The present opportunities to develop interventions for refugee children are more exciting
than ever, given the advances that have taken place in conceptualising and testing complex
interventions as well as the frameworks for developing sustainable and scalable
interventions using implementation science methodology. If these are utilized well, the
field has the potential to be propelled forward as such large numbers of forcibly displaced
children are present across the globe- those under the age of 18 years comprise half of all
refugee populations. Resettlement strategies that can address the difficulties of accessing
refugee populations for informed study and enabling a more coherent research agenda that
is aligned with public health and policy strategies are needed. With such large numbers
arriving, the potential to learn from these populations, as well as understanding and
addressing their mental health needs, have never been more auspicious.
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