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Preface to ”Children on the Move”

This Special Issue of Children will focus on the health of children experiencing migration

as refugees or immigrants, and those internally displaced within their own country due to war

and conflict. The explored topics will include adverse health conditions including the prevalence

of specific infectious diseases, oral health and hospitalizations within refugee camps. It will also

explore the mental health of children who have experienced significant trauma. It examines

specific populations such as children with disabilities, unaccompanied minors and child separation

at international borders. This Special Issue will also focus on the need to utilize best practice,

trauma-informed care and care coordination. This includes the development of new clinical

guidelines, the development of new care systems and advocacy for new policies addressing

vulnerable children in need.

Charles Oberg

Special Issue Editor
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Editorial

The Arc of Migration and the Impact on Children’s
Health and Well-Being: Forward to the Special
Issue-Children on the Move

Charles Oberg

Division of Epidemiology and Community Health and Division of Global Pediatrics, University of Minnesota,
Minneapolis, MN 55455, USA; oberg001@umn.edu

Received: 1 September 2019; Accepted: 3 September 2019; Published: 6 September 2019

Abstract: Since the start of this millennium the diaspora of families with children has continued
unabated. UNICEF estimates that nearly 31 million children have been forcibly displaced from their
homes by the end of 2017. This includes 13 million child refugees, an estimated 17 million children
internally displaced within their own countries and over 900 thousand children seeking asylum in a
different country. Even more staggering is the 75 percent increase in the number of child refugees
between 2010 and 2015. This Special Issue, Children on the Move: The Health of Refugee, Immigrant
and Displaced Children, examines in detail the health and well-being of our most vulnerable children
today. It follows the arc of migration from home country, through transit and finally the challenges
experienced in a child’s new country. The papers explore a variety of acute and chronic health
conditions as well as the mental health of these children and youth. The articles examine the trauma
experienced in their home country, the fleeing of war, violence and/or poverty, the travails during
their journey, the stress throughout their stay in detention centers and refugee camps, and finally the
transition to a new home country.

Keywords: children on the move; refugees; immigrants; trauma informed care; children’s rights

Since the start of this millennium the diaspora of families with children has continued unabated.
The general population’s attention was drawn to the issue following the 2015 drowning of Alan Kurdi,
the three-year-old Kurdish refugee from Syria. The photograph of the toddler lying face down on
the shore made the journey palpable to millions worldwide. More recently, the image of children
separated from their parents and held in detention centers on the southern border of the United States
reawakened our collective awareness of the ongoing tragedy experienced by the global diaspora of
families and their children.

UNICEF estimates that nearly 31 million children have been forcibly displaced from their homes
by the end of 2017. This includes 13 million child refugees, an estimated 17 million children internally
displaced within their own countries and over 900 thousand children seeking asylum in a different
country [1]. Even more staggering is the 75 percent increase in the number of child refugees between
2010 and 2015 [2]. They are fleeing armed conflict, poverty, oppression and natural disasters, seeking
to find a safe and welcoming new home.

This Special Issue, Children on the Move: The Health of Refugee, Immigrant and Displaced Children,
examines in detail the health and well-being of our most vulnerable children today. It follows the arc of
migration from home country, through transit and finally the challenges experienced in a child’s new
country. The articles examine the trauma experienced in their home country, the fleeing of war, violence
and/or poverty, the travails during their journey, the stress throughout their stay in detention centers
and refugee camps, and finally their transition to a new home country. It contains contributions from
an international community of professionals working on behalf of all refugee, immigrant and displaced

Children 2019, 6, 100; doi:10.3390/children6090100 www.mdpi.com/journal/children1
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children. The papers explore a variety of acute and chronic health conditions as well as the mental
health of these children and youth with an emphasis on trauma informed care. The contributions are
grounded in the principles, standards and norms of child rights as articulated by the UN Convention
on the Rights of the Child (CRC). All the articles provide new insights and strategies on how best to
ground our clinical work as well as advocating for programmatic and policy change through a child
rights based framework.

The Special Issue begins with an editorial by Stephanie Ettinger de Cuba, Allison Bovell-Ammon
and Diana Becker Cutts that eloquently speaks to the “invisible walls” that are created through global
policies within and across nations that first fail to address the antecedents of poverty, violence and
climate change, and then isolationist and xenophobic polices that limit migration across borders. This
is best exemplified by the present policy of the United States regarding its southern border and the
especially harmful effect it is having on children and their families.

Nina Frield and Oliver Muensterer provide a glimpse into the hospitalization of refugee children
admitted to hospitals in Germany. When families migrate from transitional refugee camps to hopefully
their final destination, the morbidity and health burden frequently migrates with them. Their study
is a retrospective review over a 10-year span. They found that hospitalized refugee children were
significantly more likely to experience anemia, colonized with Methicillin-resistant Staph aureus, minor
trauma, and esophageal foreign bodies as compared to non-refugee children. The results speak to the
need to remain vigilant in the screening and assessment of refugee children once they have reached
their destination.

Allison Bovell-Ammon, Stephanie Ettinger de Cuba, Sharon Coleman and colleagues provide an
important paper from the Children’s Healthwatch collaborative that highlights a worrying trend of
increased food insecurity rates and decreased participation in the Supplemental Nutrition Assistance
Program (SNAP) amongst children born in the United States to immigrant families. This investigation
of economic and nutritional hardship complements the other articles in the Special Issue and completes
the arc regarding the family diaspora over the last decade. Specifically, the ongoing stress that
accompanies the migration of families from their country of origin to the assimilation to a new home.
The findings have major policy implication for the United States’ policies toward immigration and
identifies that restrictive policies do have human consequences for children and youth.

Asterios Kampouras, Georgios Tzikos, Eustathios Partsanakis and colleagues examine the
prevalence of disease and its resultant morbidity in the refugee camps on mainland Greece. A full
45% percent of those seen in the primary care office were infants, children and adolescents. The
paper explores the magnitude of acute and chronic infectious diseases as well as non-communicable
conditions including those associated with trauma and/or stress. The evolution in the approach to
sheltering from a short-term way station into a long term encampment occurring during the winter
months is poignant. It speaks to the adversity faced by these families as well as the need for policies by
countries who are receiving migrating families with children.

The article by Andie Buccitelli and Myriam Denov explores the barriers experienced by young
refugees fleeing war and conflict who are seeking asylum in Quebec, Canada. They face a myriad of
care systems that are insensitive to their needs, values and beliefs. Trauma is a consistent and pervasive
experience that spans from their home country, dangerous travels and resettlement at their destination.
The paper examines a number of alternative approaches that were generated from the youths’ insights.
These approaches validate their own identity and lived experiences so as to facilitate adjustment to
their new home now as well as their lives for the foreseeable future.

Eileen Crespo highlights in her review the importance of oral health for newly arrived children
in the United States. For these new arrivals, oral health is often a significant issue, with the severity
of dental disease varying by the country of origin as well as cultural beliefs that can hinder access
to care. It concludes with a call to health care providers to recognize oral health problems, make
appropriate referrals and communicate effectively with families on the need for both preventive oral
health and care.
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Kathleen Miller, Calla Brown, Maura Schramko and Maria Svetaz provide a review of
trauma-informed care approaches designed to address the toxic stress and trauma experience by
refugee youth. It outlines 10 clinical pearls that provides guidance to providers who are caring for
this vulnerable group of children and youth. These included utilizing a strength-based approach to
care, creating an immigrant-friendly environment that promotes trusting relations, and utilizing a
two-generational approach to care and advocacy both within the clinic and community.

Logan DeBord, Kali Hopkins and Padma Swamy provide a unique insight from the trainee
perspective on providing care for children on the move. They provide two case studies that highlight
the need for quality interpreters/translators when working with refugee and immigrant families.
They also provide recommendations on the need for medical education changes designed to address
this issue.

Ranit Mishori provides an introduction to the topic of age assessment of minors crossing
international borders and the difficulty of establishing the correct assessment of the age of immigrant
and refugee children. This introduction provides a summary of the best practices presently available in
estimating a child’s chronological age. It discusses how medical knowledge can be misused during this
sentinel event and concludes with a series of recommendations on adopting best policies, procedures
and practices in the initial assessment and evaluation.

Ziba Vighri, Zoë Tessier and Christian Whalen, in recognition of the 30th anniversary of the
UN Convention on the Rights of the Child (CRC), examine in depth the rights to provide for and
protect children who have been displaced from their homes due to violence and war. The manuscript
outlines the ramifications on children’s health and development. It provides an in-depth analysis of
the mandated provisions of the CRC dedicated to protecting displaced and asylum-seeking children.

Melissa Diamond and Charles Oberg provide a brief report on the trauma experience of Syrian
refugee families and their children presently living in Turkey. It explores gender related trauma such as
sexual violence, domestic violence and cultural constructions of masculinity, as well as the impact on
the educational experience of Syrian children. The paper concludes with a call for increased integration
of parent trauma support in educational intervention trainings and the creation of safe spaces where
mothers and fathers can discuss their own trauma and in hope of enhancing educational program
efficacy for their children.

Avinash Shetty provides a comprehensive review of infectious diseases experienced by refugee
children. The review focuses on the notable infectious diseases of active tuberculosis, HIV, hepatitis
B and C and malaria as well as other parasitic infections. It also highlights vaccine preventable
diseases. It provides a summary of health assessment guidelines for newly arriving immigrant and
refugee children.

The Special Issue concludes with an opinion piece by the Special Issue Guest Editor, Charles
Oberg on the Budapest Declaration, summarizing this landmark document on the rights of immigrant
and refugee children [3]. It also discusses how as child health providers we must alter our approaches
to a holistic plan based on a child rights based approach (CRBA) that melds the intersection between
health care, health systems, policies and programs [4]. It demands we advocate for a new approach in
the 21st century to global migration and the health and well-being of children and youth who are on
the move.

References

1. UNICEF. Child Displacement-UNICEF. Data: December 2018. Available online: https://data.unicef.org/topic/
child-migration-and-displacement/displacement/ (accessed on 9 August 2019).
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Abstract: Worldwide 37,000 people are forced to flee their homes every day due to conflict and
persecution. The factors that lead people to leave their home countries often originate with economic
deprivation and violence, escalated to a level that becomes a struggle for survival. Climate change,
as it has accelerated over the last three to four decades and negatively impacted natural resources,
contributes to a parallel increase in strife and migration. The US response to migration has been to
construct an “Invisible Wall” of isolationist and xenophobic policies, many of which are especially
harmful to children and their families. The southern US border is perhaps the most high profile
location of the Invisible Wall’s construction, fortified by federal policies and a withdrawal from
international cooperation. Global reengagement on climate change and migration, US ratification of
the Convention on the Rights of the Child, and destruction of the Invisible Wall will help to create a
world where children can thrive.

Keywords: climate change; migration; immigration policy; children’s rights

Worldwide 37,000 people are forced to flee their homes every day due to conflict and persecution,
according to the United Nations (UN) High Commissioner for Refugees [1]. The global levels of
forcibly displaced people are the highest ever on record, numbering nearly 71 million people in turmoil
from all corners of the globe, including Syria, Afghanistan, and South Sudan as well as Southeast Asia
and Central and South America [1].

The factors that lead people to flee their home countries often originate with economic deprivation
and violence, escalated to a level that becomes a struggle for survival. Whether the conflict is between
ethnic or religious groups, law abiding citizens and gangs, or rival governments, many are rooted
in a lack of equitable distribution of resources and an inability for people to generate income and
wealth [2,3]. As competition for resources and power fans tension, scapegoats are sought, often fueling
the blame of already historically oppressed groups [4]. Climate change, as it has accelerated over the
last three to four decades and negatively impacted natural resources, contributes to a parallel increase
in strife; Syria’s civil war was sparked in part by a severe four-year drought causing 1.5 million people
to migrate from rural areas to cities, increasing poverty and unrest4. In Central America, historical
tensions over land ownership and rights were partially responsible for severe economic deprivation
for large parts of the population and further exacerbated by US corporate and political involvement.
Here, too, climate change plays a role. The “Central American Dry Corridor” is a zone that has been
experiencing severe drought and floods, making it nearly impossible for families to earn a livelihood [5].
This extreme hardship fuels today’s widespread violence and subsequent mass migration. In fact,

Children 2019, 6, 83; doi:10.3390/children6070083 www.mdpi.com/journal/children5
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the link between climate change and violence is now a demonstrated fact [6,7]. A systematic review of
the global evidence found that collective violence and climate change, particularly when experienced
as higher temperatures and extreme levels of precipitation, were repeatedly causally associated [7].

When climate change, economic deprivation, and violence come together, staying put becomes
untenable, especially for parents and guardians desperate to provide for their children. Our research
at Children’s HealthWatch demonstrates over and over again that when parents lack the resources to
provide basic needs for their children, they will go to great lengths of self-deprivation and personal
sacrifice in order to protect their children from hardship [8]. The chance of a better future elsewhere,
when there is none available otherwise, leads to a forced choice to risk all and flee. Each person’s story
of displacement is unique but all share fundamental characteristics—fear for their lives and livelihoods
and the search for peace and stability [9]. With millions of people on the move, it is all too easy to get
lost in the staggering numbers. The world was reminded again of the very human toll recently with
the widely publicized photo of Óscar Alberto Martínez Ramírez and his toddler daughter, Valeria, face
down in the Rio Grande after being swept away by the current when—his family unable to obtain an
appointment for asylum with United States (US) authorities—they attempted to cross the river to the
US [10]. This painful image reminded the world of the agonizingly similar photo of Alan Kurdi, half a
globe away, whose drowned body washed up on the beaches of Turkey after his family attempted to
sail to Greece for asylum.

What of such children? Are these sad images isolated cases or do they speak to more fundamental
issues? According to the UN Office of the High Commissioner on Human Rights’ Convention on the
Rights of the Child, children are owed a special responsibility “by reason of (their) physical and mental
immaturity, need special safeguards and care, including appropriate legal protection, before as well as
after birth [11].” In addition, these special rights include those who are seeking refugee status—they
should, “whether unaccompanied or accompanied by his or her parents or by any other person, receive
appropriate protection and humanitarian assistance,” including “protect(ing) and assist(ing) such a
child and . . . trac(ing) the parents or other members of the family of any refugee child in order to
obtain information necessary for reunification with his or her family [11].” The United States has
not lived up to this international code of responsibility—notably never ratifying the convention. Far
from providing protection, humanitarian assistance, special safeguards, or assistance in reuniting
families, the US government has made it official government policy to do the opposite. Reports from
the southern border offer horrific stories of extreme neglect, unsanitary conditions, emotional and
physical cruelty, and unnecessary and cruel family separation—all under orders from US Customs and
Border Protection, which falls under the US Department of Homeland Security (DHS) [12,13]. Recent
revelations of a secret Facebook group where Border Patrol members’ racist and misogynist posts
taunted migrants and officials in opposition to their actions and celebrated deaths and cruelty [14] were
dismissed as “a couple of bad apples” by DHS’ Acting Secretary [15]. However, with approximately
9500 members and Border Patrol leadership aware of the group for the past three years, that explanation
defies credibility.

Beyond the present horrifying circumstances of the children and families, the harms being
perpetrated are long-lasting and deep at both an individual and policy level. Neuroscientists from
around the world have documented the fundamental and permanent brain changes that occur in
children who have experienced upheaval, violence, and trauma, altering long-term socio-emotional
well-being and ability to form attachments [16–21]. Their future, adult physical health is also threatened
by significantly increased risk of poor cardiovascular health, acceleration of age-related disease onset,
and early mortality [19,22]. These assaults on health put an entire generation of children at risk, digging
a deeper hole of despair for their families.

Also disturbing is policy violence—a term referencing the effect of legislative, regulatory, and other
types of policy decisions on people living in poverty [23]. The policy violence in place at the US
southern border is part of a systematic effort to build an “Invisible Wall” [24]. The border is perhaps
the most high profile location of its construction, but the source of its fortification includes policies
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that span DHS and the State Department to the Department of Housing and Urban Development,
the Social Security Administration, the Department of Justice, and the Department of Agriculture.
Federal agencies’ explicit mandate from the White House has been to report on steps the agencies
have taken to comply with laws restricting immigrants’ eligibility for benefits, which benefits they
administer are means-tested, and whether any other benefits they provide should be considered
means-tested. Participation in means-tested programs have been proposed as a way to determine
ineligibility for entry into the US and for adjustment of status once present (known as being a “public
charge”) [24,25]. These organized efforts, among others, are designed to make it dramatically more
difficult for immigrants, refugees, and asylees to enter the country legally, extend a visa, receive
assistance and be counted in the Census, apply for a ‘green card’ (Legal Permanent Residency),
and apply for citizenship. The fundamental message being broadcast is “you are not welcome here.”
Given the zeal with which the changes are being applied to black and brown immigrants, it is an
inescapable conclusion that racism and discrimination are powerful motivating forces [26,27].

At its core, these policy efforts are also a return to isolationism, a position that was rejected
decades ago by world powers. This new embrace of isolationist, xenophobic stances, which have been
supported by leaders in the US as well as other countries around the world [9], regresses us globally to
a time that no longer exists, if such a time ever did. In fact, if we seek a world where children are able
to thrive, the way forward can only be achieved in cooperation with others. The US once prided itself
on its diplomatic place in the world as a partner and negotiator in multilateral efforts that helped bring
peace. The professionalism of the diplomatic corps was revered and the US came to be seen as a moral
authority. That position has crumbled with the withdrawal from international treaties like the Paris
Climate Accord and mercurial stances on foreign and immigration policies.

An alternative approach, reengagement at the global level, is an opportunity to regain our footing
and move toward real and lasting solutions of the twin challenges of our time—international migration
and climate change. As leaders of small countries in the Pacific Islands have been teaching the world,
the effect of climate change disproportionately places the greatest burden and cost on our world’s
poorest people [28], exacerbating global inequality [29]. Without collective effort, worsening conditions
in poor countries will only spur further migration as heat increases crop failure, economic hardship,
and violence. This fall, the UN will convene a global climate summit in New York. Other countries
from Japan, to Germany, to the United Kingdom are making bold commitments to change [30]. If the
US joined the fight, how much more progress could we make and how much more suffering could
we avert—at home and abroad? Current US government policy calls on our darkest demons, but it
does not have to be so—policy can be a force for dramatic and lasting good, creating a world where
children can thrive. The US should reengage with the global community, finally ratify the Convention
on the Rights of the Child, shoulder its share of responsibility to slow climate change and thus
also migration pressures, immediately institute humanitarian standards for treatment of migrants,
particularly children, and tear down the “Invisible Wall” [24].
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Abstract: Background: Recently, the number of refugees in Germany has skyrocketed, leading to
a marked increase in refugee children admitted to hospitals. This study describes the special
characteristics encountered in pediatric surgical inpatient refugees compared to locally residing
patients. Methods: Hospital records of minor refugees admitted to our department from 2005 up
to and including 2015 were retrospectively reviewed. Demographic data, diagnoses, comorbidities,
body mass indexes, hemoglobin values, and lengths of stay were extracted and statistically compared
to local patients. Results: A total of 63 refugee children were analyzed and compared to 24,983 locally
residing children. There was no difference in median body mass index (16.2 vs. 16.3, respectively,
p = 0.26). However, refugee children had significantly lower hemoglobin values (11.95 vs. 12.79 g/dL,
p < 0.0001) and were more likely to be colonized with methicillin-resistant Staphylococcus. aureus
(8% vs. 0.04%, p < 0.01). Refugees were much more likely to present with burn injuries (16% versus
3% of admissions, p < 0.001), esophageal foreign bodies (4% vs. 0.5%, p < 0.001), as well as trauma,
except for closed head injury. Conclusion: The cohort of refugee children in this study was found to
be at a particular risk for suffering from burn injuries, trauma, foreign body aspirations, and anemia.
Appropriate preventive measures and screening programs should be implemented accordingly.

Keywords: refugee; children; anemia; burns; trauma; foreign bodies; Methicillin-resistant
Staphylococcus aureus; Multidrugresistant gram negative bacteria

1. Introduction

In the years 2014 and 2015, the number of incoming refugees in Germany skyrocketed.
Approximately one-third of the arrivals were estimated to be minors [1,2], leading to a marked
increase in refugee children admitted to pediatric and pediatric surgical departments. This wave has
posed a variety of challenges to the healthcare system, ranging from language barriers and cultural
issues to special resource allocation and funding of care [3].

We noticed that refugee children presented to our department with diagnoses and comorbidities
that were markedly different than those of the native population. In particular, we were faced with a
wave of burn and scald injuries at an intensity and scale not seen since the 1990s, before widespread
anticipatory guidance and awareness campaigns were implemented in German society [4].

In this study, we investigated the special characteristics of refugee children admitted to a
large academic pediatric surgical department in the southwest of Germany, focusing on diagnoses,
colonization with resistant organisms, laboratory values, and growth parameters.

Children 2019, 6, 62; doi:10.3390/children6050062 www.mdpi.com/journal/children10
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2. Materials and Methods

2.1. Ethics

The study was submitted to the ethics board of the state of Rhineland-Palatinate and deemed
exempt from formal review due to the retrospective analysis of anonymous, routine medical data
according to §36 and §37 of state hospital law.

2.2. Study Design

All patients admitted to our department from January 2005 until December 2015 were included.
None were excluded. In order to discriminate between newly arrived refugee children and the local
population, we stratified patient datasets by insurance status. While all children in Germany are
generally insured either through private or publicly regulated companies, medical care of newly
arrived refugees is funded by the municipality where the patient is registered. Once the asylum request
is granted, which generally takes more than 6 months, the payer switches to one of the insurance
companies. This difference is clearly marked in the electronic medical records, allowing us to discern
between the newly arrived refugee children and those with permanent resident status.

Electronic medical records were then searched for demographic data, diagnostic and procedural
codes, laboratory data, and findings of microbiological screening tests. These were statistically
compared for differences between the cohorts.

2.3. Statistics

The statistical analysis was performed with SPSS for Windows 8, Version 22.0 (IBM Deutschland
GmbH, Ehningen, Germany), using a t-test, Mann—Whitney test, and chi-squared analysis where
appropriate. A level of p < 0.05 was defined as significant. Values are given as means with the standard
deviation after the ± symbol, except when noted otherwise.

3. Results

3.1. Demographics

The annual numbers of refugee children admitted to our department increased at least 10-fold in the
years 2014 and 2015 compared to the previous years from 2005 up to and including 2013 (Figure 1). A total
of 63 admitted inpatient refugee children were analyzed and compared to 24,983 locally residing children.
Many patients (69%) had no information on country of origin registered in the electronic medical records.
The remainder came from Syria (11%), Albania (11%), Eritrea (8%), and Afghanistan (6%).

Refugee children were significantly younger (mean age 5.6 ± 4.7 years, median four years) than
local residents (mean 7.5 ± 0.4 years, median 7 years, p = 0.03). Males were more prevalent in both
groups (refugees 55%, locals 58%), without any statistical difference. There was also no difference in
length of stay (median 4 days for both) between the cohorts.

3.2. Colonization

Screening for colonization with drug-resistant organisms was performed in 62% of refugees (40 out
of 63 refugees). Those not screened were mainly presented before 2013, when universal screening was
introduced in our institution. Screening was performed by nasal, axillary, and anal swab according to
hospital policy, focusing on methicillin-resistant Staphylococcus aureus (MRSA) and multidrug resistant
gram-negative microbes (MRGN). Overall, three refugee patients (8%) of those screened from 2013
onward were positive for MRSA, and only one patient of those screened from 2013 was positive for
MRGN (2%). These ratios were markedly higher than for the locally residing population (0.04% and
0.06%, respectively, p < 0.01).
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Figure 1. Number of refugee children treated at our department from January 2005 until December
2015. The blue line represents inpatients, the red line represents ambulatory patients. A sharp rise is
evident in the years 2014 and 2015.

3.3. Growth Parameters

There were no differences between age-adjusted weight, height, or body mass index (BMI),
except that the range and standard deviation of BMI was greater in refugees (Figure 2).

Figure 2. Comparison of body mass index (BMI) between refugees (left) and locally residing in-house
patients. While the mean values were similar at 16.2 versus 16.3 (p = 0.25, nonsignificant (NS)), the
range was greater in the minor refugee group.

3.4. Laboratory Parameters

As demonstrated in Figure 3, hemoglobin levels were significantly lower in the refugee cohort compared
to the local population (mean 11.95± 0.9 g/dL versus mean 12.79± 0.8 g/dL, respectively, p < 0.001). Anemia,
according to age-adjusted nomograms [4,5] was present in 16% of refugee children versus 3% of the locally
resident inpatient population. No other differences in laboratory parameters were found.
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Figure 3. Hemoglobin values of refugee children (left) versus locally residing pediatric surgical
inpatients (right). Refugees had significantly lower values and were more likely at risk for anemia.

3.5. Admission Diagnosis

There were clear differences in the rates of certain admission diagnoses recorded in the two cohorts
(Figure 4). While locally residing patients were about 3 times more likely to be admitted with a closed
head injury, refugee children were 5.5 times more likely to suffer burns, and 8 times more likely to have
a retained esophageal foreign body or wrist injury. In addition, other trauma, such as kidney injury,
ankle injury, and elbow fracture, was documented more often than compared the local population.

Figure 4. Relative proportion of admission diagnoses of refugee children (in green) and locally residing
patients (in red) admitted to pediatric surgery from January 2005 until December 2015. While minor
closed head injuries were more common in locals, refugees were more likely to be diagnosed with
burns, esophageal foreign bodies, wrist injuries, and other types of trauma combined.
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Concerning the burns, the most common mechanisms of injury were scald injuries. In about half
of the cases, the child pulled down a pot, water boiler, or other form of container from a table or kitchen
counter. The burn victims in the refugee cohort were 6 girls and 2 boys, with a combined median age
of 3 years.

4. Discussion

Minors are a substantial portion of the refugee population around the world. In several reports,
about one-third of refugees were below 18 years of age [6,7], and of those, around one-quarter
were unaccompanied [8]. In the year 2015, immigration to Germany reached a peak of grossly over
2 million [9], and many of these immigrants were refugees that later applied for asylum. This wave of
immigrants, who mainly originated from war-torn countries such as Syria and Afghanistan, presented a
formidable challenge to the social and medical system in Germany. Most of the arrivals were initially
housed in rapidly designated refugee facilities. By German law, before asylum status is granted,
emergency medical care for refugees is covered by the municipality where the individual patient is
accommodated, and this sometimes places an extreme economic burden and risk upon small towns
and cities.

While there is an increasingly robust body of literature on the mental health of young refugees
in Germany [10–13], other aspects of pediatric healthcare for refugees are less well-defined [14].
In addition, there is even less information on the surgical issues relevant to refugee children in
Germany [15]. One report from Switzerland in 2015 found a high burden of infections in refugee
children [16], and this was corroborated by a German study from 2016 [17]. Both studies describe
the lack of systematic data on other health aspects, as well as challenges regarding legal conditions,
language, and cultural competencies, and the underreporting of injuries. This is why we conducted
our study on the special aspects of inpatient pediatric surgical care of minor refugees admitted over
the course of 11 years, with a special focus on those that arrived during the last refugee wave during
the years 2014 and 2015.

The care of this vulnerable population presents several challenges. Colonization with multidrug
resistant organisms is a problem, since it requires isolation of the patient and thereby increases
treatment complexity. In our study, refugee children were much more likely to be colonized than
the general population. This is in line with other studies which have found similar results. In one
study of 383 minor refugees at the University of Münster [18], 9.8% were colonized with MRSA,
and 12.9% were colonized with MRGN. In a screening study of 119 unaccompanied minor refugees in
Frankfurt [19], Enterobacteriaceae with extended spectrum beta-lactamases (ESBL) were found in 35%
of cases. Higher numbers of MRGN (35%) colonization were found in a study from Mannheim [20],
while MRSA colonization (7%) was similar to the rates in our population. The reasons for the higher
risk of colonization with multidrug-resistant organisms are unclear, but most likely associated with the
crowded living conditions in the shelter and suboptimal hygienic conditions. At this time, there is no
study that has looked at overall exposure to antibiotics in refugee versus locally residing children.

Anemia is common in refugee children around the world [21–24]. This finding is most likely due
to poor nutrition and iron deficiency, but other factors, such as vitamin deficiency [25], unrecognized
metabolic conditions [26], infections, or hematologic disorders [27], may also play a role. Finally,
the lower hemoglobin values may also reflect acute blood loss from trauma or chronic inflammation.

There are several possible causes that may explain the increased risk of refugee children suffering
a burn, particularly scald injuries. Others have found a similar preponderance of burn injuries among
refugee children [28]. Similarly, a Turkish pediatric hospital registered a high number of Syrian refugee
children being treated from January 2016 to August 2017, with burn injury being one of the most
common reasons for admission, after upper respiratory infection and gastroenteritis [29]. On the
one hand, these children live in very tight conditions, in which several families use one kitchen to
prepare tea or soup. In our study cohort, in one-half of the refugee children that suffered burn injuries,
the mechanism was spilled hot tea or hot water for tea preparation. Additionally, in one-third of cases,
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the child or someone else had tripped over an electric cord that resulted in a spill of hot liquid over the
child. An extensive systematic review on the epidemiology of burn injuries by Dissanaike and Rahimi
corroborates our findings, in that there were strong sociocultural differences in the distribution of
pediatric burn injuries, that scald injuries were the most common, and that over 50% of those injuries
were associated with food preparation [30]. Hence, the crowded living space in a refugee shelter may
predispose children to be in the kitchen while food is being cooked or water is being boiled. Many of
the families come from cultures where hot tea is a preferred beverage. Additionally, some donated
cooking equipment, including water heaters, toasters, samovars, electric grill ovens, and other items,
may be old, out-of-date, or dysfunctional, and therefore not meet current safety standards. Finally,
the refugee families may not have had the same exposure to child safety campaigns as the German
population, in which the incidence and severity of burns has declined continuously over the last
25 years [4]. As a result, we would propose actively implementing regular burn prevention safety
campaigns in all refugee shelters where children and families are accommodated.

Similar mechanisms may play a role in the relatively high incidence of esophageal foreign
bodies found in our study. In the crammed environment of the refugee facilities, small objects
may be left on the floor where infants and toddlers play. Most of these items are coins. However,
the retention of button batteries in the esophagus may cause life-threatening complications. Thus,
prevention campaigns should be implemented in refugee facilities on the dangers of leaving small
objects, coins, and particularly button batteries accessible to small children.

Trauma, in general, was more common among refugee children than in the locally residing
population, except for minor (in the sense of light, as opposed to severe) closed head injury. In order
to understand our numbers, it must be said that in our environment, children with concussions and
emesis after closed head injury are primarily admitted and observed in an effort to avoid a computed
tomography of the head and the associated radiation exposure. Minor closed head trauma may not be
perceived as a compelling reason to come to the hospital for evaluation by refugee families to the same
extent as it is for resident parents, explaining the discrepancy observed.

Our study has several weaknesses. First, the overall number of refugee patients is limited,
although the admission rates increased markedly over the last 2 years of the study interval.
The mechanism of identification using payer information may have missed some children. Additionally,
as there were local health clinics set up in the refugee camps by charity and volunteer organizations,
only a select group of patients, most likely the more severely injured or ill, were most likely triaged to
the hospital for inpatient evaluation and treatment. Refugees in general tend to use emergency care
services less frequently than the general population [31]. In line with this finding, refugee children
in Heidelberg, Germany, were admitted to the hospital 1.8 times more when they presented to an
acute care clinic compared to the general population [32], indicating that there is a selection bias
towards more serious pathology at presentation in minor refugees. Finally, the retrospective analysis
of electronic patient charts may lack certain information that may be incomplete due to language and
communication barriers.

Nevertheless, we believe that we evaluated a representative cohort of minor refugees that
recently arrived in Germany because other pediatric surgical departments experienced similar findings,
particularly regarding the high incidence of burn injuries.

In the German population, there is a relatively high level of consensus that minor refugees
should have the same chances of access to education, social, and medical services as the general
population [1]. In an effort to optimize the healthcare system of minor refugees, it is important to
remember that the need arises spontaneously, depending on worldwide geopolitical events such
as famine, drought, or war. Therefore, a general baseline preparedness must be combined with a
commitment to spontaneous action [33]. It is our hope that the information presented in this study will
contribute to the allocation of appropriate resources towards this vulnerable group.
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5. Conclusions

Minor refugees in Germany have a higher risk of being anemic and being colonized by
drug-resistant organisms than their peers in the local resident population. They also are more
likely to suffer burn injuries and other types of significant trauma, other than minor closed head trauma.
Care of these patients should focus on adequate iron intake, personal hygiene, antibiotic stewardship in
the treatment of minor or viral infection to limit the emergence of drug-resistant nosocomial microbial
flora, and safety measures to prevent trauma and burns. Furthermore, widespread MRSA eradication
should be offered to families whose children screened positive for this. Education on how to prevent
scalds and burns is particularly important in this context. We would strongly suggest implementing
regular burn injury prevention and safety programs for all pediatric refugees and their families.
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Abstract: Immigrant families are known to be at higher risk of food insecurity compared to
non-immigrant families. Documented immigrants in the U.S. <5 years are ineligible for the
Supplemental Nutrition Assistance Program (SNAP). Immigration enforcement, anti-immigrant
rhetoric, and policies negatively targeting immigrants have increased in recent years. Anecdotal
reports suggest immigrant families forgo assistance, even if eligible, related to fear of deportation
or future ineligibility for citizenship. In the period of January 2007–June 2018, 37,570 caregivers of
young children (ages 0–4) were interviewed in emergency rooms and primary care clinics in Boston,
Baltimore, Philadelphia, Minneapolis, and Little Rock. Food insecurity was measured using the
U.S. Department of Agriculture’s Food Security Survey Module. Overall, 21.4% of mothers were
immigrants, including 3.8% in the U.S. <5 years (“<5 years”) and 17.64% ≥ 5 years (“5+ years”).
SNAP participation among <5 years families increased in the period of 2007–2017 to 43% and declined
in the first half of 2018 to 34.8%. For 5+ years families, SNAP participation increased to 44.7%
in 2017 and decreased to 42.7% in 2018. SNAP decreases occurred concurrently with rising child
food insecurity. Employment increased 2016–2018 among U.S.-born families and was stable among
immigrant families. After steady increases in the prior 10 years, SNAP participation decreased in all
immigrant families in 2018, but most markedly in more recent immigrants, while employment rates
were unchanged.

Keywords: immigrant families; food insecurity; supplemental nutrition assistance program

1. Introduction

One-quarter of children in the United States (U.S.) under age 5 have at least one immigrant parent,
with 93% of these children born in the U.S. [1]. Previous research has shown that infants and toddlers
in low-income families with immigrant mothers are more likely to be born at a healthy weight, to be
breastfed, to live in a two-parent home, and to have mothers who do not use tobacco, compared to
children in low-income families with U.S.-born mothers [2]. Immigrant families, however, compared
to non-immigrant families, disproportionately experience food insecurity, struggle to afford housing
costs, and lack access to health care—all factors associated with adverse health outcomes [3,4].

Food insecurity, even if experienced at mild levels or temporarily, is associated with poor physical
and mental health for children and adults regardless of nativity or immigration status [5–11]. As the
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severity of food insecurity increases to affect the quality and quantity of children’s food, the health
impacts of food insecurity on child health also worsen [12]. The Supplemental Nutrition Assistance
Program (SNAP), the largest nutrition program in the U.S., is strongly associated with improved food
security and positive health outcomes from the pre-natal period through early childhood and into
adulthood [13,14].

SNAP is a means-test entitlement program that is available to all citizens and legally authorized
families and individuals with incomes low enough to meet eligibility criteria. Families are often made
aware of the program through community-based resource connections, and information about the
program is widely available. In 2017, approximately two-thirds of people participating in SNAP were
children, seniors, or persons with disabilities, and the average household income for SNAP participants
was 63% of the U.S. federal poverty line [15]. Families and individuals participating in SNAP receive
a monthly allotment of funds that are restricted for the sole purpose of purchasing uncooked foods
to be prepared at home. SNAP cannot be used to purchase hot foods, alcoholic beverages, vitamins,
cigarettes, household supplies, or other non-food items. These benefits are issued monthly on an
electronic benefit transfer (EBT) card that the participant is able to use at authorized food retailers.
In addition to reducing food insecurity, SNAP also promotes better nutrition. Every state in the U.S.
operates SNAP nutrition education programming designed to teach participants about the benefits of
healthy eating [16].

While all SNAP participants live in households with low incomes and therefore have higher
rates of food insecurity than higher income households, several studies have documented the
program’s effectiveness in reducing food insecurity across levels of severity [13,14,17]. SNAP is also
a countercyclical program, designed to expand during recessions when unemployment rates are
high—as it did during the recent Great Recession, which began in December 2007 and officially ended
in June 2009—and contract when unemployment rates are lower. Because of the countercyclical nature
of SNAP, it is sensitive to trends in employment.

A large body of evidence documents the link between SNAP and child health. Mothers
who participate in SNAP during pregnancy are more likely to have healthier babies compared
to SNAP-eligible non-participants [18]. Young children in SNAP-participating families are less likely
to be hospitalized, underweight, or at risk of developmental delays compared to SNAP-eligible
non-participating families [19]. SNAP has also been shown to reduce food insecurity and poor health
outcomes among children of all ages [20–22]. Even though SNAP effectively reduces food insecurity
and improves health, it is underutilized, particularly by immigrant families. Federal regulations specify
that documented immigrant adults who have been in the U.S. for less than five years are ineligible for
SNAP, even if they meet all other eligibility criteria [23]. This is commonly known as the five-year
bar. Although many families’ U.S. citizen children may qualify for SNAP, research demonstrates
that when parents are ineligible for assistance, their eligible children are less likely to participate in
assistance programs [24]. Consequently, children of non-citizen parents are less likely to participate in
SNAP. Because the benefits, when accessed, are often for the children only, mixed immigration status
households have lower levels of SNAP benefits per household member when they do participate in
SNAP and are at greater risk of food insecurity compared to households where parents and children
are all citizens [25].

Over the past ten years, and particularly since 2016, increased immigration law enforcement,
threatening anti-immigrant rhetoric, and public policy proposals that target immigrant families,
including those that penalize immigrants for participating in assistance programs, have increased [26,27].
Anecdotal reports suggest that immigrant families may be forgoing participation in nutrition assistance
and other federal assistance programs, even if eligible, due to fear of deportation or the negative effect
of participation on their future U.S. immigration status [28,29].

We are unaware of any research that has systematically examined quantitative data comparing
time trends in food security and SNAP participation among immigrant and non-immigrant families.
This study aims to first document 10-year trends in household and child food security status and
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SNAP participation among families with young children disaggregated by maternal nativity and, for
mothers born outside of the U.S., tenure of U.S. residence. The secondary aim of this study, given the
changes in the policy environment from 2016 to 2018, sought to understand trends in food security
status, SNAP participation, employment, and demographic differences across these years. Changes in
household employment among immigrant and non-immigrant families, which may explain changes in
SNAP participation and food insecurity rates, were also examined.

2. Methods

Data come from the ongoing Children’s HealthWatch study, a multisite cross-sectional study
investigating associations between economic hardships, participation in assistance programs, and
the health of young children and their families [30]. Caregivers of children under 48 months were
recruited for survey participation by trained research assistants during their child’s primary care
appointment or emergency department visit in five U.S. cities (Baltimore, MA; Boston, MA; Minneapolis,
MN; Little Rock, AR; Philadelphia, PA). Data for this study were collected between January 2007
and June 2018, a period encompassing the Great Recession and economic recovery. As previously
published [31], eligibility included fluency in English, Spanish, or Somali (Minneapolis only), state
residency, and knowledge of the child’s household. Caregivers of critically ill or injured children were
not approached, nor were those interviewed within the previous six months. Research assistants
administered interviews to caregivers verbally face-to-face in private settings after gaining informed
consent. Institutional review board approval was obtained at each site prior to data collection and was
renewed annually.

Of 53,356 caregivers approached between January 2007 and June 2018, 5474 (10.3%) were ineligible
for the study, and 4114 (8.6%) refused or were unable to complete the interview. To ensure that the
sample included only families with some members likely to be eligible for SNAP, the sample was
limited to children born in the U.S. with public or no health insurance. Of caregiver/child dyads who
completed the interview, 354 (<1%) children born outside of the U.S. and 4342 (9.98%) children with
private health insurance were excluded. Additionally, the sample excluded caregivers who completed
the interview in Somali (n = 168), given the unique circumstances of Somali refugees in the U.S., who
are more likely to be eligible for SNAP than other immigrant populations and to whom the five-year
bar does not apply. The final analytic sample was 37,570 (Figure 1).
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Figure 1. Description of analytic sample.

2.1. Independent Variables

2.1.1. Demographics

Caregivers reported the mother’s age and race/ethnicity, their educational attainment, and their
employment status. Child age was abstracted from medical records.

Mother’s nativity and tenure in the U.S.: Caregivers were asked the birthplace of the biological
mother and, if born outside of the U.S., the year the biological mother moved to the U.S. Of the
caregivers interviewed, 93.7% were biological mothers. The sample was divided into three groups
by nativity and tenure in the U.S.: (1) mothers born in the U.S. (U.S.-born group); (2) mothers born
outside of the U.S. residing in the U.S. for five or more years (5+ years group); and (3) mothers born
outside of the U.S. residing in the U.S. for less than five years, reflecting SNAP’s five-year residency
requirement (<5 years group).

2.1.2. Employment

Caregivers reported the number of employed members in the household. For this analysis, the
variable was coded as any household employment vs. no household employment. Additionally,
employment trends focused on the most recent years across the three groups—2016 through 2018.
These years were selected in order to detect whether any change in food security or SNAP status in
this period was plausibly related to increasing employment.
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2.2. Dependent Variables

2.2.1. Food Insecurity

Household and child food insecurity were measured using the U.S. Household Food Security
Survey Module (HFSSM). This survey module consists of 10 household-focused questions and eight
child-specific questions assessing the previous 12 months. The HFSSM is the gold standard in the U.S.
for assessing food insecurity. Households are considered food insecure if they report they are were
unable to consistently afford enough food for all household members to lead active, healthy lives, and
if this condition was a result of constrained resources. These analyses identified two levels of food
insecurity: (1) household food insecurity (HFI)—three or more household-focused questions endorsed
as sometimes true or often true vs. never true, but none on the child-specific scale; and (2) child food
insecurity (CFI)—two or more child-specific questions endorsed as sometimes true or often true vs.
never true.

2.2.2. SNAP Participation

Caregivers were asked whether their household participated in SNAP at the time of the interview.

2.3. Analysis

To examine the prevalence of household food insecurity, child food insecurity, and participation
in SNAP stratified by maternal nativity and tenure in the U.S., we examined changes in each variable
independently for each year over the study period, in addition to the 6 months from January–June
2018. In a secondary analysis, we analyzed changes in employment status between 2016–2018 stratified
by maternal nativity and tenure in the U.S. Prevalence rates were compared across years through
chi-square tests using a significance level of 0.05. All analyses were conducted using SAS software
(version 9.3; SAS Institute, Cary, NC, U.S.).

3. Results

Overall, 78.6% of the households had U.S.-born mothers, 17.6% had immigrant mothers in the
U.S. ≥5 years, and 3.8% had immigrant mothers in the U.S. <5 years.

The primary analysis found household food insecurity among all groups increased over the study
period. Household food insecurity among the U.S.-born group increased from 8.7% in 2007 to 14.3% in
the first half of 2018, reaching its highest point in 2014, with a prevalence of 16.1% (p < 0.0001). The 5+
years group experienced an increase in household food insecurity from 10.8% in 2007 to 25.0% in 2014,
then a steady decrease to 12.6% by the first half of 2018 (p < 0.0001). Household food insecurity among
the <5 years group increased from 9.9% in 2007 to 25.0% in 2013 and then declined to 10.6% in the first
six months of 2018 (p = 0.04) (Figure 2).

Child food insecurity rates fluctuated among groups across the study period. Increasing from
6.7% in 2007 among the U.S.-born group, the prevalence in this group peaked at 12.7% in the first
six months of 2018 (p < 0.0001). Child food insecurity rates for the 5+ years group increased from
17.2% in 2007 to 28.0% in 2010, then declined to 10.1% in 2018 (p < 0.0001). Child food insecurity was
consistently highest among the <5 years group. In 2007, rates of child food insecurity were 25.2%
among this group, increased to 33.9% in 2010, and then declined to 24.2% in the first half of 2018.
The highest rate of child food insecurity among the <5 years group was in 2010 during the immediate
aftermath of the recession, with a prevalence of 33.9%, declining over the next six years to 18.7% in
2017, though increasing again to 28.6% (p = 0.035) in the first half of 2018 (Figure 3).

SNAP participation varied across the groups and study years. Among the U.S.-born group, rates
of SNAP participation increased from 57.2% in 2007 to 78.8% in 2013 and then steadily declined.
SNAP participation among the 5+ years group was 30.8% in 2007, then rose to a high of 53.3% in 2013
before steadily decreasing to 42.7% in the first half of 2018. In the <5 years group, SNAP participation
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increased from 25.4% in 2007, to 48.9% by 2013, decreased to 43.0% in 2017 and then further decreased
to 34.8% in the first half of 2018. All differences are significant at p < 0.0001 (Figure 4).

Figure 2. Trends in household food insecurity 2007–2018 by mother’s place of birth.

Figure 3. Trends in child food insecurity 2007–2018 by mother’s place of birth.

Figure 4. Trends in SNAP participation 2007–2018 by mother’s place of birth.
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The secondary analysis found differences in demographics and employment, which varied across
groups from 2016 to 2018. Among U.S.-born mothers, there were demographic changes in the sample
between 2016 and 2018. In 2016, 17.1% of mothers were White compared to 29.6% in 2018. There were
also fewer Hispanic mothers and Black mothers in 2018 compared to 2016 (21.8% vs. 20.2% and 58.3%
vs. 46.4% respectively) (p < 0.0001). The average age of U.S.-born mothers in 2016 was 26.6 (SD 5.3)
and 27.3 (SD 5.5) in 2018 (p = 0.0004). The average age of the child was 19.2 months (SD 13.5) and
did not vary across years. Caregivers in these families also had higher rates of education in 2018 than
2016, with 46.3% reporting having completed education beyond high school compared to 39.2% in
2016 (p < 0.0001); additionally, there were higher rates of being married/partnered in 2018 compared to
2016 (26.1% vs. 19%, respectively).

Among families in the 5+ years group, there were no demographic differences from 2016 to 2018.
Across all three years, 73.5% of mothers were Hispanic, 21.2% Black, and 0.9% White. On average,
mothers were 31.8 years old (SD 6.5) and children were 20.1 months (SD 14.3) old. One-quarter of
caregivers (24.9%) had education beyond high school, and 43.5% were married or partnered. Among
the <5 years group, on average from 2016 to 2018, 77.9% of mothers were Hispanic, 18.7% Black, and
0.8% White, which did not vary across years. The mean age of mothers was 28.7 (SD 6.5) years old
across all three years. Child’s age was the only demographic variable that changed significantly from
2016 to 2018 (12.9 (SD 11.9) vs. 18.3 (SD 12.9) months, respectively). Within this group, 34.6% of
caregivers reported education beyond high school, and 40.2% were married or partnered, which did
not vary by year (Table 1).

Analysis of employment trends from 2016–2018 also showed differences in employment rates
across groups. Among U.S.-born mothers, household employment status increased from 78.3% in 2016
to 81.4% in 2018 (p = 0.0014). Household employment rates were, on average, 91% in the 5+ years
group and 85.9% among families in the <5 years group, with no significant changes from 2016–2018
(Table 1).

Table 1. Demographics for 2016 to 2018 by mother’s nativity and tenure in the U.S.

Question Response Overall 2016 2017 2018 p-Value

U.S.-Born Mothers

Mother Age N 5132 2266 1538 1328 0.0004
Mean (Std Dev) 26.8 (5.5) 26.6 (5.3) 26.8 (5.6) 27.3 (5.5)

N 5189 2287 1555 1347
Child Age
(Months) Mean (Std Dev) 19.2 (13.5) 19.4 (13.7) 18.6 (13.3) 19.6 (13.4) 0.1207

Mother’s
Race/Ethnicity Hispanic 1208 (23.6%) 492 (21.8%) 446 (29.2%) 270 (20.2%) <0.0001

Black|Non-Hispanic 2770 (54.1%) 1314 (58.3%) 837 (54.8%) 619 (46.4%)

White|Non-Hispanic 981 (19.2%) 386 (17.1%) 200 (13.1%) 395 (29.6%)

Other 158 (3.1%) 63 (2.8%) 45 (2.9%) 50 (3.7%)

Caregiver
Married/Partnered Yes 1036 (20.0%) 434 (19.0%) 251 (16.2%) 351 (26.1%) <0.0001

Caregiver
Education Less than high school 853 (16.5%) 382 (16.7%) 275 (17.7%) 196 (14.6%) <0.0001

High school 2231 (43.0%) 1009 (44.1%) 694 (44.7%) 528 (39.2%)

More than high school 2101 (40.5%) 895 (39.2%) 583 (37.6%) 623 (46.3%)

Any Employment
in household Yes 4019 (78.4%) 1773 (78.3%) 1160 (75.8%) 1086 (81.4%) 0.0014
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Table 1. Cont.

Question Response Overall 2016 2017 2018 p-Value

Immigrant Mothers ≥5 Years a

Mother Age N 1297 530 481 286
Mean (Std Dev) 31.8 (6.5) 31.6 (6.4) 31.7 (6.4) 32.1 (6.7) 0.5691

Child Age
(Months)

N 1297 530 481 286
Mean (Std Dev) 20.1 (14.3) 20.7 (14.6) 19.6 (14.0) 19.8 (14.4) 0.3960

Mother Ethnicity Hispanic 950 (73.5%) 398 (75.2%) 352 (73.8%) 200 (69.9%) 0.7082

Black|Non-Hispanic 287 (22.2%) 112 (21.2%) 104 (21.8%) 71 (24.8%)

White|Non-Hispanic 12 (0.9%) 3 (0.6%) 5 (1.0%) 4 (1.4%)
Other 43 (3.3%) 16 (3.0%) 16 (3.4%) 11 (3.8%)

Caregiver
Married/Partnered Yes 563 (43.5%) 230 (43.6%) 208 (43.2%) 125 (43.9%) 0.9858

Caregiver
Education Less than high school 485 (37.4%) 202 (38.1%) 191 (39.7%) 92 (32.2%) 0.1215

High school 489 (37.7%) 207 (39.1%) 164 (34.1%) 118 (41.3%)

More than high school 91 (34.6%) 29 (31.9%) 40 (37.7%) 22 (33.3%)

Any Employment
in Household Yes 1175 (91.0%) 474 (89.8%) 439 (92.0%) 262 (91.6%) 0.4222

Immigrant Mothers <5 Years b

Mother Age N 264 91 107 66
Mean (Std Dev) 28.7 (6.5) 27.9 (6.3) 30.0 (6.6) 27.8 (6.3) 0.0293

Child Age
(Months)

N 264 91 107 66
Mean (Std Dev) 14.4 (12.1) 12.9 (11.9) 13.2 (11.3) 18.3 (12.9) 0.0095

Mother Ethnicity Hispanic 204 (77.9%) 72 (80.0%) 85 (79.4%) 47 (72.3%) 0.4806

Black|Non-Hispanic 49 (18.7%) 13 (14.4%) 19 (17.8%) 17 (26.2%)

White|Non-Hispanic 2 (0.8%) 1 (1.1%) 1 (0.9%) 0 (0.0%)

Other 7 (2.7%) 4 (4.4%) 2 (1.9%) 1 (1.5%)

Caregiver
Married/Partnered Yes 106 (40.2%) 39 (42.9%) 44 (41.1%) 23 (34.8%) 0.5794

Caregiver
Education Less than high school 91 (34.6%) 32 (35.2%) 36 (34.0%) 23 (34.8%) 0.9208

High school 81 (30.8%) 30 (33.0%) 30 (28.3%) 21 (31.8%)

More than high school 91 (34.6%) 29 (31.9%) 40 (37.7%) 22 (33.3%)

Any Employment
in Household Yes 225 (85.9%) 79 (86.8%) 89 (84.8%) 57 (86.4%) 0.9111

a Immigrant Mothers ≥5 years: Families with mothers who immigrated to the U.S. more than or equal to five years
ago. b Immigrant Mothers <5 years: Families with mothers who immigrated to the U.S. less than five years ago.

4. Discussion

During the Great Recession from 2007 to 2009, food insecurity increased for families with young
children across all three groups. Families with immigrant mothers, in particular, had higher rates of
household and child food insecurity during the height of the recession and a slower recovery than
families with U.S.-born mothers. SNAP participation also increased across all groups between 2007 and
2013 during the Great Recession and its aftermath and then began to decline However, among families
with U.S.-born mothers and immigrant mothers in the U.S. <5 years, there was a sharp decrease in
SNAP participation between 2017 and the first half of 2018. However, small cell sizes for the first
6 months of 2018 should be interpreted with caution.

While an improving economy with higher employment rates might be a plausible explanation for
this sharp decrease in participation in SNAP, employment trends varied only for the families with
U.S.-born mothers while remaining constant for families with immigrant mothers in the U.S. <5 years.
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The decrease in SNAP participation occurring concurrently with both an increase in employment and an
increase in food insecurity among families with U.S.-born mothers may reflect a previously documented
phenomenon where families whose SNAP benefits are cut off due to increased earnings experience
a net loss of family resources placing them at higher risk of food insecurity [32]. The consistency of
employment across 2016–2018 occurring concurrently with a decline in SNAP benefits among families
with immigrant mothers who have resided in the U.S. <5 years, however, suggests that other factors
may be contributing to this trend. The decline in participation among these families may be reflective
of recent anecdotal reports suggesting that immigrant families are dis-enrolling or declining to enroll
in federal assistance programs, including SNAP, out of fear of deportation or deleterious impacts on
their future U.S. immigration status [29,33,34]. Other reasons for the decline in participation may be
associated with this trend. Further research, however, is needed to discern the cause of the decrease.
Qualitative methods that provide opportunities for immigrant mothers to respond to open-ended
questions pertaining to their experiences in the U.S. and the reasons why they choose to participate or
not participate in federal assistance programs such as SNAP may offer greater insights into the trends
identified through this study. Research utilizing administrative data may also be able to examine
nationally representative trends and potentially uncover other reasons for declining participating, such
as disproportionate terminations or denials.

Several limitations of this analysis should be considered. The data come from cross-sectional
sampling and therefore demonstrate associations, not causation. Due to only 6 months of available
data for 2018, the cell sizes for this time period are small and therefore should be interpreted cautiously.
All outcomes were self-reported, which creates a potential for bias in food security status and over-
or underreporting of SNAP participation. Given that the current study includes only unadjusted
outcomes, more research is necessary to examine associations adjusted for contextual factors that
may relate to food security or SNAP participation. Further, the immigration status for the mothers,
which impacts eligibility for SNAP, is unknown. The current policy context, however, makes these
preliminary findings timely, and provides important evidence for ongoing policy discussions as well
as directions for future research.

Policy proposals, such as the recent regulatory proposal to change the definition of public charge,
may have contributed to this trend. Beginning in February of 2017, the federal administration began
discussing changes to public charge, which is a term used by U.S. immigration officials to refer to
persons who are considered primarily dependent on the government for subsistence. Immigrants
subject to this consideration who are found to be or likely to become a public charge may be denied
admission to the U.S. or denied adjustment to legal permanent resident status. To date, public charge
determination has been limited to receipt of public cash assistance or institutionalization for long-term
care at the government’s expense.

Data in this study suggest a declining trend in SNAP participation among immigrant families,
even as their employment remains constant and child food insecurity continues at a rate higher than the
U.S.-born population. If the definition of public charge were expanded, as currently proposed by the
present administration, to include participation in SNAP and potentially other supports like housing
subsidies and Medicaid (public health insurance), rates of food insecurity among citizen children
under the age of four years are likely to increase, along with associated health consequences [35,36].
Anecdotal stories from physicians, social service providers, and members of the community already
describe fear among immigrant families related to participation in SNAP. A change to public charge
could sharply increase this phenomenon in the short term.

Given the immediate and long-term health implications of food insecurity, especially child food
insecurity [12], policy proposals that change public charge determination rules or impede SNAP
participation among immigrant families of U.S. citizen infants and toddlers could have long-term
negative consequences on public health and the health care system [37,38]. Beyond public policy
change, it is important to increase education efforts among non-governmental, community-based
organizations working with immigrant communities to inform immigrant families of their eligibility
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for SNAP and provide resources to local organizations that support enrollment in SNAP and other
programs. In addition, ensuring data confidentiality for those applying for benefits, eliminating hostile
anti-immigrant rhetoric in national discourse, and reducing barriers to nutrition assistance for families
with low incomes regardless of parental nativity or immigration status [39] may benefit the health,
growth, and development of the youngest citizens of the U.S. Future research is necessary to examine
the sequelae of health outcomes associated with the trends documented in this study and identify
potential solutions to remediate these trends. Further, as leaders in other countries outside of the
U.S. propose policies that negatively target immigrants, research would be important to discern the
potential ripple effects on the health of children and their families in those settings.

5. Conclusions

Over the last ten years, household food insecurity doubled for families with recently arrived
immigrant mothers and their U.S.-born children while rates of child food insecurity remained alarmingly
high. SNAP participation for these families decreased between 2017 and the first half of 2018, despite a
lack of change in household employment status. These trends may be reflective of anecdotal reports
in recent years that immigrant families fear participation in health-promoting nutrition assistance
programs for which they may be eligible, including SNAP, because of fears of deportation or effects on
their future immigration status. Policies that increase, rather than decrease, support for immigrant
families with infants and toddlers may be necessary for reversing these trends that threaten the health
and development of young children and their families.
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Abstract: The crisis conflicts in Syria have forced a lot of people to relocate and live in mainland
Greece, where they are hosted in refugee camps. In the present study, our aim was to assess child
morbidity and overall disease burden in two camps in northern Greece during a six-month winter
period. A primary health care office was founded in each camp. Refugees of all ages with health
problems were examined daily by specialty doctors. Cases were classified into two categories:
Infectious or non-infectious. In total, 2631 patients were examined during this period (out of the
3760 refugees hosted). Of these patients, 9.8% were infants, 12.7% were toddlers, and 13.4% were
children. Most of the visits for children aged less than 12 years old were due to infectious diseases
(80.8%). The most common sites of communicable diseases among children were the respiratory tract
(66.8%), the skin (23.2%), and the urinary (3.2%) and gastrointestinal tracts (6.2%). Non-communicable
diseases were mostly due to gastrointestinal (20.2%), respiratory (18.2%), surgical (13.1%), and allergic
(10.3%) disorders. Infants, toddlers, and children suffered more frequently from respiratory infections,
while in adolescents and adults, non-infectious diseases were more common. Toddlers and children
were more likely to fall ill in comparison to infants. Conclusions: During the winter period, infectious
diseases, especially of the respiratory tract, are the main reason for care seeking among refugees in
Greek camps, with toddlers suffering more than other age groups. The overall mortality and referral
percentage were low, indicating that adequate primary care is provided in this newly established
refugee hosting model.

Keywords: child morbidity; disease burden; refugee crisis

1. Introduction

The ongoing crisis with the intense conflicts in Syria and neighboring countries has forced
more than 6 million people to abandon their home countries, seeking a safer place to relocate to [1].
The deteriorating situation in Syria accounts for the increased amount of refugees, whose primary
destinations are countries in central and northern Europe, which they have tried to reach by following
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the eastern Mediterranean route through Turkey and Greece [1,2]. However, the closure of the
Greek-Former Yugoslav Republic of Macedonia (FYROM) border on February 2016 has caused the
popular “Balkan route” to shut down. Refugees and migrants, for whom Greece was mainly a
transitional location, had their dream interrupted [3]. Adding to that, the implementation of the
EU-Turkey agreement on March 2016 drastically limited the arrival of more refugees to Greece, who
instead will likely try to reach Europe through irregular ways, risking their lives [2–4]. As a result, more
than 62,000 refugees are currently stranded in Greece, with no prospect of moving to any northern
countries [5].

Moreover, refugee camps (or “hotspots”), originally aimed for short-term stays, had to be turned
into long-term shelters, and since they were not designed to host such large amounts of refugees, they
became overcrowded. Therefore, new challenges have arisen as the facilities are not adequate, thus
the living conditions are considered inappropriate. Another important issue that has come up is that
these camps may host a considerable number of unaccompanied minors, especially children with an
unknown vaccination status, suffering from the war and the uncertainty of the journey to a new place
to resettle. Consequently, both their physical and mental health have been disturbed [6]. These facts
raise questions about the burden of disease and the prevalence of vaccine-preventable diseases. Lately,
there has been increased interest and a need for evidence-based reports on migrant health and its
impact on the national health systems of European countries [7,8], along with a lack of adequate data
on the health condition of the current refugee wave.

Therefore, the aim of the present study was to: (a) assess the burden of disease in two refugee
camps in mainland northern Greece during an autumn-winter period, and (b) to compare the burden
of disease between different age groups, also checking child morbidity.

2. Methods

Our study was conducted in two refugee camps in northern Greece during the autumn-winter
period from October 2016 to March 2017. These camps hosted about 250 refugees each, who had
mostly travelled from Afghanistan and Syria. Of these refugees, about 280 were adults, and about 220
were under 18 years old. Refugees arrive at these camps a few days after entering the country, usually
by sea. Upon entrance they are vaccinated, according to the National Immunization Schedule, and
after asylum is granted to them they are relocated to camps in mainland Greece, in order to avoid
congestion at entrance points. In refugee camps in mainland Greece, refugees stay for an average
period of 1.5 months until they find housing in one of Greece’s cities. Most of the children who arrive
are accompanied by family members. The status of previous vaccination was undefined in most
cases. A primary health care office was founded in every camp and was ran under the supervision
of the medical service of the Hellenic Army. Refugees with health problems were examined on a
daily basis by specialty doctors and were referred to tertiary or university hospitals when further
care was needed. In cases of emergency, patients were transferred to hospitals with the assistance of
ambulances from the National Emergency Aid Center. Communicable diseases were categorized into
four groups according to the site of the infection, which included respiratory, urinary, gastrointestinal,
and skin infections. In cases of febrile illness, C-Reactive Protein (CRP) values were measured on
site. Regarding non-communicable diseases, patients were also classified in categories according to
the system that was affected (cardiovascular, surgical, obstetric, gastrointestinal, respiratory, allergic,
orthopedic, hematological, endocrinological, or others). A database of refugees providing medical care
was created with the following fields: Age, gender, reason for seeking medical advice, underlying
condition, medical diagnosis, CRP, and referrals. Each patient was recorded once every time they
sought medical advice in order to avoid duplicate recorded data. All patients were informed about
the study and provided informed written consent. All procedures performed in this study involving
human participants were in accordance with the ethical standards of the institutional or national
research committee and with the 1964 Helsinki declaration and its later amendments or comparable
ethical standards.
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Statistical Analysis

Statistical analysis was conducted with the help of the IBM SPSS statistics software (24th edition).
Baseline characteristics were summarized using appropriate descriptive statistics. The statistical
significance was set to 0.05. The chi-square test was used to efficiently determine whether there was
any association between the presence of infection or any other pathological condition status and
different age groups, due to the fact that the variables were categorical. Finally, logistic regression was
used to assess if there were any significant associations between the type of infection or pathological
condition and different age groups.

3. Results

3.1. Demographics

During the period from October 2016 to March 2017, approximately 3760 refugees found shelter
in the two camps of our study, with 1654 of them being children (approximately 334 were infants
(which accounts for 8% of whole population), 648 were toddlers (17%), and 672 were children (18%)
6–12 years old). In total, 2631 patients were examined at the primary care office. About 9.8% of them
were infants, whereas 12.7% were toddlers. Children aged 6–12 years old accounted for 13.4% of office
visits, whereas adolescents (12–18 years old) accounted for 7.9%. The age group of adults who were
examined consisted of 1453 patients (55.2%). (Table 1) Regarding their gender, 48.2% of the refugees
seeking medical care were male and 51.8% were female.

Table 1. Demographic Data.

Age Group N (%)

Infants 258 (9.8)

Toddlers 333 (12.7)

Children 353 (13.4)

Adolescents 209 (7.9)

Adults 1453 (55.2)

Total 2631 (100)

3.2. Care Seeking or Reason for Care Seeking

The most common reason for care seeking among the entire population was due to an infectious
disease (58.4%). Regarding the rest of cases for care seeking, 41.6% were for non-communicable or
non-infectious diseases. Regarding infectious diseases, the most common site of infection was the
respiratory tract (64.2%), followed by the skin and soft tissue (21.9%), the urinary tract (6.7%), and the
gastrointestinal tract (6.3%) (Figure 1). There were also 14 refugees (0.9%) with more than one infection.

For non-infectious conditions, cardiovascular (19.5%), surgical (6.0%), obstetrics-gynecological
(8.5%), gastrointestinal (12.5%), respiratory (3.2%), allergic (4.3%), orthopedic (14.7%), hematological
(2.6%), and endocrinological (1.9%) disorders were observed. About 26.2% of patients with
non-infectious diseases who were seeking care were examined by doctors for different reasons (e.g.,
consultation, diet guidance), and 0.9% of them suffered from more than one condition (Figure 2).
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Figure 1. Type and percentage of infection in the whole population.

Figure 2. Percentage of system affected in non-infectious diseases for the whole population.

3.3. Child Morbidity

Types of infections among children are shown in Figure 3.
Respiratory track infection was the most common disease in the age groups of infants (48.8%),

toddlers (54.4%), and children (58.9%) (Table 2). On the other hand, in the age groups of adolescents
(49.8%) and adults (55.3%), the most frequent reason for medical advice or care seeking was a
non-infectious or non-communicable condition or disease.

It is worth mentioning that toddlers were 1.564 times (p = 0.027) more likely to get ill comparing
to infants (Table 2).
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Figure 3. Types of infections among infants, toddlers, and children.

Table 2. Relative risk of suffering from an infectious disease among age groups.

p RR
95% C.I.

Lower Upper

Toddlers vs. Infants_ 0.027 1,564 1,053 2,325

Children vs. Infants 0.069 1,428 973 2,097

However, statistical analysis revealed that there was no association between gender and morbidity
(p = 0.422). (RR: Relative Risk, C.I.: Confidence Interval)

Odds ratio and confidence intervals for overall morbidity in comparison to infants are shown on
Figure 4. Toddlers were about 1.564 times more likely to get sick than infants, whereas children were
1.4 times more likely to get sick.

Figure 4. Odds ratio and CI for overall morbidity in comparison to the age group of infants.
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Lastly, only 1.4% of the patients who were examined were taken to hospital for further examination
and treatment.

4. Discussion

The main finding of our study is that during a 6-month winter period, most of the children’s
visits to the doctor’s office in refugee camps were due to infectious diseases (66,8%). Respiratory tract
infections accounted for the majority of communicable diseases, with toddlers being more likely to
suffer from one in comparison to the other age groups. Despite this relatively high morbidity due
to infectious diseases, the percentage of referrals to tertiary hospitals was significantly low, and no
serious cases of vaccine-preventable disease outbreaks and mortality were noted.

This finding comes in accordance with the results of other studies conducted over the last decade,
in which infectious diseases are mentioned as the main health problem between asylum seekers [8,9].
In a very recent study that took place in Greece, members of Syrian American Medical Society Global
Response (SAMS—GR), who provided medical services in four refugee camps in northern Greece,
examined about 7500 people of all ages over a three-month summer period (June 2016–August 2016),
most of whom were also adults [10]. Female patients (51.8%) outnumbered the male ones (48.2%).
In the aforementioned study, respiratory and gastrointestinal infections were the main reason for care
seeking among refugees in Northern Greece.

Analyzing our infection data bank, diseases of respiratory tract were the most common among
other conditions. Of all patients, 37.5% were diagnosed with a respiratory infection, while 12.8%
had skin infections. Urinary and gastrointestinal infections accounted for only 3.9% and 3.7% of all
infectious diseases, respectively, which indicates that overall hygiene conditions in the camps were
of a relatively good level. Only 14 patients (0.5%) were diagnosed with more than one infection.
Multimorbidity was also negatively associated with immigrants and refugees in another study [11].
Previous studies which took place in Greece and Brussels also reported that respiratory symptoms
were the most common finding among the patients [9–12]. The resettlement of asylum seekers to a
different environment and the exposure to other respiratory viruses may explain this fact [13]. Similar
findings (especially respiratory, digestive, and skin conditions among newly arrived refugees) were
also reported in other studies [9–12]. A possible explanation for the prevalence of these diseases
might be the poor state of migrants’ health and the questionable hygienic conditions during their
travel [8,12,14]. Overcrowded camps and poor living conditions may have made migrants more
vulnerable to communicable illnesses as well, especially from the respiratory and gastrointestinal
system [8–15]. In their study, Bloch-Infanger et al. claim that the percentage of the migrant population
seeking for medical care has increased among young people during the last decade [8]. Furthermore,
these patients were most frequently referred and hospitalized [8]. Despite the fact that communicable
diseases were the most common reason for care seeking in the population of our study, overall referrals
to tertiary hospitals were very few. This may be an indicator of adequate first level medical care and
easy access to the doctor’s office. Appropriate access to medical care regardless of the legal status
of each country is vital in order to improve health status and enhance the prevention of contagious
diseases [16].

Regarding non-infectious conditions (41.62%), these were classified in eleven categories based
on system affected: cardiovascular (19.45%), surgical (6.01%), obstetrics-gynecological (8.48%),
gastrointestinal (12.49%), respiratory (3.2%), allergic (4.29%), orthopedic (14.68%), hematological
(2.57%), and endocrinological (1.91%). Approximately 26.02% of patients were examined by doctors
for different reasons and 0.86% had more than one pathological issue. Some studies indicate that
chronic diseases and psychiatric conditions are the most important health problems among migrants
and refugees hosted in camps [17,18]. In our study, neither chronic disorders, such as Hepatitis A,
B, or C infections and tuberculosis, nor mental issues, such as depression, were observed. Lastly,
no patients with dental problems sought medical care, in contrast to van Berlaer et al., who reported
10% of refugees had dental issues and visited the doctor’ s office [9], and a study which took
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place at P. and A. Kyriakou Children’s Hospital, a tertiary pediatric hospital in Athens, Greece,
which showed that between immigrant children who were examined clinically at the hospital,
dental abnormalities (21%) were the most frequent medical problem identified. In our study, other
disorders, such as respiratory and dermatological infections, genitourinary, cardiological, and surgical
matters requiring further intervention, existed in 7.3% of this research population. [19]. We have to
clarify that long-term conditions (including vector-borne and blood-borne infections, such as malaria,
leishmaniasis, and Helicobacter Pylori) may have been underrepresented or under-diagnosed, as health
care providers focused on identifying acute conditions.

In our study, we also compared the disease burden among different age groups. This comparison
revealed that respiratory infections are the most common disease in the age groups of infants (48.8%),
toddlers (54.4%), and children (58.9%), whereas in the age groups of adolescents (49.8%) and adults
(55.3%), the most frequent disorder is non-infectious. Pavli et al. also reported that refugee children
are prone to respiratory and gastrointestinal issues, as well as skin conditions [12]. In our study,
we examined the relative chance for infection between age groups and we found out that toddlers
were 1.564 times (p = 0.027) and children were 1.428 times (p = 0.069) more likely to suffer from
communicable diseases compared to infants (Figure 4). This comes in accordance with other studies as
well. For instance, van Berlaer et al. reported that almost two-thirds of children younger than 5 years of
age suffered from diseases [9]. Lastly, our study shows that there is no association whatsoever between
gender and likelihood of someone getting sick. Even though some studies report female immigrants
being more vulnerable to health disorders, in our study no such association was noted [12].

To our knowledge, this is the first study examining disease burden and child morbidity in Greek
refugee camps during a 6-month winter period. Refugee camps in mainland Greece were established
in a very short period of time with few resources, mainly as temporary dwellings that were meant
to accommodate people for short-term stays only. However, the closure of the “Balkan route” and
the EU-Turkey agreement has lead Greek refugee camps to become overcrowded long-term shelters
overnight. This new refugee sheltering model, along with the fact that conflicts in Syria are still in
progress, has prompted the need to have its functionality and effectiveness assessed, especially in
terms of medical care and morbidity. Thus, our study fills a gap in the existing literature shedding,
light on the overall disease burden during the winter period and examining how child groups shoulder
this burden.

A number of limitations exist. Even though we excluded from our database double reports for the
same patient and condition, there were patients visiting the primary care office two or three times, thus
not allowing for the overall risk to be calculated. Additionally, we focused on the group of children
less than 12 years old and excluded adolescents (who in terms of infectious diseases demonstrate more
common morbidity to adults) from our analysis. A study that could compare refugee morbidity to that
of the local population would provide better understanding of the overall disease burden and guide
possible prevention interventions.

In conclusion, communicable diseases are the most common cause for care seeking among
refugees in camps in mainland Greece during a winter period, with children and especially toddlers
suffering more often from respiratory tract illnesses than other age groups. This urgently-established
refugee hosting model in Greece seems to be working effectively in terms of primary medical care and
hygiene levels.
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Abstract: Accessing meaningful forms of support can be an onerous experience for young people
resettling from war-affected contexts. In addition to facing linguistic and financial barriers in
this process, these young people negotiate care systems that are often structurally and culturally
insensitive to their unique needs, values, beliefs, and intersectional experiences of oppression.
Drawing on interviews with 22 young people from war-affected areas living in Quebec, Canada,
this paper critically examines how dominant cultural norms and social relations in Quebec’s health,
social and educational services network shape their experiences in seeking care, healing and
belonging. Alternative care systems and approaches, as proposed by the participants, are then
explored. The findings emphasize the need for spaces and care services where war-affected young
people’s identities and lived realities are validated and represented.

Keywords: war; migration; resettlement; refugee; youth; exclusion; cultural norms; Quebec; Canada

1. Introduction

Wars continue to alter the lives of children, young people, and families around the world with
devastating social, economic, political and psychological effects. More than 600 million, or one in four,
of the world’s youth, live in areas affected by armed conflict and insecurity [1]. Within these wartime
contexts, children and young people are killed, exploited, abused, injured, orphaned, separated from
family and/or recruited into armed groups (for the purpose of this study, “child” is defined as any
person under the age of 18 years, in accordance with the United Nations Convention on the Rights of the
Child (UNCRC), while “young person” is defined as anyone between 15 and 30 years of age).

Countries like Canada are indirectly, yet intimately touched by war. Each year, thousands of
children enter Canada, fleeing war zones [2]. Refugees admitted to Canada represent approximately
10% of the roughly 285,000 new permanent residents in the country every year [3]. In 2016, the United
Nations High Commissioner for Refugees (UNHCR) lauded Canada’s resettlement of 46,700 refugees,
a record high in refugees admitted since the implementation of the 1976 Immigration Act [4].
This represents a 133% increase compared to the previous year. Additionally, nearly half (47%)
of refugees admitted to Canada in 2016 were children [5]. In the year of 2017, the Government
of Canada reported a total of 50,380 asylum claimants (processed across the country (it is worth
noting the shift in language, using ‘asylum claims’ instead of the terms ‘refugee claim’/ ‘refugee
claimant’ as used in the Immigration and Refugee Protection Act). Based on recent figures reported
by Immigration, Refugees and Citizenship Canada (IRCC), as of 29 January 2017, Canada resettled
a total of 40,081 Syrian refugees [5]. This is due in part to Canada’s humanitarian transfer of Syrian
refugees with UNHCR’s support, as part of the Canadian government’s explicit commitment to resettle
refugees with a “renewed focus on reuniting families” [5]. The government has also emphasized
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the importance of combined efforts with civil society and service providers to support refugees’
resettlement and integration [4].

Resettlement from a war-affected context is both complex and multifaceted. Young people
displaced from war zones witness or directly experience severe and unimaginable violence and
upheaval. For those who make their way to Canada, war-related mental health distress may occur
alongside poverty, discrimination, isolation, language barriers and difficulties in school [6,7]. Studies
on young people with refugee backgrounds in Australia point to similar resettlement realities [8–17].
With growing numbers of asylum claimants and their families receiving permanent residency—and
becoming interwoven in the Canadian social fabric—it is critical that psychosocial programs and
interventions address their needs, as individuals, families and communities. Moreover, there is a
greater need for culturally responsive practice with children and families from war-affected and
refugee backgrounds that accounts for the diversity and heterogeneity of their needs and experiences.

The province of Quebec has a unique independence with regard to immigration policies since
the signing of the Canada-Quebec accord in 1994. This accord allows the province to develop its own
criteria for selecting immigrants and refugees from abroad. However, under this accord, Canada
remains in charge of the selection and processing of asylum seekers. The accord was negotiated in
order to ensure the promotion of the French language and the uniqueness of Quebec’s cultural identity.
It also set Quebec apart from Canada by its use of an intercultural model rather than a multicultural
model within the policy [18].

There is an emerging literature on the experiences of young people with refugee backgrounds
and from war-affected areas in multiple contexts around the world [8–17], including Canada [7,19–23].
However, the lived realities, resettlement experiences and service provision needs of this population
of children and young people deserve greater attention and ensuing action. In particular, how do
young people from war-affected countries living in Quebec negotiate resettlement? How and where
do these young people seek support? How do young people experience support in more formal
spaces, including those integrated as part of Quebec’s health, social services, and education systems?
Answering these questions is key to informing and improving resettlement programs and services.

In exploring these experiences, this paper adopts the theoretical framework of intersectionality.
Intersectionality posits that people’s realities are shaped by the interaction of multiple forms of
oppression (e.g., racism, sexism, ableism and classism), creating entirely new and unique experiences
of marginalization [24–26]. Moreover, intersectionality supports an understanding of individuals’
identities and experiences of oppression as fluid and mutable [27]. This is integral when exploring
the complexities of individuals’ social locations in light of migration and the shifting experience
of oppression when accessing different spaces. This perspective is also useful in considering
how historical processes of oppression impact the spaces young people navigate in the present
(e.g., colonialism) [27]. In adopting an intersectional framework, this paper will critically explore how
different forms of structural oppression, including insecurity, linguistic discrimination, racism, status
and assimilation, shape war-affected young people’s wellbeing and experiences in accessing support
in different settings. Specifically, the paper aims to consider how dominant cultural paradigms and
social relations in different systems and spaces affect young people’s experiences of healing, support
and exclusion.

2. Methodology

To examine the resettlement experiences of young people affected by war living in Quebec,
in-depth interviews were conducted with 22 young people (11 male and 11 female) living in Montreal
and St-Hyacinthe, a small-sized city located approximately 60 km east of Montreal (ethical approval
number: #116-0912). These two contexts were chosen as they provide a glimpse into an urban setting
and a more rural, or semi-rural, setting. Moreover, both contexts had relatively large numbers of
war-affected young people with refugee backgrounds. The young people were recruited through the
assistance of local settlement workers, and social workers. In addition, after interviewing several
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young people, we relied on snowball sampling to reach other potential participants. Participants
were between the ages of 15 and 30 at the time of the interview/focus group and had been living in
Canada from 6 months to 12 years. Their countries of origin included Colombia, Democratic Republic
of Congo, Nepal, Rwanda, Sierra Leone, Sri Lanka, Togo and Zimbabwe and were conducted over
a 10-month period, beginning in January 2013. Interviews were carried out in French, English or
Spanish, depending upon participants’ language preference. All interviews were audio-recorded with
permission and subsequently transcribed.

The interviews were conducted by the second author, alongside a team of researchers involved
in the project. Interviews took place at community centres or in the office of the researchers and
lasted between one and two hours. Given our desire to ensure participants’ overall safety and security
during the research process, we aimed to include young people who were in some way along the
“healing” journey. In this sense, participants were perceived as “leaders” by local social workers
and settlement workers, who assisted in participant outreach. Nonetheless, to ensure the safety and
security of participants, support systems—in the form of ongoing support and interventions from the
settlement workers and social workers who assisted with participant outreach—were put into place in
the aftermath of interviews.

To ensure that the participants’ perspectives were appropriately captured, six young people from
war-affected areas (aged 17–25) acted as ‘youth advisors’ during the design phase of the research.
These young people were all from Colombia, having sought refugee status in Canada as a result
of the armed conflict, and had been living in Canada between 2 and 5 years. A preliminary group
discussion, conducted by the second author, was held with these six young people that outlined
the goals and objectives of the research and explained our desire to develop interview questions
that would be relevant to pose to potential research participants. The youth advisors were then
asked to participate in a group discussion that addressed the opportunities and challenges that they
themselves had experienced when resettling in Canada. In addition, the youth advisors worked
individually and collectively to devise sample interview questions that they felt would be important to
ask young people from war-affected areas who recently resettled to Canada. Youth advisors also offered
critical feedback on our overall research objectives and provided direction in terms of appropriate
methodologies emphasizing the importance that the interviewers “be present and ready to listen.”
A key contribution of the youth advisors was their emphasis on the importance of talking about young
people’s wartime pasts, even if the project’s focus was on the issue of resettlement. As one of the youth
advisors explained:

It is important to know the circumstances of youth prior to their arrival in order to understand what
they may need. Some youth may seem to be functioning and well on the outside but on the inside,
they may have a lot of repressed emotions and feeling. Experiences lived [during war] are not forgotten
and are therefore expressed in different ways.

The interview protocol developed based on their feedback, explored young people’s wartime
lives and experiences in the context of their countries of origin, the impact and legacy of the war
on their lives, both past and present, as well as the realities of flight and resettlement to Quebec,
Canada. The interviews also explored participants’ sources of support once in Canada, both informal
and formal, including their experiences with social and health services, as well as their comfort
levels in sharing their stories of war, migration, and resettlement (For the purpose of this paper,
“formal” spaces include organisations and agencies that are integrated into the Quebec government’s
publicly-funded education, health and social service systems. Examples include hospitals, schools,
public clinics, such as CLSCs (centre local de services communautaires), and youth protection agencies).
In addition to interviews, two focus groups were conducted with the same young people who had
been interviewed as part of the research project. These focus groups, conducted by the second author
and two members of her research team, aimed to trace the diverse opportunities and challenges that
they faced upon resettling.
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Data were analysed using a grounded theory approach, whereby through inductive analysis of
the data, researchers gained an understanding of the patterns that exist in the social world under study,
that are firmly grounded in the experiences of the individuals acting in it [28]. To facilitate data analysis,
a conceptual coding tree was created with the assistance of HyperResearch—a qualitative analysis
software. Through ongoing data analysis, participants’ experiences of both support and exclusion in
formal and informal spaces emerged consistently in the young people’s narratives. These themes are
addressed in greater detail in the following section.

3. Navigating Resettlement: Experiences in “Formal” Spaces

People sometimes think you are so traumatized. But what makes it more traumatizing is the system.
You understand what I’m saying? It’s the system.

—David, participant.

The experiences of war, flight and resettlement have complex implications for people’s social, emotional
and mental state of being. Loneliness, isolation, feeling uprooted, uncertainty about the future and a
generalised sense of insecurity and fear featured prominently in participants’ stories. After settling in
Quebec, these young people were also expected to negotiate their way around a variety of systems
whose inherent norms are often experienced as unfamiliar and disconcerting. Quebec’s education
and health and social services systems play an important role in many of these young people’s
post-resettlement lives. In the province of Quebec most, if not all young people, must attend “des classes
d’acceuil” (‘welcome classes’) and begin the process of “francisation” in order to learn French and
become better “accustomed” to local values, culture and social relations [29,30].

Moreover, many young people coming from war-affected areas may be referred to health and
social services in order to receive psychosocial support for mental-health issues related to war,
displacement, flight and resettlement. However, research has shown that minorities and immigrant
families in Canada significantly underutilize mental health services and instead seek support from
community organizations [31,32]. What is the reason behind this?

In many ways, schools, clinics, such as CLSCs, and other public services offered provincially in
Canada are meant to support opportunities for learning and healing. Therefore, referring, or requiring
young people to access these spaces seems reasonable given their past experiences of violence and
the challenges that come with negotiating a new sociocultural environment. Although these spaces
may act as centres of healing, learning and support, to varying degrees, they may simultaneously be
experienced as sites of racial oppression, and assimilation. Upon entering these spaces, participants
often reported confronting norms, values and social relations that did not speak to their unique realities,
invalidated their beliefs, and eclipsed their sense of identity.

3.1. Health and Social Services: Conflicting Paradigms of Wellness

Canada’s health and social services systems have been said to be heavily rooted in a modernist,
Western biomedical understanding of health and illness. The focus is largely on the individual
and the use of scientific tools and methods to assess and address the manifestation of disease [33].
Treatment often involves “separating” a person deemed “mentally ill” from the rest of society,
sometimes through the use of labels (i.e., diagnoses) and/or their literal segregation from others
(e.g., institutionalization) [34].

In interacting with the health and social services system, many young people in our study were
faced with this Western conceptualisation of mental health. A common presumption is that most
of these young people have been traumatised by the experience of war, and stand to benefit from a
psychosocial assessment, followed by some form of treatment (i.e., therapy and/or medication). Similar
processes of medicalisation, whereby people from refugee backgrounds are treated as “traumatised”
and “psychologically harmed”, have been highlighted in studies exploring resettlement experiences
in the Australian context [12,15]. Of course, these assumptions, along with their associated theories
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and diagnoses, stem from a particular sociocultural standpoint: The notion of “mental health” was
developed in North America and Europe [34]. As this participant points out:

The system is very, very culturally biased. They are very ignorant. Because for them it’s just—they have
this theory [ . . . ]. People come here from a traumatized country and they became more traumatized now
[ . . . ] Western theory—applying [ . . . ] Western theory, it doesn’t apply to some of us.

(David)

Refugees affected by war are readily screened for Post-traumatic Stress Disorder (PTSD) [15,35,36].
Although it may be the case that many people affected by war exhibit PTSD-like symptoms, it does not
necessarily mean that some form of psychosocial intervention is required or even desired [15]. In fact,
many young people in the study did not feel any particular need to access mental health support and
described how seeking “outside” support was a peculiar concept for them:

It’s not like I come from a country where [formal mental health support] is in abundance, because
it’s not. They don’t have sort of a psychosocial worker [ . . . ] Granted, the family unit from those
countries is so strong that there is never ever a need to start going outside—seeking help outside.

(Andy)

I never saw a psychologist. I never saw a therapist. But I made it on my own mind, created my own
survival until I made it.

(David)

I don’t think someone can help me [ . . . ] Because I think what I feel is normal, no? What I mean by
normal, it’s like—what I feel is—it’s supposed to happen.

(Jasmine)

Many participants did not view their emotional and mental state as something that required
professional attention. Finding power in oneself to heal, and looking for support from family and loved
ones, appeared to be more organic avenues for the participants. The last quote reflects a perspective of
mental health that differs from the biomedical model: rather than viewing how a person feels after
a traumatic experience as an issue, it is important to understand that these emotions are perfectly
“normal” in light of the difficult circumstances they faced in the context of war and violence.

Other participants who had considered to use, or who had actually accessed formal mental health
resources, shared their reflections about the impact and consequences of these services:

Okay, yes. So I arrive, I take another appointment and I cry and cry. Ah! Okay!, I said:
“Finally, it’s exhausting, this system! I’m never coming back... So, I told myself I should go see the
psychologist—because me—maybe I had a preconceived idea of a psychologist who would tell me, who would
listen to me and tell me: “Pa-pa-pa-pa! You are cured!” But then—after I asked myself: “What is illness?

(Naomi)

The following participant reflected upon whether a practitioner from Canada would be able to
understand the context of the war in which she grew up:

And it’s the institutions that are not ready, or are not specified. They are for everyone, for all people in
the school. So...but now, if I go see a psychologist, I tell myself: “Are they really going to understand
my situation ? [ . . . ] Are they really ready to listen to me?”

(Anna)

These testimonies highlight how some formal spaces may be unprepared and ill-equipped to
support these young people. Moreover, are these professionals engaging and critically considering the
structural realities of racism and xenophobia and how they may impact upon their everyday practice,
as well as the everyday lives of their clients? As this participant astutely states:
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[One] of my criticisms of social work is—I’m going to be straightforward, here. It’s whites, educated
[ . . . ] How many people do you find in social work that are a minority? Maybe there are one or two.
But how can you understand someone’s culture if you have just studied it from you own perspective?
[ . . . ] Refugees come here, all they want is the support to have safety. But, no, they don’t feel safe.
Because the same people they’re talking to are the same person who is in the system. Social workers
here, one of the greatest biases they have is that they don’t see it from the client’s own view. They see it
from their own theories.

(David)

[The] people who work in the system have to be trained to help cultural education. Because a lot of
people that I have spoken to find these people are culturally ignorant. If you walk into a clinic and you
cover your head, already they have some perception about you. If I walk into the clinic being black or
whatever, I don’t know, people have shared that with me.

(David)

In this sense, in order for people to benefit from formal spaces, specifically those that are part of
the nation’s public system, it seems imperative that these spaces are experienced as secure, validating
and relevant.

3.2. Education: Feelings of Exclusion and Marginalisation

The participants also encountered a variety of challenges in navigating educational institutions.
Here too, many were faced with social relations, norms and rules that rendered them feeling “othered.”
This participant, who was forced to abandon his schooling for several years, due to the break out of
the war in his country of origin, explained how he was discouraged from continuing with his high
school education once settled in Canada:

They told me that I would never go to university. And I said to them, “Why?” They said because
you’re 22 now and here you have to go through adult [high school] system. Well, I’ll apply to [name of
university] and tell them the reason why they should accept me. I wrote them a letter of intent on my
own and sent it out to them. They accepted me.

(David)

I was traumatized about coming [to university]. Psychologically, I was traumatized [ . . . ] once,
I finished this paper. I handed in. [...] The professor called me and said [ . . . ] to me “Are you the one
who wrote this paper?” I said, “Yes, I studied the book and I wrote it.” She said, “Because we have
some doubts. Your colleagues are thinking somebody gave it to you.” I said, “You see? Why would
you question the fact that I wrote this? I’ve been here—this is my final year.” I was so upset. I brought
all the papers that I have written. She apologized. But I said, “You want to discourage me to drop out
of University. Then you will put me in statistics as one African, or whatever immigrant population,
this, this, this.” And she apologized. And I was sitting like this, and she said, “I’m sorry.” And I cried
in her office.

(David)

The system equals racism. It includes [name of university], includes [name of university], includes
the hospitals.

(David)

Because it’s obvious that at school, they see us like an immigrant. It’s there that I feel the difference
between being an immigrant and you as a person, what you [experienced/lived through]. They see
you as an immigrant, they always ask you the same question: “where do you come from?” always
this. And they don’t go much further than this. It doesn’t go much further. Like . . . I don’t know,
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I have Quebecois friends and they don’t go further than that. Because they change the subject, talk
about something else. Then they don’t get to know you beyond that. They don’t feel attached to you.
You don’t get enough of a connection.

(Anna)

Similar to health and social service contexts, educational institutions were often experienced
by participants as sites of surveillance and interrogation. Intersecting prejudices of age, race and
status were experienced in ways that the participants described as devaluing their desires and erasing
their personhood. In both cases, the young people disregarded and pushed back against attitudes
and structures that they experienced as exclusionary and oppressive. Nevertheless, it is important
to recognize that the culmination of these oppressive experiences have profound implications for
people’s psychological wellbeing and sense of trust and comfort when it comes to Quebec’s education,
health and social service systems.

Anna’s quote above sheds light onto the often-reductive constructions young people with migrant
backgrounds face in relation to their identity and experience. Anna described how such categorical
understandings rendered her feeling as though people do not wish to see past this part of her reality and
experience, and, as a result, she did not feel connected to some of her peers. In other words, the images
many Canadians have of what constitutes an “immigrant” places constraint on the development of
intimacy and genuine connection.

Furthermore, in the province of Quebec, participants also described experiences where they were
met with impatience and sometimes mockery when trying to learn and speak the local French language:

Yes, in the school, it’s going good, well. So, teachers are also nice, and students also, but sometimes,
I don’t know—most persons are getting mean when I speak in French, so they’re going to do laughing,
and I feel very sadness.

(Saddya)

Yeah, because I work on phones [as a telemarketer, part-time]. Like, sometimes, you talk with someone,
they say: “You have an accent” . . . .Yeah, I understand, we have an accent, but they also have an
accent. Like, they don’t hear what you’re saying, so they need another person. But there is a way,
maybe, to say it politely. But last time, I got a customer, and she was like: “Ha-ha, you’re funny”.
I’m like “Why?” “Why? You are funny. You have an accent and I can’t understand you”. She was
like: “Next time, and make sure you write in your notes there. Next time, when you call, you have to
ask a Quebecois [a native or inhabitant of Quebec, typically one who is French Canadian] to call me.
I don’t want any other person to call me, apart from a Quebecois.”

(Jasmine)

While these quotes highlight the primacy of the French language in various educational and
employment settings in the context of the province of Quebec, they also illustrate how participants
were regularly confronted with experiences of exclusion, discrimination and racism. The challenges
that come with learning a new language, in a completely new context, are compounded by the negative,
often shaming, reactions many young people experience at the hands of their peers when attempting
to learn and speak the language.

Specifically, most, if not all, young people resettling in the province of Quebec are placed in
an intensive, 10-month long, classe d’accueil. Students in these classes are expected to learn French,
and to become familiar with Quebecois values and customs, in order to successfully “integrate” into
Quebec’s school system and society, more broadly [30]. In this regard, learning French becomes a
precursor for engaging in mainstream society [29]. However, young people from refugee backgrounds
are often segregated from all other young people in the school they are attending, and remain
together, as a group, for all other classes and school activities [29,30]. In this sense, social and
linguistic “integration” is questionable. In one study of young people’s experiences in a classe
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d’accueil, participants described how they were strictly forbidden from speaking any language but
French, and were offered little individualised support while taking the course, and afterwards, when
transitioning to mainstream classes [29].

Although young people may experience different forms of discrimination in this system, schools,
nonetheless, appear to be important spaces for young people’s wellbeing. For one, it was mainly
through such spaces that young people were able to forge relationships, and connect with others with
similar experiences, values and identities:

The first time I reached it it was very, very good for me to talk—to make communication; to make
relationships with others.

(Obed)

You don’t feel like, I’m the only person who became this way. Like, there are some other kids who
are like me. Yeah, it gives you strength for like—okay [ . . . ] Yeah, so, it gives you—smile. We get
together, we dance, we do whatever. You feel so—not alone.

(Jasmine)

And also in the class there were a lot of immigrants, there were a lot of Colombians. So during the
break time, during the lunch time, we would always hang out together. We would speak Spanish,
because we could always keep our culture, and we knew that we all have around the same values,
the same...the same customs, you understand? [...] It felt good, because at least we could express
ourselves. [ . . . ] we could at least talk to each other. Because it feels bad not to really have any friends
in your classes. You feel discouraged, you feel depressed.”

(Rodrigo)

These quotes shed light onto the integral role schools play as sites of human connection and
belonging. Significantly, school offered participants the opportunity to forge new friendships and to
connect through shared values, customs, languages and experiences. As the participants describe,
this was particularly important in enhancing their emotional and social wellbeing, while counteracting
some of the adverse effects of isolation and cultural invalidation.

Other participants reflected on the importance of key people in their respective
school environments:

When I started school, the principal, she was a support to me... I don’t know how to even describe it;
the fact that she believed in and [...] I had teachers that encouraged me—because I was scared, I was
scared to, to not be able to integrate and above all I was scared not to be able to succeed.

(Leah)

Participant: My class teacher, and my—I think, Kevin and Melissa. [ . . . ] I think Melissa and Kevin,
they know perfectly. Because they are speak in Nepali also. And it’s not perfect, but they are try to
speak in Nepali. My class teacher, Melissa is too much intelligent . . . [she] speak in Nepali. Yeah,
she’s really good [ . . . ]

Interviewer: So, the fact that she was trying to speak Nepali is one of the things that made you
feel safe?

Participant: Yeah.

These accounts demonstrate how young people’s wellbeing and sense of comfort in school
environments were also positively influenced by certain individuals in positions of authority, including
teachers and principals. In both these testimonies, the participants describe how these people make
them feel supported, and even safe in a completely unfamiliar system. The second quote, showing
the exchange with the interviewer, sheds light onto the power of connecting with another through
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language, and the sense of security that this can instil in a young person in this context. Even if the
teacher in this situation could not fluently speak the participant’s mother tongue, the sheer effort
reflects a form of relating that differs tremendously from more policing and prejudicial styles of
relating. This reality stresses the importance of not assuming all formal education, health and social
service settings as being inherently hostile. There are people, in all sorts of spaces, that are genuinely
caring and that strive to empathize with, and do something about, the difficult positions that these
young people find themselves in. These findings echo those identified in studies on young people from
refugee backgrounds attending intensive English language schools or centres in Australia [9,13,17].
In these studies, young people remarked on the opportunities these spaces provided in terms of forging
relationships with other young people with similar experiences and cultures, as well as in feeling
supported and validated by teachers.

The critical consciousness and deep empathy of a few individuals, however, does not redress
the participants’ reported experiences of racism and social exclusion. These systemic issues left some
participants feeling as though immigrant communities were being stripped of their language, culture
and identity. This participant powerfully draws a parallel between cultural assimilation as experienced
by Indigenous communities through the residential school system, and the assimilationist processes
immigrants are subjected to, including les classes d’accueil, in the example of Quebec:

It’s this issue of assimilation that I find not ... really not good. [ . . . ] The indigenous ... it’s the
Europeans really wanted to set up their own system. And they [the Indigenous] were... their children
were obligated to go to these [residential] schools. And not speak their language, and they started
drinking alcohol. It’s not everyone, but they really have problems now [because of it]. So I tell myself:
Immigrants could also lose their identity [like this?], because [ . . . ] the government controls, I find,
they control a lot like what language you learn, what school you go to, what actions you take. If they
aren’t okay with the way you act like a good citizen, they’re gonna stop you. So I find they control a lot.
Or they say: ‘Oh it’s a free country, free religion” but me I’m not religious, but the law states where
your religion could be and what location. And if there are religions that are not too ... that don’t fall in
the ‘Western’ category, well they find these...these loopholes to tell you: “No, this, these practices here,
don’t you do them.” So it’s really restrictive.”

(Anna)

People may argue against this point, emphasizing how the Quebecois are a linguistic and cultural
minority in Canada and policies aimed to preserve the French language are integral in protecting
the province’s cultural identity. However, before anyone is to set forth an argument defending
the assimilationist intent of Quebec’s linguistic and cultural policies, a conversation needs to be
had about Quebec’s racially oppressive roots. The fervent call to safeguard Quebecois culture and
identity elides the reality that various Onkwehonwe communities were the original people of this
land (Onkwehonwe: Haudenosaunee word that in English translates to “the Original People” of this
land) [37]. Moreover, it suggests that Quebec was a homogenous society, consisting mostly of white
French settlers, when, in actuality, its populace has always been racially, culturally and linguistically
diverse. Specifically, the myth of “homogeneity” ignores the central role the slavery of people of colour
and Onkwehonwe, and the labour of various migrant communities, including the Chinese and Irish,
played in the making of “Quebec” [37–40]. In this respect, in prioritizing the preservation of one
culture, language and identity, the government, and its Quebecois subjects, are effectively endorsing a
racial and cultural hierarchy.

The emphasis on cultural assimilation in Quebec’s classes d’accueil appears particularly strong
in comparison to similar programs in other white-settler nations. For instance, studies on intensive
English language schools or centres in Australia reveal the tendency of such programs to adopt a
more holistic and sociocultural approach to education and learning [9,13,14,17]. In such environments,
young people’s knowledge and values are recognised and celebrated. For instance, many in-class
activities centre young people’s identities, customs, and practices through the routine sharing of
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stories, language, food and festivals [13]. Often, loved ones and family members are welcomed into
the classroom, effectively dismantling the school-home divide [13]. Although young people in such
environments still report experiences of prejudice and exclusion, and, more generally, continue to
contend with inequitable power relations [8,10–12,16], the prevailing cultural and racial hierarchy
seems to be less rigid and more amenable to intercultural exchange and learning. Consequently,
such contexts create powerful opportunities for teachers, and other persons in positions of authority,
to connect to, experience and honour the humanity and lived realities of young people from refugee
backgrounds. Likewise, by celebrating, rather than erasing, the customs and identities of these students,
young people from refugee backgrounds are more likely to feel valued and validated, thereby nurturing
the development of more trusting and healing relationships.

4. Solutions as Proposed by Participants

In addition to describing their experiences in formal settings, the participants were asked to
suggest ways that current systems could be changed to better support young people from war-affected
areas who have resettled in Canada. They were also encouraged to conceptualise new services and
activities that they felt would better respond to their realities and needs.

Many participants called for institutional changes: Adjustments and improvements to the current
systems in place. For instance:

Because [immigrants], to be honest, are more committed about doing something about their lives
than anyone else. Because they’ve seen suffering. They see what it’s like to be at the bottom of the
barrel. They do not want to make mistakes so that their children suffer like they did. And if the
government knows that, they’ll be like, “Shucks, maybe we should invest more in these people because
they are the ones were really going to build a foundation. [ . . . ] it is an investment to be involved
in developing those people and not just letting them go and find a job in a factory when they have
two or three children to raise, and thinking they will be able to raise their children. Really developing
them in the sense that there’s also that whole psychosocial counseling, things like that, that we spoke
about, healthcare, education, as well. People who already have some kind of degree and need to get
accreditation, Canadian-based, we should be involved in all that in this country.

(Andy)

In addition to seeing the humanity and immense commitment of immigrants in Canada,
and ensuring their access to meaningful opportunities and support, this participant emphasises
how people with immigrant and refugee backgrounds should play an active role in supporting the
growth of migrant communities and in safeguarding their heritage:

Just because we are asking to be Canadian, doesn’t mean that we want to no longer identify with our
own heritage. There is still our own heritage that are holding onto. We still need some of it, you know.
We still need that. Perhaps over many generations, everything is going to amalgamate. I don’t know.
But right here, right now, I think even for a sense of community, for sense of sanity, it’s not a bad idea
to make sure that the government is involved in some of the small community-building, in one way
or another.

(Andy)

Specifically, in the context of schools, health clinics and hospitals, many participants emphasised
the need to recognise and comprehensively address interpersonal and organisational forms of racism,
xenophobia, and ignorance, more generally.

People don’t trust the system. Maybe I don’t trust it. I know a lot of people don’t trust it. People don’t
even like to go to the hospital because they know. They don’t have to tell them, “We don’t want you
here.” Psychologically, the way they treat you, you feel it. That’s all I can say. If you want me to study
social work, bring more people who look like me. So when I talk to people who are like me they will feel
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comfortable telling me exactly what they’re going through. People relate to people that they see can
understand them. If they are Muslim, you talk to me, I don’t have to judge you. I know exactly why
you pray. But if you are not, and you’ve never been taught, you lock your mind to what you believe
in, it’s not going to work.

(David)

It would be good if the teachers would be more... more concerned [ . . . ] if they knew more like for
example that there are people that lived through the war in their class, they would pay attention to
these people, [and intervene] when comments go too far. Related to the war, related to... for example...
the movies that they show us. Yes, maybe it’s too violent. Maybe it’s important to watch, but it’s
the comments that come afterwards. We could watch it, but it could be that someone actually lived
through that. It’s possible that...instead of reading, instead of finding it funny, to really take it
seriously. And [ . . . ] to know how to respond to students. Like students that say: “Oh me I don’t
like immigrants because they will steal our jobs.” The teacher would just sit there, he wouldn’t say
anything. To know how to respond like, what is the reality, what are the prejudices. I find there is a
gap here for that.

(Anna)

This same participant advocates for programs that foster mutual understanding and connection
between young people from refugee backgrounds and those from Quebec and that seek to dispel
misconceptions and prejudices that they may hold towards one another.

Yes for sure that maybe [ . . . ] the [local] Quebecois students that are from here that...that like this...like
being in charge of an immigrant in the beginning to explain the school to them, how it all works.

“You have to go here, you have to go there” And that they act as a reference for you maybe. And maybe
it becomes a friend. But more so that it is ....so that it has an impact on a wider level, I’m saying, like
group gatherings with immigrants and people from here, and talk a bit about what they think about
each other. Because for sure there are going to be prejudices on both sides [...] Other resources also.
If there are people that are free to listen to us, or that know, that they come to talk to us, that they come
to let us know that “We are here” that “We understand that you had to leave your country. If you
need anything I am here for you.” Because maybe they have the resources there, but they don’t come
and find you. So you don’t know that you are supposed to go look for someone yourself.

(Anna)

The previous quote also highlights the need to have more active forms of support. Many of these young
people are already struggling enough, and to have to struggle more in order to seek support for the
struggles they are already dealing with seems nonsensical.

Other participants stressed the need to go beyond creating additional programs and adjusting
what already exists, and suggested broad-based, transformative changes. These changes focused on
Canada’s national image and the hopeful promises it makes, as well as the dominant ways people
interact and treat one another.

The truth has to be told to people. The system has to be honest with people. They give people so much
hope that when they come to this country everything changes for them. Oh, your life will be perfect.
And people come here, it’s a constant battle. If you want to get help from CLSC you have to fight.
If you want to get education, you have to fight. Why? I mean, you are the same people that say we
want to accept you in society and making life more difficult for people. Come on. Is that fair? No.
The Canadian government, whatever government it is [ . . . ] has the responsibility to treat people
fairly. It’s not a perfect system.

(David)
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And it’s a social issue I think. Because individualism is really strong in rich countries. [And if you
don’t live through something really intense with someone] [ . . . ] there is not that connection, there is
not that way of listening [to each other]. So like I said its really in specific places, through things that
you go through together, it’s there that one can express themself. When you really know a lot about the
person. And I want also to talk about the teachers. The teachers are always not ready for this, and it
really doesn’t help either. They aren’t ready . . .

(Anna)

These accounts highlight how many young people from war-affected areas, over time, come to develop
a sense of distrust, isolation and disconnection in a country whose national imagery poorly reflects
the often divisive, and individualistic social relations that lie within. Canada is popularly touted as
being an open, inclusive, supportive, welcoming and multicultural-loving space [37,38]. However, as
described by participants throughout this paper, this does not seem to be an honest portrayal of young
people’s experiences in the province’s public institutions, and within society, more generally.

The “taken for granted” legitimacy and inherent benevolence of current systems, and the
well-intentioned people who staff them, is another major concern, along with the lack of diversity in
these settings. As this participant describes:

But when [people] go in to seek help, [social workers] have to understand where [the person] comes
from, what people talk about. It’s not to follow a pre-scheduled way of asking questions without
understanding the background. So, for me, it doesn’t work. Refugees come here, go to prison
[detention], and then after [detention] you have to work with social worker. You do what you have to
do. Because [the social workers] they are part of the system. They follow a rigorous thing, instead
of saying, look, maybe was that change this thing. I am not criticizing. I think having social work
is a great thing, but there’s something missing. [ . . . ] The only way social work can change in my
opinion is to allow a lot of visible minority people who come from different background to do the work.
[ . . . ] Because the thing is, if I’m talking to you, I already have in my mind, “well, this theory, she’s
going to follow the theory and this is the way it works.”

(David)

Other participants advocated for the need to create more opportunities and spaces to foster a love
of difference and human interconnectivity.

Yes in this moment we can say, maybe integration activities. Sometimes we see that organizations
organize things for people to integrate, and share their culture [with others]. We always see positive
things. Because unfortunately, no matter who or no matter what we always see first the negative
things in other people. So that’s why people that come are really distrusting of people that are not from
the same culture or come from the same country.

(Rodrigo)

This participant insightfully draws attention to the ease with which people see the negative in one
another, and from this, make grand generalizations that serve to divide, rather than unite, different
communities. The distance such social relations engenders only reinforces the misconceptions different
groups have of one another, thereby further fuelling prejudice and human disconnection. This cycle
can be broken if intentional spaces are created where people can see the positive in one another and
appreciate and honour difference and diversity. This participant provides an example of how such
initiatives are already taking shape:

Yes let’s take the example of the family’s house, sometimes they organize... once a year or twice these
intercultural activities or we see these dances, these songs from all these countries... Not all but
definitely all the countries that the people come from. Do these dances and in there you see integration,
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you see that there are people interested in understanding new things... a new world that is outside of
their own that they live in every day.

(George)

5. Conclusions

Young people from war-affected countries living in Quebec often find themselves at the
intersection of complex forms of oppression that strongly shapes their emotional and mental
wellbeing, and their experiences in various formalised spaces, including schools, hospitals and clinics.
The hardships endured in their country of origin, compounded by the challenges that come with a
new social, cultural, economic and political terrain, can profoundly influence young people’s identity,
sense of belonging and experiences of marginality. In other words, it is not strictly, nor necessarily,
the violence that they may have experienced in their country of origin that adversely affects these
young people’s social, mental, emotional and material wellbeing, but more so the interaction between
these past experiences, and the various, and often traumatizing, forms of injustice that many are faced
with during and following resettlement.

The degree to which participants’ identities and lived experiences are validated, understood and
represented in these spaces may greatly influence how they choose to access and negotiate Quebec’s
public health and social services systems. In many cases, the prevailing biomedical model of disease
may be out of sync with how participants conceptualise mental health and trauma. Systemic and
interpersonal racism, Islamophobia and other forms of prejudice also appear to be central to people’s
experiences in these environments, threatening people’s dignity and sense of security.

Participants’ perspectives represented in this study shed light onto the varied difficulties and
opportunities young people from war-affected countries negotiate upon resettlement. In particular,
the participants’ accounts can raise our awareness of how certain formal spaces of support are
experienced as well as enhance our understanding of what is required in creating more inclusive,
culturally-responsive, and meaningful services and programs.

By drawing on the framework of intersectionality, it is possible to disentangle the various, and
interacting, dynamics that shape these young people’s experiences within certain “formal” spaces.
For one, the experiences of war, flight and resettlement are often foreign to those staffing these spaces.
Many professionals may not know how to think, feel or act when listening to these young people
describe the hardships they have endured. The experiences of flight, migration and resettlement
further complicate professionals’ capacity to connect with, and meaningfully support these young
people. These realities can be, for many, unimaginable, and overwhelming for professionals. In
addition, health and social service professionals are predominantly familiar with approaches to
healing, and constructions of mental health, as conceptualized in the Global North, and may have a
limited understanding of and appreciation for non-ethnocentric healing modalities [34]. As pointed
out by some of the participants, “mental health” is often supported within the family or community,
and not seen as an “issue” that warrants outside attention.

In addition to emphasising the power of lived experience, intersectionality stresses the need to
critically consider how intersecting marginal identities, along the lines of race, citizenship status, class,
religion and culture, are viewed and treated in these spaces. Experiencing prejudice first-hand,
or expecting to experience prejudice, can profoundly affect young people’s sense of security, comfort
and belonging in health and social service settings. Being “othered” for wearing a hijab, for being
black, and/or for being a migrant can make all the difference in a person’s consideration of accessing,
or outright avoiding, these environments.

In other words, when trying to understand young people’s experiences and perceptions of these
formal care settings, it is important to consider the incongruity between the histories, realities, life
perspectives, “healing paradigms”, and identities of these young people, and those of Quebec and
Canadian-born professionals. Without striving for greater harmonisation between the norms, values,
beliefs and perspectives of these spaces, and the lived experiences and identities of young people
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affected by war, health and social services risk exposing these young people to structural realities that
may perpetuate oppressive and culturally imperialistic dynamics.

Schools also stand to benefit from seriously considering how current teaching methods, and the
treatment of students with refugee backgrounds and from war-affected areas, serve to limit young
people’s capacity to learn, grow, and develop a sense of belonging. Professionals in these settings need
to become more conscious of who is in their classrooms and to explore ways to nurture a learning
culture that does not alienate or punish young people from war-affected countries for being who they
are. To this end, professionals need to engage in an emotionally rigorous process of self-reflection in
order to identify and change their own prejudices and biases against racialised people with refugee
backgrounds. Strict segregation of immigrant and Quebec and Canadian-born young people through
the classes d’accueil in the case of Quebec must also be addressed. This structure only reinforces
divisiveness and thwarts opportunities for dialogue, intercultural exchange, belonging and human
connection. Adopting a more holistic and sociocultural approach to education, similar to that being
used in Australia, may be an important strategy for Quebec in this regard [13,17].

Understanding, through research and community engagement, the complex realities and needs
of young people affected by war, and, in particular, their intersectional experiences of oppression,
is imperative in order to promote and develop contextually-relevant and inclusive spaces of support
in Quebec. Failing to do so will have profound implications for the wellbeing of young people
from war-affected areas and their communities, and for Canadian society, as a whole. International
migration stemming from war has been increasing globally, and at particularly high levels in Canada [4],
and will continue to impact Canadian society. This underscores the importance of reconsidering
the rudimentary tenants upon which various spaces of support and learning, namely schools and
health care institutions, are built. Importantly, such challenges are not unique to Canada. Rather,
they represent contemporary realities that continue to affect and have implications for host countries
across the globe. By acknowledging and systemically addressing dominant social relations and
structures that reinforce divisiveness as well as cultural and racial hierarchies, it is hoped that
young people from war-affected areas will experience less “traumatising” forms of marginalisation,
and instead experience more meaningful forms of support, healing and connection.
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Abstract: In recent years, there has been a substantial increase in refugee and asylum-seeking
adults, adolescents and children to high-income countries. Infectious diseases remain the most
frequently identified medical diagnosis among U.S.-bound refugee children. Medical screening and
immunization are key strategies to reduce the risk of infectious diseases in refugee, internationally
adopted, and immigrant children. Notable infectious diseases affecting refugee and other newly
arriving migrants include latent or active tuberculosis, human immunodeficiency virus type 1 (HIV),
hepatitis B, hepatitis C, vaccine-preventable diseases, malaria, and other parasitic infections. The
U.S. Centers for Disease Control and Prevention and the American Academy of Pediatrics have
published guidelines for health assessment of newly arriving immigrant, refugee, and internationally
adopted children. Although, data on the health risks and needs of refugee exists in some high-income
countries, there is an urgent need to develop robust evidence-informed guidance on screening
for infectious diseases and vaccination strategies on a broader scale to inform national policies.
Innovative approaches to reach migrant communities in the host nations, address health and other
complex barriers to improve access to high-quality integrated health services, and strong advocacy to
mobilize resources to improve health, safety, and wellbeing for refugee children and their families are
urgent priorities.

Keywords: refugee; migrant; children; infectious diseases; screening; immunizations

1. Introduction

In recent years, there has been a substantial increase in refugee and asylum-seeking adults,
adolescents, and children to the European Union (EU)/European Economic Area (EEA) and the
U.S. [1–5]. The Global Trends Report of the United Nations High Commissioner for Refugees (UNHCR)
reported that by the end of 2017 approximately 68.5 million people were forcibly displaced across the
globe, including 25.4 million refugees, 40 million internally displaced persons (IDPs), and 3.1 million
asylum seekers [6]. By United Nations Children’s Fund (UNICEF) estimates, 50 million children
migrated across borders or suffered forced displacement within their own nations in 2015 [7]. More
than 28 million children had to flee from their homes because of wars, violence, and insecurity [2].
Between 2010 and 2015, there has been a dramatic increase (75%) in the number of child refugees, with
important implications for health care services [7].

Across Europe, children account for more than 30% of all asylum-seeking people [5]. In EU/EEA
countries, an estimated 200,000 to 400,000 children sought asylum annually from 2015 to 2017; an
additional 800,000 asylum-seeking children and adolescents arrived in 2015 to 2016 [1]. Asylum-seeking
and refugee children from Syria, Afghanistan, and Iraq were the single largest group resettled in the
EU/EEA in 2016 and 2017 [1,6]. Germany was the top country for asylum-seeking and refugee children
in the EU and EEA followed by France, Greece, Italy, Austria, Sweden, the United Kingdom, Spain,
and Switzerland [1].
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The United States Citizenship and Immigration Services (USCIS), an agency nested under the
Department of Homeland Security defines a refugee as an individual outside of his or her country of a
nationality who is unable or unwilling to return to their native country because of persecution or a
well-founded fear of persecution. An asylee is defined as an alien in the U.S. or at a portal of entry who
is found to be unable or unwilling to return to native country because of persecution or a well-founded
fear of persecution [3,8–11]. Refugee and asylum seekers are granted legal status in the U.S. Refugees
typically undergo screening for resettlement outside of the U.S. whereas asylum seekers are physically
in the U.S. at the time of their application submission [12]. Immigrant children are defined as children
who are foreign-born, or children born in the U.S. who reside in a household with at least onee parent
who is foreign-born [10].

In the U.S., from 2004 onwards, the number of refugee admissions per year has varied over the
years, ranging from 41,094 to 74,602 annually, with 69,909 arrivals in 2013 [13]. In 2016, the number of
refugee arrivals peaked at 84,994 followed by 53,716 admissions in 2017 [13]. Data from the U.S. State
Department’s Worldwide Refugee Admissions Processing System (WRAPS) indicates that the number
of refugee admissions declined significantly to 22,491 in 2018 (a 58% decrease from 2017) [13] (Table 1).

Table 1. Top 10 Countries of origin with the highest refugee arrivals to the United States in 2017
and 2018.

2018 2017

Country of Birth No (%) Country of Birth No (%)

Dem. Rep. Congo 7878 (35.0) Dem. Rep. Congo 9377 (17.5)
Burma 3555 (15.8) Iraq 6886 (12.8)

Ukraine 2635 (11.7) Syria 6557 (12.2)
Bhutan 2228 (9.9) Somalia 6130 (11.4)
Eritrea 1269 (5.6) Burma 5078 (9.5)

Afghanistan 805 (3.6) Ukraine 4264 (7.9)
El Salvador 725 (3.2) Bhutan 3550 (6.6)

Pakistan 441 (2.0) Iran 2577 (4.8)
Russia 437 (1.9) Eritrea 1917 (3.6)

Ethiopia 376 (1.7) Afghanistan 1311 (2.4)

Data from [13].

During 1 October 2018 through to 30 April 2019, approximately 15,000 refugees were re-settled
in the U.S.; of these, women and children aged less than 14 years represented 58% (8521) of refugee
arrivals from the top five countries (Democratic Republic of Congo, Burma, Ukraine, Eritrea, and
Afghanistan) [13]. In the first half of 2019, the top refugee-receiving states in the U.S. were Texas (9%, or
1389 individuals) and New York (6%, 932) followed by California (6%, 848) and Washington (6%, 827);
other states including North Carolina (662), Ohio (651), Kentucky (649), Georgia (589), Michigan (584),
and Arizona (536), accounted for 4% each. Overall, these 10 states represented 52% of all refugees
resettled during the first half of 2019 [13]. Considerable variation exists among states by refugees’
country of origin. For example, Burmese refugees historically were the single largest group resettled
in the U.S. between 2007 through to April 2019 but were in the top group in only 19 U.S. states [13].
In contrast, 12 states, including California and Michigan, admitted more Iraqi refugees than any other
country of origin during the past decade whereas Florida and Nevada have resettled more Cuba
refugees than any other nationality group [13].

Newly arriving refugees and asylum seekers often arrive from low-income countries plagued by
war and social conflicts, natural disasters, and economic challenges, and experience long journeys [14].
Poor health systems in the setting of conflicts can result in low vaccination coverage for children; in
addition, history of vaccination and documentation of prior vaccine receipt is often incomplete [15,16].
In one cohort study of 2126 asylum-seeking children to Denmark, 30% were unimmunized based
on the Danish immunization schedule [17]. In addition, the risk of communicable diseases is high
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given overcrowded circumstances during long migration journeys to Europe and other countries [18].
Refugees also face a myriad of challenges, including high mobility, poor living conditions, and
barriers to access quality health care [10,19–21]. In addition, lack of interpretation services, cultural
and language differences, limited health literacy and knowledge about health, lack of awareness
regarding human rights, unfamiliar health systems, and lack of preparedness of health care providers
in high-income countries to address the health and complex social issues of refugee populations further
compound the problem [10,19,21].

Infectious diseases remain the most frequently identified medical diagnosis among refugee
children arriving in the U.S. [22,23]. In addition, other key priority health conditions affecting refugee
children is summarized in Table 2. Healthcare providers caring for refugee children must be aware of
communicable diseases that are endemic to the refugee’s country of origin. Priority infectious diseases
affecting refugees and other newly arriving migrants to high-income countries include tuberculosis (TB)
(active and latent), HIV, hepatitis B, hepatitis C, vaccine-preventable diseases (such as measles, mumps,
rubella, diphtheria, tetanus, pertussis, and Haemophilus influenzae type b), and parasitic infections (such
as strongyloidiasis and schistosomiasis) [4,22–24]. In the EU and EEA, infectious diseases are the
most common cause of illness in migrant children living in refugee camps and other reception areas,
including acute respiratory tract infections, outbreaks of vaccine-preventable diseases, such as measles,
and skin infection (e.g., scabies, pediculosis); gastrointestinal infection (e.g., shigellosis); typhoid fever;
hepatitis A; tuberculosis; and malaria [25,26].

Table 2. Key priority health issues in refugee children.

Health Issue

Growth and Development Issues • Various forms of Protein-Energy Malnutrition

Learning Difficulties • Limited data available on educational outcomes

Vision and Hearing Impairments • Refractory errors, presbyopia

Oral Health • Dental caries

Vaccinations • Risk for measles and other vaccine-preventable diseases

Nutritional Disorders

• Iron deficiency anemia
• Micronutrient deficiency
• Malnutrition
• Vitamin D deficiency

Mental Health

• Depression
• Anxiety
• Posttraumatic stress disorder

Toxin Exposure

• Lead
• Environmental pollution
• Prenatal exposure to alcohol

Infectious Diseases

• Tuberculosis
• Hepatitis A, B, C
• Syphilis
• Vaccine preventable diseases
• Intestinal and tissue parasites

Giardia intestinalis, Cryptosporidium species, Ascaris
lumbricoides, Trichuris trichura, Entamoeba histolytica,
hookworm, Schistosomiasis and Strongyloidiasis

• Chagas Disease (American Trypanosomiasis)
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In this article, we discuss the priority infectious disease affecting refugee children, review guidelines
for evaluation and screening tests, and address preventative measures through immunizations.

2. Evaluation and Screening for Priority Infectious Diseases

Medical screening and immunization are key strategies to reduce the risk of infectious diseases
in refugee, internationally adopted, and immigrant children [23,27–29]. The U.S. Immigration and
Nationality Act (INA) mandates a medical screening examination performed by a designated civil
surgeon and panel physicians for all refugees to identify inadmissible health conditions (e.g., imported
communicable diseases). Inadmissible infectious diseases include: A) Communicable diseases of
public health significance: Active tuberculosis (TB), syphilis (infectious stage), gonorrhea, and leprosy
(infectious stage); B) communicable diseases that are listed as quarantine diseases in a presidential
executive order: Cholera, diphtheria, plague, smallpox, yellow fever, viral hemorrhagic fevers, severe
acute respiratory syndrome (SARS), and influenza caused by novel or re-emergent influenza (pandemic
flu); and C) other infectious diseases designated as public health emergencies of international concern
to the World Health Organization (WHO): Polio, smallpox, severe acute respiratory syndrome (SARS),
influenza, and Ebola [12,29].

Compared to internationally adopted children, refugee children often undergo general medical
screening (including a physical examination) in an organized fashion before the issue of an emigration
visa pre-arrival in the U.S. [27–32]. Screening tests performed for U.S.-bound refugee children
include serologic testing for syphilis, and tuberculin skin test or interferon gamma-release assay
(child ages 2–14 years), and chest X-ray (for all applicants aged 15 years and older). In this setting,
screening tests are often reliable since the screening process is coordinated by established reputable
organizations [27]. In addition, access to primary prevention strategies, including immunizations,
vitamin supplementation, and dental care, is generally more consistent with refugee children compared
to internationally adopted children [27]. Certain tropical infections (e.g., malaria, filariasis, typhoid
fever, schistosomiasis) are more frequently encountered in refugee children compared to internationally
adopted children from countries outside sub-Saharan Africa [27].

The examination site and location is overseas for U.S.-bound immigrants and refugees and
performed by panel physicians. A panel physician is a physician located outside the U.S, and
authorized to conduct pre-immigration medical screening (for those individuals who apply for
immigrant or refugee status prior to arrival in the U.S.). The U.S. Department of State selects the panel
physicians. The U.S. Centers for Disease Control and Prevention (CDC)’s Division of Global Migration
and Quarantine (DGMQ) provides technical instructions to civil surgeons and panel physicians who
perform the mandated medical examinations for migrants [29]. The medical examination consists
of a history and physical examination; laboratory screening tests for Tuberculosis (TB), syphilis, and
gonorrhea; assessment of immunization status; diagnosis of mental health problems posing a danger to
self or others; screening for substance abuse; and vaccinations for immigrants [33]. In addition, the CDC
also provides pre-departure medical screening guidelines and health interventions for refugees based
on risk in the country of origin, fitness to fly, and availability of resources and logistical support [29,34].

The U.S. CDC has published guidelines for the U.S. domestic medical examination for newly
arriving refugees. [31]. Federal regulations do not require repeat medical screening examination
for refugees upon arrival in the U.S. However, the Department of Health and Human Services
recommends that all refugees have a post-arrival comprehensive assessment of health status and
review of vaccinations by any qualified health care provider. The domestic medical assessment usually
occurs 1 to 3 months after arrival as a coordinated effort between resettlement volunteer agencies
and state public health departments [29]. Physician(s) at health departments who fulfill the legal
requirements of a civil surgeon may participate in physical examination and vaccination assessment
of refugees. A civil surgeon is a licensed U.S. physician with more than 4 years of experience and
authorized by U.S. Citizenship and immigration Services (USCIS) to perform medical examinations [35].
CDC’s post-arrival guidelines for refugee screening are available at [31]. Health care providers are
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encouraged to review site-specific clinical protocols via their local or state health department [29].
In addition, health profiles of diverse U.S.-bound refugee populations are maintained and updated
by the CDC/Division of Global Migration and Quarantine (DGMQ) to inform health care providers
regarding common health issues of newly arriving refugee groups [29].

The American Academy of Pediatrics recommends medical screening for all newly arrived refugee
children and linkage to primary care as soon as possible after arrival [28]. The American Academy
of Pediatrics (AAP) immigrant child health toolkit is a valuable resource for pediatricians caring for
immigrant, refugee, and internationally adopted children [10,11,36]. The components of the AAP
immigrant child health toolkit comprises of: Key facts, clinical care (e.g., medical screening, treatment
recommendations for newly arrived immigrant children), mental and emotional health, access to
health care and public benefits, immigration status and related concerns, state legal resources for
immigrant children and families, and advocacy [10,36]. Screening tests for evaluation of common
infectious diseases in refugee children are depicted in Table 3 [23,29]. The resources for clinicians
caring for refugee children are summarized in Table 4.

Table 3. Screening tests for infectious diseases in refugee children, international adoptees, and
immigrant children in the U.S. [23].

Disease Screening Test Comments

HIV Serology (HIV 1 and 2) Virologic tests (HIV DNA or RNA PCR) for children
up to 18 months of age

Hepatitis A Serology

Hepatitis B Serology

Hepatitis C Serology

Syphilis Serology
Nontreponemal tests (e.g., RPR, VDRL, or ART)
Treponemal tests (e.g., MHA-TP, FTA-ABS, CIA, or
TPPA)

Tuberculosis TST or IGRA £ Chest X-ray *

• Medical History and Physical Examination
• Sputum smears and cultures for individuals

with an abnormal chest radiograph
• Drug susceptibility testing for individuals with

positive TB cultures
• Completion of directly observed treatment

prior to immigrant for individuals with
pulmonary disease

Intestinal Parasites Stool examination Three specimens on separate days with requests for
Cryptosporidium and Giardia species testing

Tissue Parasites:

Schistosomiasis spp.,
Strongyloides spp.,

Toxocara canis
Lymphatic filariasis €

Serologic testing

Screening for tissue parasites suggested in children
with eosinophilia (absolute eosinophil count >450
cells/mm3) and negative stool ova and parasite
examination

Abbreviations: HIV, human immunodeficiency virus; IGRA, interferon-gamma release assay; PCR, polymerase
chain reaction; TST, tuberculin skin test; £ IGRA-based TB testing has replaced TST in the 2017 Tuberculosis Technical
Instructions (TBTI) for all applicants aged 2–14 years of age in high burden countries (WHO-estimated TB incidence
rate of ≥20 cases per 100,000 population). * Chest X-ray is recommended for TB screening for all applicants aged 15
years and older. € Screen for lymphatic filariasis in children aged >2 years from endemic countries.
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Table 4. Professional society and organizations with key resources for clinicians caring for immigrant,
refugee, and internationally adopted children.

American Academy of Pediatrics (AAP) • AAP Immigrant Child Health Toolkit

Canadian Collaboration for Immigrant and Refugee
Health (CCIRH)

• Refugee health e-Learning, Evidence-based
guidelines

lefts for Disease Control (CDC)
• Medical examination of refugees and

immigrants, Refugee health guidelines and
profiles, Laws and Regulations

International Organization for Migration (IOM)
• World Migration Report, Migration Profiles,

Situation Reports

Minnesota Department of Health (MDH)
• left of Excellence in Refugee Health, Online

interactive tool for CDC’s domestic health
screening guidance for individual refugees

Refugee Health Technical Assistance left (RHTAC)
• Best Practices for Communication to Refugees

through Interpreter, Refugee suicide prevention
training toolkit, Community Dialogue

United Nations Children’s Fund (UNICEF) • Research and reports, Stories from the field,

United Nations High Commissioner for Refugees
(UNCHR)

• Global Report, Asylum Resources,
Protection Manual

World Health Organization (WHO)
• Global Action Plan for promoting the health of

refugees and migrants, Migrant
Clinicians Network

2.1. Human Immunodeficiency Virus Type 1 (HIV)

HIV remains a major global public health challenge in many countries and disproportionately
affects key vulnerable populations such as young men, women and children. Sub Saharan Africa bears
the brunt of the HIV pandemic.

In 2018, 37.9 million (32.7 million–44.0 million) people worldwide were living with HIV including
1.7 million (1.3 million–2.2 million) children (<15 years) [37]. An estimated 20.6 million (18.2 million–23.2
million) people living with HIV reside in eastern and southern Africa [37]. From 1999 through to 2006,
migrants, predominantly from sub-Saharan Africa, accounted for over half of people living with HIV
in the 27 European Union countries [38].

The prevalence of HIV infection in newly arrived migrant children depends on the risk factors
from their countries of origin (such as prevalence of maternal HIV infection and risk of mother-to-infant
HIV transmission, maternal drug use, receipt of blood products) [5,23]. Studies from Germany, Italy,
and Canada have documented an HIV prevalence of 0.4% to 2% among migrant children [39–41].

From 2010, routine HIV testing as part of the medical evaluation for immigration is not required
for refugees and immigrants prior to arrival in the U.S. [28]. However, HIV testing is recommended for
individuals who are diagnosed with TB disease as part of their medical outside of the U.S. After arrival
in the U.S. the CDC recommends HIV testing for refugees aged 13 through to 64 years; HIV testing is
encouraged for children aged younger than 13 years and adults older than 64 years [42]. Many factors
determine the need to routinely screen for HIV infection in newly arrived migrant children in the U.S.,
including history, risk factors, physical examination findings, and HIV prevalence in the country of
origin [23]. Some experts suggest that HIV testing may be indicated for most immigrant children [43].
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Refugee children of any age with clinical suspicion for HIV should undergo testing. In infants and
children younger than 18 months of age, virologic tests (HIV DNA or RNA assays) are recommended to
screen for HIV infection since HIV antibody tests are unreliable due to the persistence of transplacental
acquired maternal antibodies [23]. In contrast, in children aged 18 months and older, the diagnosis of
HIV infection can be made by serology. If the diagnosis of HIV infection is confirmed by two-tier testing,
referral to a pediatric infectious disease specialist for appropriate treatment and further evaluation is
recommended [23].

2.2. Tuberculosis

Migrants often arrive from countries with a high incidence of TB [5,44]. In addition, the long
travel and housing in overcrowded settings during re-settlement increases the risk of exposure
to TB [45]. Classic symptoms of TB disease in children include fever, weight loss, and chronic,
non-remitting cough. The most common forms of TB disease in children are pulmonary disease (hilar
and mediastinal adenopathy, parenchymal disease) followed by extrapulmonary disease (tuberculous
lymphadenopathy, meningitis, military disease). Compared to adults, extrapulmonary TB is more
common in children [46]. Infants and young children are at higher risk of TB disease and progression to
severe forms (such as tuberculous meningitis and military TB) following infection (latent disease) [46].
Therefore, screening for latent TB infection and early diagnosis and treatment of TB disease is crucial
to reduce morbidity and mortality [47]. Studies from EU/EEA have reported a higher incidence of
active TB is higher in migrant children compared with non-migrant children [5,48,49]. In one study
from Germany, of 968 asylum-seeking children screened for TB, 66 (6.8%) children were diagnosed
with TB infection (58 latent TB infection, 8 active TB) [48]. Studies report that approximately 1% of
migrant children have evidence of active TB; rates up to 8% have been reported among newly arrived
refugee children in the U.S. [50–54].

The U.S. revised pre-departure TB screening guidelines for immigrants in 2007 followed by
complete implementation on a country-by-country basis in 2013 [29] (Table 3). Screening tests for
TB are determined by the age of the child and HIV status and include the tuberculin skin test (TST)
and interferon gamma-release assay (IGRA), chest radiograph, sputum smear, and culture and drug
susceptibility testing [12,23,29,54]. A TST measurement of 10 mm or more of induration is considered
positive (regardless of prior receipt of the Bacillus Calmette–Guérin (BCG) vaccine) whereas a TST
induration of 5 mm or more is considered positive in children with HIV infection, exposure to a patient
with active TB contact, or presence of symptoms and signs of TB [23].

In the 2007 U.S. CDC Tuberculosis Technical Instructions (TBTI), chest X-ray is the recommended
test for TB screening for all U.S.-bound refugee and immigrants aged 15 years and older; for those
with abnormal chest radiographs, symptoms or signs of TB disease, or known HIV infection, further
evaluation with three sputum smear plus three cultures for Mycobacterium TB with drug susceptibility
testing is recommended [54]. In addition, for all applicants aged 2 to 14 years of age in high-burden
countries (WHO-estimated TB incidence rate of ≥20 cases per 100,000 population), screening with TST
or IGRA was recommended; for those with positive tests, chest X-ray is recommended [54]. For refugee
and immigrant children aged ≤2 years of age, no screening test is recommended (unless the child has
symptoms or signs of TB or known active TB adult contact or HIV infection).

Based on 2007 TBTI, children aged 2 to 14 years with a positive TST or IGRA but negative chest
X-ray or other evaluation for TB were classified as latent TB infection (LTBI). Children with LTBI can
arrive in the U.S. without prior treatment but are recommended to undergo repeat evaluation for
TB upon arrival [54]. Evaluation of children with LTBI found high rates of incomplete therapy in
conjunction with overdiagnosis based on positive TST tests overseas but negative IGRA after arrival in
the U.S. Therefore, IGRA-based TB testing has replaced TST in the 2017 U.S. CDC-based Tuberculosis
Technical Instructions (TBTI) for all applicants aged 2 to 14 years of age in high-burden countries
(WHO-estimated TB incidence rate of ≥20 cases per 100,000 population) [29,54].
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Many refugee children would have received the Bacillus Calmette–Guérin (BCG) vaccine,
a common practice in countries with a high incidence of TB. The BCG vaccine has limited efficacy in
the prevention of pulmonary TB but is around 80% effective in preventing serious, potentially fatal,
disease, such as military TB and TB meningitis in children. Prior receipt of the BCG vaccine is not a
contraindication for TST. However, TST may be false positive in children who have previously received
the BCG vaccine [55]. In such instances, obtaining an IGRA may be helpful in determining the cause of
a “positive” TST (latent TB infection versus BCG vaccine-related) [56]. False-negative TST or IGRA
results may be encountered in refugee children who are anergic due to a variety of reasons, such as
malnutrition, stress, and untreated HIV infection. Studies have shown that screening for latent TB
infection in young migrant children from high incidence countries is also cost effective [57–59].

Any child with a positive TST or IGRA warrants further evaluation by performing a physical
examination and obtaining a chest radiograph to exclude TB disease. Given the high prevalence of
drug-resistant TB in many countries, efforts to isolate the pathogen via obtaining sputum samples (via
early morning gastric aspirates or sputum induction) for drug susceptibility testing is crucial [12,23].
Applicants diagnosed with active TB must complete treatment via directly observed therapy prior to
arrival in the U.S. [29].

2.3. Syphilis

Refugee children and adolescents may be exposed to sexual violence and abuse before resettlement.
However, data on the prevalence of syphilis in migrant children is limited [5]. One study from the U.S.
has reported a relatively high rate of syphilis seropositivity in refugees arriving from the African region
(874 cases out of 233,446 screened corresponding to 373 cases per 100,000); adolescents and young
adults from aged 15 to 24 years accounted for 101 (11.6%) of all cases of syphilis seropositivity [60].

Refugee children aged 15 years and older undergo routine screening for syphilis using a two-stage
serologic testing procedure at a specified in-country reference laboratory prior to arrival in the
U.S. [31]. The initial screening is performed using non-treponemal tests (e.g., Venereal Disease Research
Laboratory (VDRL)) or rapid plasma regain (RPR), and if found reactive are confirmed with an
appropriate treponemal test. Refugees with reactive test results have to complete treatment for syphilis
in accordance with the CDC’s sexually transmitted guidelines prior to arrival in the U.S. [61].

After resettlement, screening for syphilis (and other sexually transmitted infections) is
recommended if there is a concern for congenital syphilis, sexual abuse, or positive maternal syphilis
serology. Children with reactive syphilis serology should be referred to pediatric infectious disease
specialists or health care providers at the local health departments to confirm the diagnosis, disease
staging, and treatment; in addition, infection due to other treponemal subspecies (e.g., yaws, bejel, and
pinta) must be excluded [23].

2.4. Hepatitis A

Hepatitis A virus (HAV) is an endemic disease in many countries of origin of migrant children.
Outbreaks of HAV have occurred among refugee children from Syria, Afghanistan, and Iraq living
in hosting facilities in Greece, Germany, and other countries [62]. The spread of HAV occurs via the
fecal–oral route and predominantly affects school-aged children 5 to 9 years of age [23,63]. Serologic
testing of children at the time of the initial visit to the health care provider can determine acute infection
[Immunoglobulin (Ig)M antibody to HAV] from immune status (total HAV IgM and IgG). Most children
may have natural immunity from prior HAV infection acquired at their country of origin whereas
others may be non-immune and candidates for vaccination against HAV. In a study in refugees and
asylum seekers in Germany on the immunity against hepatitis A-E viruses, 81% of refugee minors were
immune, which corresponds to the high anti-HAV seroprevalence rates in patients from Sub-Saharan
and Northern Africa, and from the Middle East [64]. The U.S. CDC and AAP recommends the hepatitis
A vaccine as part of the routine immunization schedule for all children aged 1 year and older without
evidence of immunity [23].
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2.5. Hepatitis B

Hepatitis B virus (HBV) infection is a serious public health challenge in many countries, with an
estimated 257 million people living with chronic HBV infection worldwide [65]. The Pacific Islands,
Southeast and East Asia, Africa, Middle East, and Central and Eastern Europe have the highest
incidence of HBV [66]. The transmission of HBV occurs via infected blood or body fluids. The
primary routes of transmission of HBV are vertical (mother-to-child) and horizontal early childhood
transmission, resulting in the most chronic infection [67]. The reported prevalence of positive HBsAg
was 15% in migrants from sub-Saharan Africa resettled in Spain and up to 10% among undocumented
migrants in Italy [68–70].

Perinatal HBV infection results in chronic liver disease in 90% of children; early mortality is noted
in 25% of untreated children with chronic liver disease due to HBV-related cirrhosis and hepatocellular
carcinoma [71]. Universal hepatitis B immunization at birth and in infancy is the key strategy for global
elimination of HBV infection, and has been highly effective in reducing new vertical infections [72].
In many endemic countries for HBV, infants do not receive the HBV vaccine at birth or early infancy.
Therefore, serologic testing to screen for chronic HBV infection using HBsAg is recommended for
all immigrant, refugee, and internationally adopted children regardless of immunization status [23].
Studies have shown that migrant serologic screening for HBV infection is also cost effective [73,74].

Local or state health departments must be notified of positive HBsAg results. Children with
positive HBsAg test results should be re-tested and additional serologic markers to HBV core Ag
performed to differentiate acute (positive IgM anti-HBc) from chronic HBV infection (negative IgM
anti-HBc, positive total anti-HBc, and persistence of HBsAg for at least 6 months). [23]. Children
diagnosed with chronic HBV infection must be referred to a pediatric infectious disease specialist for
further evaluation and management.

2.6. Hepatitis C

The burden of hepatitis C virus (HBV) infection is high in China, Russia, and South East Asia,
with an estimated prevalence of 0.15% in children 1 to 19 years of age, resulting in 3·5 million people
living with HCV infection (95% CI 3.1–3.9 million). [75]. HCV infection is usually asymptomatic in the
pediatric age group; in contrast to chronic HBV infection, complications of cirrhosis and hepatocellular
carcinoma are unusual.

Serologic testing to screen for HCV is recommended for all immigrant, refugee, and internationally
adopted children [23]. Initial screening tests for HCV infection include obtaining a serum enzyme
immunoassay (ELISA). However, in children up to 18 months of age, a positive ELISA may reflect
passively transferred maternal antibody to HCV. Further evaluation with a recombinant immunoblot
assay or polymerase chain reaction for HCV should be considered for confirmation of HCV infection
following a positive ELISA test result. Children with HCV infection must be referred to a pediatric
infectious disease specialist for further evaluation and long-term follow-up [23].

2.7. Vaccine-Preventable Diseases

The high burden of vaccine-preventable diseases among migrant children compared with
non-migrant children underscores the need for timely vaccination in this vulnerable population [76–80].
Despite the recommendations for age-appropriate vaccinations for migrant children with absent or
uncertain immunization records, studies have shown that migrants in the EU are not up to date on
vaccinations [81,82]. A cohort study from Denmark showed that 30% of asylum-seeking children
were not up to date on vaccinations in accordance with national guidelines [17]. In another report
from Sweden, measles seroimmunity gaps were noted in newly arrived adult immigrants from certain
European regions and Russia [83]. An outbreak of measles was reported in 2017 from Minnesota,
U.S., which predominantly affected children of Somali descent [84]. Another study among Somali
refugees in Minnesota reported that 18% of the study participants were seronegative for varicella,
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underscoring the need for enhanced education to improve varicella vaccination rates in these at-risk
communities [85]. Another study from Minnesota indicated that childhood vaccination coverage at
36 months was 44% in children born to mothers from Somalia compared with 77% in children born to
mothers from Central and South America [86]. Declines in MMR vaccine coverage secondary to vaccine
safety concerns have been reported in children born to Somali parents in Minnesota compared with
children born to non-Somali parents [87]. In conflict settings, outbreaks of polio and other VPDs are a
major cause of morbidity and mortality, with the potential to spill over to neighboring nations [88–91].

2.8. Intestinal and Tissue Parasites

Stool examinations for ova and parasites performed at a laboratory by those with expertise in
parasitology may yield a parasite in 15% to 35% of migrant children [23]. The prevalence of intestinal
parasitic infection varies based on country of origin and age. Commonly diagnosed intestinal parasitic
infections are Giardia intestinalis, Cryptosporidium species, Ascaris lumbricoides, and Trichuris Trichura
followed by Strongyloides stercoralis, Entamoeba histolytica, and hookworm [92]. Newly arrived migrants
with complaints of diarrhea should be screened for infection due to Cryptosporidium species and other
invasive bacterial pathogens, including Salmonella, Shigella, Camplylobacter, and diarrheagenic E. coli
species (including Shiga toxin-producing E. coli).

Since 1999, the Centers for Disease Control and Prevention (CDC) recommended a single dose
of presumptive albendazole treatment for intestinal parasites, administered overseas for U.S.-bound
refugees. This approach has resulted in a significant decline in the prevalence of intestinal helminths
(from 22.5% to 7.5%) among newly arrived refugees from Africa and Southeast Asia [93]. The CDC
has published treatment guidelines for intestinal parasites based on prior receipt of presumptive
albendazole therapy in U.S.-bound refugee children [34]. A total of three stool specimens collected on
different days for ova and parasites is recommended for the screening of intestinal parasitic infection
among all immigrant, refugee, and internationally adopted children arriving in the U.S. regardless of
nutritional status or presence of symptoms. [23]. However, data from Germany indicate no evidence
of the benefit of routine stool screening to detect intestinal parasites among refugee minors [94].
Tissue-invasive parasitic infections, such as schistosomiasis and strongyloidiasis, must be included
in the differential diagnosis of recently arrived immigrants and refugee children with unexplained
eosinophilia (defined as an absolute eosinophil count greater than 450 cells/μL with negative stool
testing for ova and parasites) [23,28,95,96]. Around 30 to 250 million people have schistosomiasis and
strongyloidosis in endemic countries [4].

A high prevalence of schistosomiasis (9% to 60%) has been reported among adolescent migrants
from sub-Saharan Africa re-settled in Germany, Switzerland, Spain, and Canada [53,95,97,98].
Schistosoma mansoni and S. haematobium are the two primary species of Schistomas causing intestinal and
genitourinary disease, respectively. Serious long-term complications of untreated schistosoma infection
include hepatic cirrhosis, portal hypertension, bladder and ureter fibrosis, hydronephrosis, and bladder
cancer [99,100]. Serologic testing for schistosoma is very sensitive and is recommended for all migrant
children from endemic countries who have evidence of eosinophilia, negative stool ova and parasite
examination, and exclusion of common infections associated with eosinophilia [23,31,33]. However, an
eosinophil count may not be a good screening parameter for schistosomiasis and universal serological
screening might be more beneficial; in one study, 25% of refugees from sub-Saharan Africa had
schistosomiasis but only 7.7% had a high eosinophil count [98]. The positive- and negative-predictive
value of the eosinophil count is poor and therefore, some experts suggest schistosomiasis serology in
all migrant children from high-endemic countries, regardless of their eosinophil count [23]. In some
settings in the EU, circulating-cathodic-antigen (CCA) rapid point-of-care assay are available [101].
In refugee children aged 2 years and older with eosinophilia, serologic testing for lymphatic filariasis
is a consideration if they have arrived from countries endemic for lymphatic filariasis [23,31,33].

Stronglyloides stercoralis is an intestinal parasitic disease, prevalent in many parts of the world,
with a propensity to cause life-threatening disease, especially in immunocompromised hosts after a
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prolonged period of subclinical infection [102]. Serologic testing for strongyloides is recommended for
all refugee children with unexplained eosinophilia regardless of country of origin [23,31,33,95].

2.9. Chagas Disease (American Trypanosomiasis)

Chagas disease, also known as American trypanosomiasis, is a zoonotic tropical infection caused by
a protozoan parasite Trypanosoma cruzi. Most infections in humans occur via vector-borne transmission
through infected triatomine insects in endemic locations; other routes of transmission include vertical
from mother to baby or receipt of blood transfusion in a country with endemic Chagas disease.
The disease is endemic in Mexico, and Central and South America and estimated to affect 6 to
8 million people in the Americas, including 326,000 to 347,000 in the U.S. [103]. Following a prolonged
asymptomatic phase, chronic CD can result in serious cardiac and gastrointestinal complications in
approximately 30% to 40% of infected patients. Cases of CD have been reported from migrants arriving
from Latin America to the U.S. and Canada, but the disease seems to be rare in Europe, although the
diagnosis may be missed due to a lack of knowledge and awareness among patients and providers in
non-endemic countries.

In suspected cases, the diagnosis is confirmed by serology by detection of IgG antibodies against
T. cruzi utilizing at least two different assays (such as ELISA, indirect immunofluorescent, or indirect
hemagglutination). Serologic screening for Chagas disease is only recommended for children older
than 12 months due to the potential interference by the persistence of maternal antibody [23].

2.10. Malaria

Sub-Saharan Africa has the highest burden of malaria, with more than 90% of malaria cases and
deaths, primarily in children aged less than 5 years [104]. The benefit of routine post-arrival screening
for malaria in asymptomatic cases is unclear and not recommended given the limited sensitivity of
diagnostic tests, such as blood films and rapid antigen tests [5,12].

U.S.-bound refugee children from sub-Saharan Africa that are endemic for Plasmodium falciparum
malaria would have received pre-departure presumptive treatment with artesunate combination therapy
unless contraindicated in certain specific groups (e.g., pregnant or lactating women, children with
body weight less than 5 kg at time of departure). U.S.-bound refugee children from a malaria-endemic
country or from sub-Saharan Africa who present with a febrile illness should be promptly evaluated to
exclude malaria [105].

2.11. Other Infections

Other infectious diseases, especially of the skin, such as impetigo, candidiasis, tinea, scabies, and
pediculosis are frequently diagnosed in refugee and internationally adopted children and adolescents,
reflecting unhygienic living situations, overcrowding, and social marginalization [23,106]. Outbreaks
of vaccine-preventable diseases (e.g., measles), and gastrointestinal and cutaneous infections have been
reported in the early settlement period [107,108]. Health care workers must be aware of the clinical
presentations of other tropical infectious diseases prevalent in the refugee country of origin, such as
typhoid fever, Zika, cysticercosis, echinococcosis, leprosy, cutaneous diphtheria, chronic helminthiasis,
and louse-borne relapsing fever [24,109].

3. Prevention

Vaccination Strategies

As part of the medical examination, all U.S.-bound refugees undergo an assessment of
vaccine-preventable diseases (polio, tetanus, diphtheria toxoids, pertussis, Haemophilus influenza
type b, rotavirus, mumps, measles, rubella, hepatitis A, hepatitis B, meningococcal disease, influenza,
pneumococcus, and varicella). However, refugees and internationally adopted children can enter
the U.S. with an incomplete immunization schedule. Based on the U.S. Immigration and Nationality
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Act, there is no requirement for U.S.-bound refugees to meet immunization requirements. However,
proof of immunization status is required for refugees already residing in the U.S. and applying for an
adjustment of status for permanent residency, usually 1 year after arrival.

Clinicians should review immunization records, if available, to determine if the vaccine doses and
intervals are consistent with the age-appropriate immunization recommendations of the U.S. Advisory
Committee on Immunization Practices (ACIP) and other national guidelines [23,31,110–112].

An accurate assessment of immunization status in refugee children is challenging because of an
unreliable history and uncertainty in the clinical diagnosis of vaccine preventable diseases (VPDs), such
as measles, mumps, rubella, and varicella. Assessment of immunity against VPDs by measurement
of antibody titers in refugees is limited. One study found that sero-testing for varicella immunity
was more cost effective compared with universal administration of the varicella vaccine in refugee
children [113]. Vaccination without obtaining serologic tests for VPDs may be a consideration in some
settings since tests may be expensive, have a delayed turnaround time, and patients may be lost to
follow-up due to re-location.

According to the U.S. Immigration and Nationality Act of 1996, for refugees with absent records or
incomplete immunization status, a single vaccine dose in a series recommended by the U.S. Advisory
Committee on Immunization Practices (ACIP) suffices for the immigration process, with a plan to
complete the remaining doses in a series and catch-up vaccinations [23,31,113].

4. Knowledge Gaps, Research Agenda, and Future Directions

Public health programs are crucial for implementation of the screening and evaluation of migrants
for infectious diseases. Historically, screening and quarantine procedures were performed utilizing
port-of-entry strategies at the time of arrival of ships [114]. However, given the different routes of travel
and dramatic increase of newly arriving migrants, the effectiveness of this strategy is limited [115].
For more than two decades, the U.S. Centers for Disease Control and Prevention’s Division of Global
Migration and Quarantine has implemented a health assessment framework (overseas screening,
treatment, and immunization programs) to improve health for US-bound immigrants and refugees [29].
This program has had many successes, including decreased TB rates in the U.S., decreased transmission
and importation of VPDs, reduction in morbidity from parasitic diseases, and reduced domestic
healthcare costs [116].

Migrant health reviews from Canada indicate that disease risk is affected by many factors, such as
gender, forced migration, and migrant country of origin, and provide important guidance to develop
evidence-based evaluation and vaccination strategies [117]. Similar migrant health reviews from
Ireland, Australia, and other countries have also provided evidence to inform public health policy and
primary care assessments [114,115,117,118]. Data from the Migration Integration Policy Index health
system survey indicate that evidence-based programs, guidelines, and policy for infectious disease,
mental health, and maternal health, and chronic disease evaluation of migrants is limited and warrants
further studies in many countries in Europe [4,119,120]. The cost effectiveness of the implementation of
screening and treatment of latent TB infection and effectiveness to prevent active TB disease is an area
of future research [121]. The development of evidence-based guidance for screening, treatment, and
prevention of infectious diseases, including vaccine-preventable diseases, in newly arrived migrants is
a major public health priority of the European Centre for Disease Prevention and Control (ECDC) [4,5].

The United Nations Convention on the Rights of the Child state that migrant children must receive
the same standard of health care as received by the local population [122]. A recent review on migration
and infectious diseases highlights the importance of screening programs tailored to various steps in
the migratory pathway and improve access to care irrespective of the legal status of the individual [22].
However, engaging refugee and other migrant populations in health care and prevention services
remains a challenge due to many barriers to accessing health care services, such as high rates of
non-insurance, lack of health information, language and cultural differences, transportation issues,
stigma, discrimination, and social isolation [10,123,124].
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The reported outbreak of measles among Somali children in Minnesota who were not up to date
on measles-mumps-rubella (MMR) vaccinations due to safety concerns (erroneous link to autism)
highlights the need to develop enhanced community outreach and education with families and
Somali community leaders to address vaccine hesitancy, provide health education, and improve
vaccination rates [86]. Studies with a rigorous study design must be conducted to assess interventions
to successfully implement vaccination programs for migrant populations [125,126]. In conflict zones
and complex humanitarian emergency settings, the implementation of mass immunization campaigns
has resulted in controlling the outbreaks of wild polio virus and circulating vaccine-derived poliovirus
infections, suggesting that innovative approaches to vaccinate children on the move are needed [127,128].
Cost-effective interventions to address health care disparities and provide high-quality primary and
secondary health care for large numbers of recently arrived migrants remains a major priority for many
high-income countries [10,11,28,129–132].

An estimated 18 million children reside in the U.S. with at least one immigrant parent; 4.5 million
children are U.S. citizens with mixed immigration status with at least one family member with
undocumented status [133]. Recent changes in U.S. immigration policy related to unaccompanied
children, family separation, and detention of people arriving from El Salvador, Honduras, and
Guatemala at the Southern border of Mexico has been a major concern [134]. Strong advocacy efforts
and policy statements by the American Academy of Pediatrics provide recommendations for the care
of immigrant children following release from detention facilities to address medical and legal needs,
education, and interpretation services. [135,136]. Increased funding in conjunction with multi-sector
collaboration between governments, nongovernmental organizations, and local community agencies
are needed to address the complex social, health, and economic needs of refugee and immigrant
children and youth [137,138].

5. Conclusions

Infectious diseases often threaten the health of migrant populations and host communities.
Key priority infectious diseases among refugee populations include tuberculosis, hepatitis B, and
vaccine-preventable and parasitic diseases. Although data on the health risks and needs of refugee
exists in some high-income countries, there is an urgent need to develop robust evidence-informed
guidance on screening for infectious diseases and vaccination strategies on a broader scale to inform
national policies. Innovative approaches to reach migrant communities in the host nations, address
health and other complex barriers to improve access to high-quality integrated health services, and
strong advocacy to mobilize resources to improve health, safety, and wellbeing of refugee children and
their families are urgent priorities.
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Abstract: According to the Migration Policy Institute, 2017 data revealed that a historic high
44.5 million people living in the United States (US) were foreign-born (Zong, J., et.al., 2019), more
than double the number from 1990 (U.S. Immigrant Population and Share over Time. 1850-Present,
2019). Since the creation of the Refugee Resettlement Program in 1980, refugee families have settled
in the US more than in any other country in the world (Radford, J., 2019). In 2018, for the first time,
Canada overtook the US in numbers of refugees accepted (Zong, J., et. al., 2019). Foreign-born people
now account for 13.7% of the total US population (Zong, J., et. al., 2019). Further, a quarter of children
in the United States currently live in households with at least one foreign-born parent (America’s
Children in Brief: Key National Indicators of Well-Being, 2018). These population shifts are important
to note because immigrant and refugee families bring cultural influences and health experiences from
their home countries which can greatly affect the overall health and well-being of children. For these
new arrivals, oral health is often a significant health issue. The severity of dental disease varies with
country of origin as well as cultural beliefs that can hinder access to care even once it is available
to them (Obeng, C.S. Culture and dental health among African immigrant school-aged children
in the United States, 200; Tiwari, T.; Albino, J. Acculturation and Pediatric Minority Oral Health
Interventions, 2017). As pediatricians and primary care providers, we should acknowledge that oral
health is important and impacts overall health. Healthcare providers should be able to recognize oral
health problems, make appropriate referrals, and effectively communicate with families to address
knowledge gaps in high-risk communities.

Keywords: oral health; immigrant and refugee children; culturally responsive care; acculturation

1. Background

Latinos are the largest ethnic group in the US and are projected to be the dominant minority group
by 2044 [1]. Mexico accounts for the largest group of immigrants in the US, responsible for 25% of all
immigrants [2]. However, there has been a shift noted since 2010 with larger numbers of immigrants
coming from countries in South and East Asia such as India and China [2]. The number of immigrants
of Asian origin is growing so quickly that they are expected to surpass Latinos to become the largest
immigrant group in the United States by 2055 [2]. Additionally, because foreign-born women tend to
have higher fertility rates [3], it is projected that by 2020, more than half of the children in the United
States will have parents who are foreign-born [4].

According to 2015–2016 data from the National Health and Nutrition Examination Survey
(NHANES), Hispanic children have the highest prevalence of dental caries of children aged 2–19 years
in the US [5]. The rates for Hispanic children were higher than for all other groups surveyed at 57.1%
and significantly higher than for non-Hispanic white children [5]. It Is important to note that as the
largest immigrant group in the US that also suffers from the highest prevalence of dental disease,
children of Hispanic immigrants may benefit from enhanced oral health screening and appropriate
referral in the primary care setting.
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Refugees coming to the US are another group at high risk of caries. A recent study showed a
64% higher caries risk rates in refugee children from Asia compared with African refugee children [6].
The refugee children from Asia also had more urgent unmet dental needs than refugees from Africa,
46.1% vs. 30%, respectively [6]. According to 2018 Pew Research data, the majority of refugees to the
US are arriving from Africa, Eastern Europe, the Middle East, and Asia [4]. Since the United States
government started the Refugee Resettlement Program, three million refugees have come to the US.
While the total number of refugees is lower than that of immigrants, refugees can be at higher risk for
poor oral health due to multiple factors. Some of these factors, which are described in detail, include
home country, cultural influences including diet and health beliefs, as well as time spent in refugee
camps where cariogenic foods have historically been available [7].

2. Role of Country of Origin

Country of origin has an impact on the rate of dental caries because access to dental care, traditional
diet, access to refined sugars, exposure to fluoride, and personal hygiene practices all affect the risk
of developing caries. Cote and colleagues found marked differences in groups of refugee children
screened for dental caries upon arrival in the US. In the population studied, refugee children from East
African countries had surprisingly low rates of caries, even lower than African-American children from
the US, despite many of them having never had a dental visit nor practiced routine dental hygiene [8].
Refugee children from Eastern European countries had the highest rates of caries experience in this
study. Refugee children from Eastern European countries were 5.6 times more likely to have caries
when compared to African refugees, and they were 4.7 times more likely to have unmet dental needs
despite having more access to dentists in their home countries [8]. Ogawa and colleagues noted the
same protective factors and low rates of caries for refugees from Africa more than ten years later [6].
These variations among groups highlight the importance of understanding the role of early health
experiences and risk factors for dental caries which can be geographically associated.

Other factors can contribute to specific oral health patterns in certain refugee and immigrant
groups. Children from East African countries, in particular, have been found to be naturally exposed
to optimal or even high levels of fluoride in water supplies [6,8]. Further, East African children from
Somalia and Ethiopia are raised on a traditional diet that is very low in sugar and have cultural
practices, such as the use of chewing sticks, that tend to spare them from high rates of caries [6–8].
Children from Eastern European countries have the opposite experience with low rates of fluoride
found in water sources and high rates of dental disease [8]. There are also variations within countries
that may increase caries risk dependent on family socioeconomic status with children from urban areas
and more affluent families exhibiting higher rates of caries because of increased access to sweets and
sugary beverages [7,8]. Knowledge of regional variations in the incidence of caries and other cultural
factors that impact oral health can help to tailor health messaging to be more effective.

3. Role of Acculturation

Arrival in the United States is a time of stress and adjustment for refugee and immigrant families.
Acculturation, defined as “lifestyle and behavioral changes of people as they move from one culture
and adapt to another culture, usually as a result of immigration,” [9] affects oral health. One of the
most significant differences for newly arriving groups in regard to attitudes about oral health is a
culture shift to an emphasis on healthy primary teeth. Refugee and immigrant families often arrive
from home countries that do not emphasize oral health or even value healthy primary teeth [10–13].
A review of studies on acculturation and the impact on oral health found that in general, increasing
acculturation results in improved oral health [9]. Using proxy measures of length of residence and
English proficiency reveals improved adherence with preventive dental care for Latino and Chinese
immigrant families the longer they reside in the US.

An important aspect that may contribute to slower adoption of health messaging is the common
belief of fatalism in certain health outcomes, especially dental caries [11–14]. Many cultures see dental
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caries as a rite of childhood and there may be no expectation of healthy primary teeth. This knowledge
gap affects their belief in the value of preventive dental visits and may predispose already vulnerable
populations to increased caries in primary and permanent teeth. Higher-risk communities may benefit
from oral health messaging that is tailored within their cultural context and, ideally, presented from
members of their own community to build trust and acceptance [14].

Living arrangements for many new arrivals can contribute to poor oral health. Many cultures rely
on multigenerational housing with extended family such as grandparents, aunts, uncles and even older
siblings providing childcare. Family members who care for young children influence daily routines
and food choices, especially bottle use and sweet treats [12]. Many cultures also place great emphasis
on respect for older members of their community [13]. Cultural clashes can be seen as families struggle
with incorporating health norms from the US that may be at odds with the family elder’s belief or
opinion. Thus, a grandparent who does not believe in the utility of preventive dental care can be a
barrier to accessing care.

In many countries, preventive dental care is not a part of routine healthcare, and this may impact
attitudes about when to seek care. One study suggests that Chinese immigrants may first look to
homeopathic treatments and consider a dental visit only as a last resort [13]. The common belief that
dental care is not necessary if a child is not complaining of pain has been noted in Chinese, Filipino, and
African immigrant families [10,11,13], as well as Latinos [8]. One study of West African immigrants
found the expense of dental care or insurance to conflict with urgent financial responsibilities related
to family members in their home country [10]. Responses to a survey with the same group of West
Africans revealed that 10% perceived dental care to be unimportant, with 70% reporting that dental
decay was not as urgent a disease as others, such as HIV [10]. For some who did access care, caregivers
reported they did so to avoid appearing negligent with local social service agencies [10]. These specific
cultural beliefs require detailed conversations and information for families to understand the focus on
prevention. Additionally, many refugee and immigrant families qualify for public health insurance
programs that provide dental care at low or no cost.

However, a recent US federal government policy change known as the public charge rule may
significantly impact utilization of public health insurance programs and, therefore, access to dental
services. This policy expands the types of government-funded benefits used to determine whether
an immigrant is likely to become primarily dependent on public funding [15]. In particular, health
insurance, along with food and housing assistance, will be included in the policy expansion. Though
the rule change does not apply to refugees or legal immigrant children under age 21, many families
may be confused or fearful that the use of these services may negatively impact their permanent
residency application [15,16]. While the rule change is currently being contested in multiple states,
barring successful legal rulings, the change will become effective 15 October 2019. By some reports,
even the threat of the rule change has already resulted in decreased enrollment in public assistance
programs [16].

4. Role of Diet

While multiple factors contribute to the pathophysiology of caries formation, one of the principal
causes is dietary sugar intake [7]. Amount and frequency of sugar consumption along with host and
environmental factors contribute to caries development. Knowledge gaps regarding risks as well as
easy access to processed sugary foods and beverages in the United States result in high sugar diets in
immigrant and refugee families. Studies show there is a lack of awareness regarding dietary habits—
including unrestricted snacking—that contribute to caries [14,17]. In one study, Mexican-American
mothers identified candy and sugary beverages as cariogenic but did not always differentiate the role
of carbohydrates in crackers, breads, and cookies [18]. Many newcomer families can benefit from
specific information about all sources of excess carbohydrates as they may substitute salty crackers or
sweetened yogurt drinks, intending to give their child healthier food options.

Prolonged bottle use is common in certain cultures and is extremely prevalent in Latino and Asian
families. Beginning in infancy, immigrant and refugee groups may perceive that infant formula is more
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convenient [11] or more nutritious [12]. These health beliefs may cause families to choose to feed their
children formula over breastfeeding and to bottle-feed for longer periods than recommended. One study
showed that 36.8% of Mexican-American children were still drinking from a bottle at 24–48 months
of age [19]. This rate was more than double the rate of White and African-American children [19].
In fact, in Latino households, it is typical to calm a crying toddler with bottle of sweetened milk or
juice [12,18]. As mentioned previously, since many immigrant households tend to be multifamily or
multigenerational, it may be a priority to manage a crying child who keeps others awake. Consequently,
giving specific messages about the risks of prolonged bottle feeding with sugary liquids including cow’s
milk and juice, as well as discussing behavior strategies for trained night feeders, is more practical than
simply recommending that they stop bottle feeding. Further, it is important to address that shifting to
sippy cups if still filled with sugary liquids will not eliminate the risks of caries, as many mothers may
assume [18].

5. Role of Culturally Responsive Care

A detailed review of the need for provider diversity as well as patient preference for a culturally-
concordant provider is beyond the scope of this article. However, the concept of culturally responsive
care has been recognized as integral to effective partnerships with families and can significantly impact
care delivery [14]. Culturally responsive care is healthcare that accepts that the patient’s home culture is
important and affects the way individuals interact with health systems [20]. An additional barrier that
may shape dental care access is that immigrant and refugee groups may lack trust in dental providers,
and many endorse fear from dental experiences in their home country, which may contribute to lower
use of preventive dental services [13]. Working with diverse populations requires insight into cultural
beliefs and practices [13], as well as history of health experiences. Acknowledging that providers
have their own culture and biases that may affect patient encounters is another important aspect of
culturally responsive care.

Though taking into account all of the nuances of culturally responsive care is important, lack
of English proficiency remains a significant barrier to healthcare access [21]. Patients with language
barriers have difficulty accessing services and are vulnerable to higher rates of adverse health
outcomes [21]. Utilizing the 2007 National Survey of Children’s health, Avila and Bramlett found
that the largest health disparities were seen for Hispanic children who were recent arrivals and those
children living in non-English speaking households [22]. This is critically important since, according
to 2017 Pew Research, Mexican immigrants in the US have the lowest rates of English proficiency of
any ethnic group [3]. Immigrants from Europe, Canada, Sub-Saharan Africa, and the Middle East
have the highest rates of English proficiency [3]. Addressing language barriers with trained medical
interpreters is a best practice that is legally mandated in hospitals that receive federal funding [21].
Professional language interpretation should be made available in all healthcare settings.

Dental education has incorporated culturally responsive care as a requirement for training [23].
Dental education is shifting to a multidisciplinary approach that emphasizes the humanistic side of
patient care as the foundation of understanding. Overlaying the complex interplay of the patient’s
individual culture combined with societal influence and acculturation provides a more complete
appreciation of the patient and their view of oral health. In their paper, Donate-Bartfield and colleagues
emphasized the importance of presenting education on behavioral and ethical concepts that value
patient autonomy over historical paternalism [23]. These educational concepts are more effective
when introduced prior to community-based learning experiences where dental students care for
culturally-diverse patients. Service-learning assignments are an excellent way for students to practice
compassionate care while still in an educational setting [14].

Medical schools and health systems have also tried to address cultural insensitivity as well as
the racial bias and stereotyping that has impacted health equity for many years [24–27]. Efforts have
included medical school and residency curriculum on the care of minority populations and the effects of
health disparities [25]. The Office of Minority Health has developed standards for healthcare delivery
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that is culturally and linguistically sensitive [24]. The standards include a variety of initiatives including
a requirement that oral and written notices be printed in multiple languages, developing recruitment
strategies for diverse professional as well as support staff, regular educational programming for clinic
and hospital personnel, as well as procedures to address cross-cultural conflicts [24]. These standards
represent a framework to help build an awareness of the influence of culture on behaviors and access
to healthcare.

6. Conclusions

Multiple factors influence the development of dental caries and oral health problems in immigrant
and refugee children. Knowledge of protective factors as well as the important role culture plays
in the way different ethnic communities interact with health systems can help improve outcomes
for high risk populations. Healthcare providers in all disciplines should strive to build therapeutic
relationships with at-risk populations and deliver care that is culturally appropriate and can address
oral health disparities.

To improve the oral health of immigrant and refugee children, medical providers should:

(1) Ask about diet, specifically about exposure to cariogenic foods and drinks, bottle use, and history
of dental care;

(2) Examine the teeth of immigrant and refugee children assessing for white spot lesions and
frank decay;

(3) Apply fluoride varnish during primary care visits;
(4) Counsel families on the importance of daily oral hygiene practices, use and amount of fluoridated

toothpaste, and encourage fluoridated tap water;
(5) Refer with appropriate urgency to dental providers in your community.
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Abstract: Immigrant and refugee youth have higher rates of trauma than youth who are not
transnational. While youth are incredibly resilient, trauma and toxic stress can result in poor health
outcomes that persist throughout life. However, clinical interventions can promote resilience and
decrease the negative impact of trauma. This article will review the principles of trauma-informed
care and its application for the care of immigrant and refugee youth and their families by sharing
concrete and feasible strategies for primary care providers and systems.
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1. Introduction

The past decades have seen increasing rates of migration for children and families across
international borders. In 2017, as many as 30 million children and youth under the age of 18 were
forcibly displaced. Seventeen million of these youth experienced violence or conflict in their home
country, and approximately 13 million were eligible for refugee status [1]. Many of these children
experienced significant trauma prior to migration, through civil war or unrest, destructive effects of
climate change, gang or drug related violence, or poverty [2]. Children are also vulnerable during
the migration journey and may be the victims of physical or sexual abuse, unsafe travel conditions,
separation from family members, and trafficking [2]. Furthermore, upon arrival in new countries,
immigrant youth and families may experience xenophobia and discrimination [3–5]. While these
youth possess enormous resilience and strength, the experiences of repeated and prolonged exposure
to trauma place them at risk for adverse health outcomes. Trauma and toxic stress are associated with
higher rates of depression, anxiety, post-traumatic stress syndrome (PTSD), heart disease, metabolic
syndrome, and early death [6–8].

No matter where a clinician is practicing in the world, taking care of children and youth who
are immigrants or refugees means caring for children and youth that may have experienced trauma.
It is well known that health care centers and primary care providers play a crucial role in promoting
resiliency and mitigating the negative outcomes of trauma for immigrant and refugee families [9–11].
The American Academy of Pediatrics recommends utilizing trauma-informed care (TIC) practices
when working with immigrant and refugee families [12]. However, it can be challenging to implement
these practices without a clear framework and tangible strategies. This article will provide a brief and
practical review of TIC and 10 concrete and feasible clinical pearls for promoting a trauma-informed
practice with this population.

2. What Is Trauma-Informed Care?

Trauma is defined as “an event, series of events, or set of circumstances that is experienced by an
individual as physically or emotionally harmful or life-threatening and that has lasting adverse effects
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on the individual’s functioning and mental, physical, social, emotional, or spiritual well-being” [13].
In the context of pediatric care, TIC is an approach that recognizes the pervasive impact of trauma on
children’s development and health (as well more broadly throughout systems of service delivery),
applies this knowledge of trauma and its consequence into practice, and actively seeks to prevent
re-traumatization [13–16]. It is often considered a lens through which to view and interpret child health
and outcomes, rather than a specific set of directives. Principles of TIC include promoting physical and
psychological safety for patients, building trusting relationships with patients and families, providing
peer support, collaborating with patients and families, supporting and fostering agency, and promoting
intersectionality [9,12]. Both the American Academy of Pediatrics and the Budapest Declaration on
the Rights, Health, and Well-Being of Children and Youth on the Move have identified TIC as a best
practice in the care of immigrant and refugee youth [8,13,17].

TIC can be challenging to implement as it is a philosophical approach to care that often encompasses
multiple systems and disciplines that were not designed to acknowledge or address experiences of
trauma. In this article, we offer 10 clinical pearls to serve as suggestions for starting points to promote
TIC for immigrant and refugee families. While not comprehensive, these steps include concrete steps
for primary care providers and clinics to support the implementation of TIC.

3. Ten Clinical Pearls for Applying a Trauma-Informed Approach to Care for Refugee and
Immigrant Youth

3.1. Practice a Strengths-Based Approach to Care

Although many immigrant and refugee youth have experienced adversity and hardship, first
and foremost, they are people who have also drawn on significant internal and external strengths to
have survived their past experiences. A critical first step in TIC is to recognize and treat immigrant
and refugee children as such. Children are inherently resilient, and immigrant and refugee youth may
additionally draw on community and ethnic resiliency [18]. TIC acknowledges and promotes their
strengths, resiliency, and capacity to heal from trauma [11,12]. In contrast to a deficit-focused approach,
a strengths-based approach focuses on growth and development and recognizes that acknowledging
strengths can build resilience and promote healing [19]. The simple act of identifying and drawing
attention to children’s strengths can promote resilience and additionally serves to identify key family
supports. Examples of incorporating a strengths-based approach in a clinical visit are shown in
Table 1. Soliciting information about strengths also gives the practitioner insight regarding the youth’s
sense of self and family dynamics. For example, if a youth struggles to think of anything they are
proud of or good at, reinforcing positive parenting practices with parents or caregivers can help build
resilience for that child. At times, especially for youth who have experienced trauma without the
protective buffering of a caring adult, it may be difficult to identify strengths, and encouraging youth
to recognize strengths such as listening skills, sports, reading, helping with childcare or household
tasks, or even playing video games, can help re-frame their experiences to validate internal assets. It is
important to acknowledge and validate hardships while also exploring and celebrating the youth’s
role in overcoming adversity.
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Table 1. Strengths-based approach to care: clinical examples.

Clinical Skill Example

Lead the social history or psychosocial assessment
with questions about family and patient strengths

“Tell me a little bit about yourself. What are some
things that you’re really proud of?”

“What is something you’re good at?”

Gather information about family supports, and
strengthen those relationships when possible

“If something difficult were to happen, who would be
available to help?”

“If something really good were to happen, who
would be cheering for you?”

Congratulate patients and families on progress or
accomplishments

“I’m so glad to hear that you are smoking fewer
cigarettes—that’s wonderful! That’s a really

challenging task. I can tell that you really care about
your kids and are motivated to get their asthma

under control. You should be really proud of your
hard work.”

Acknowledge specific strengths, without stereotyping
or making assumptions about religious, ethnic, or

cultural groups

“That’s pretty great that you speak both English and
Spanish. It’s a huge advantage when looking for jobs
or applying to college—make sure to put that on all

your applications.”
“It sounds like your extended family is very close. I’m
glad you have so much support available—it’s really

important when taking care of your children and
yourself. You should be proud of all the effort you’ve

put into keeping those relationships strong.”

Help patients and families build on past success to
continue to build resilience

“It sounds like it was really challenging to cut out
soda for the whole family, but you’ve done it for a

whole month now! That is really going to set a
healthy example for your kids. What would be

another step that you could take as a family to help
Dad manage his diabetes?”

3.2. Create an Immigrant-Friendly Healthcare Environment

A critical component of TIC is preventing re-traumatization. Unfortunately, health care
environments can be a source of trauma, racism, and xenophobia for immigrants. As a healthcare
provider, one way to prevent re-traumatization is by advocating for safe and inclusive environments,
including within your own clinic. The process of developing trust starts as soon as a patient interacts
with the health care environment. Patients’ experiences in the waiting area, check-in desk, and rooming
processes all present opportunities to feel welcome or rejected. An inclusive and immigrant-friendly
healthcare environment requires regular and ongoing training for all staff that work in a clinic or
hospital. The physical environment can also help to promote a sense of welcome. This can be done
through the use of signs such as “All Are Welcome Here” posters or signage in multiple languages.
Encouraging the hiring of providers and clinic staff who reflect the community being served is another
important step in the creation of an inclusive environment [20].

Depending on your location of practice, you may have to consider safety planning in your clinic
in the event of an immigration raid. For example, considering what information to document in the
medical record about a patient’s legal or immigration status or what the clinic staff will do in the case
of immigration police presence ahead of time can help to protect your patients [21]. Familiarity with
legal requirements when working with immigration enforcement officers, such as articles from the
National Immigration Law Center for health care providers in the United States [22], assist providers
in knowing what information is protected to avoid unintentionally sharing information that may result
in harm to patients or families.
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3.3. Promote Trusting Relationships Within the Health Care Environment

One of the fundamental principles of TIC is the importance of trusting relationships and the
knowledge that relationships are protective buffers against toxic stress. Primary care providers, in
particular, have enormous potential to increase a patient’s sense of safety in their health care home.
In addition to creating an immigrant friendly clinic, it is important to recognize an individual provider’s
role in developing trust and rapport. One of the essential components of healing is the creation of
safe spaces in which everyone, from parents to children and youth, feels welcome. Empathy and
motivational interviewing are critically important tools in establishing this safety. Acknowledge the
steps the family or youth have taken in entering into a new and unfamiliar system. The fact that a
family has arrived in the exam room is a big step, often in spite of multiple barriers that families have
to overcome even before we meet them. Triaging needs according to urgency can continue to develop
trust and rapport. It is imperative to allow the patient and family to drive the agenda as much as
possible. For example, if a youth is suffering from severe depression or anxiety, counseling about
routine health care maintenance may be more effective if done after the patient’s mental health has
been stabilized and urgent needs met. Of note, the model of trust and mutual respect as an equal
partnership between patient and provider is a relatively new development and may be unfamiliar to
patients and families. This model of care is a concept worth discussing to allow families and youth to
understand that, in this model, they play an important role in making decisions about interventions
and health care decisions.

The families of refugee and immigrant youth in your office likely have extensive experience with
the health care system in their country of origin, which may be very different from the setting in
which you are seeing the patient. The pathways for accessing care, the cost of care, and the methods
for receiving results may be barriers for the receipt of health services. Knowing when to utilize an
after-hours urgent care or emergency department rather than a primary care office is one example: this
may be an unfamiliar model to many families, and education about the role of the primary care office
may prevent unnecessary emergency department visits.

Health providers can help to mitigate some of these barriers by intentionally providing education
about the healthcare system, including how to access primary care or what to do in case of an emergency,
the role of specialists, and how to pick up medications. Seeking help from colleagues such as social
workers, patient advocates, or support groups can be extremely useful in helping families navigate the
new system [12,23].

3.4. Ask for Permission to Discuss Potentially Difficult Subjects

A trauma-informed approach acknowledges that youth and families can be re-traumatized if
they are forced to prematurely share information about traumatic events. Therapists working with
victims of trauma often refer to the “window of tolerance”: that is, the practice of sharing emotions
within a tolerable range [24]. Exceeding the window of tolerance too quickly can result in unacceptable
levels of emotional pain and is unlikely to be therapeutic. Borrowing from principles of motivational
interviewing, we recommend asking patients and families for permission to discuss sensitive topics [25].
This places the youth in control of their own narrative and allows them to avoid sharing details until
they are ready. Ideally, providers should share with the patient why they are asking for information,
followed by a request to ask additional questions. For example, “I want to make sure that we’re giving
you the best medical care possible. In order to make sure I understand your history, I would like to ask
a few additional questions about what happened when you were apart from your family. Is that okay
with you?”

A similar approach should be utilized with invasive physical examinations. For example, if a
pelvic exam is necessary due to clinical concerns, explain the need for the exam and ask for the child
or adolescent’s permission to perform the exam. Explain that the child can ask the examiner to stop
at any time [25]. If a child is unable to tolerate or assent to a physical exam after the procedure has
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been explained in a trauma-informed approach, they may require sedation or alternate clinical care to
prevent re-traumatization.

3.5. Recognize the Impact of Trauma on the Developing Brain, Various Manifestations of Trauma, and Screen for
Trauma and Associated Mental Health Conditions

An important aspect of TIC is acknowledgement of the pervasive impact of trauma, including
screening for past experiences of trauma. Depression, anxiety, behavioral issues, and PTSD are
associated with trauma and have higher prevalence in immigrant and refugee youth than their
counterparts who have not experienced similar processes of acculturation or discrimination [26–28].
Immigrant and refugee youth are also less likely than their peers to access health care and preventive
services [29], increasing the likelihood of poor outcomes. Unfortunately, literature has shown that
immigrant and minority youth are less likely to be screened for depression than their native-born
or White counterparts [30]. Ensuring access to quality screening can promote access to effective
treatments. Use validated tools for screening for depression and anxiety, such as the Patient Health
Questionnare-9 (PHQ-9) [31], Generalized Anxiety Disorder 7-item scale (GAD) [32], or Screen for
Child Anxiety-Related Emotional Disorders (SCARED) [33] tools. These tools also have evidence
suggesting they are effective for diverse populations and in a variety of languages [34–39]. There are
surveys that screen for post-traumatic stress disorder (PTSD), such as the abbreviated UCLA PTSD
Reaction Index; however, children rarely meet the full criteria for PTSD, as the criteria has been derived
from adult populations [40,41]. Whenever possible, administer surveys in the patient’s first language.
Finally, screening for sleep problems is essential because of the detrimental effects of trauma on sleep
patterns [42].

Additionally, acknowledge the role of previous coping strategies on child and adolescent behavior
and development. Youth who have experienced trauma use coping mechanisms to manage chronic
stress. These coping mechanisms may have even been adaptive and even necessary for survival in
prior circumstances, especially for youth who have experienced extreme violence. However, under less
life-threatening circumstances, the coping mechanisms that have served the youth well in the past may
create difficulties in the new environment [43,44]. Due to these coping mechanisms, it is wise to consider
trauma in the differential diagnosis of youth presenting with behavioral concerns [45,46]. Externalizing
behaviors associated with trauma are frequently misdiagnosed as ADHD or ODD. Pharmacological
treatment for ADHD or ODD may not be effective or appropriate for the treatment of trauma-related
behavioral challenges; thus, it is important to screen for trauma in order to offer proper management
and treatment. It can be difficult to differentiate the cognitive impairment associated with chronic
stress, anxiety, or depression from ADHD [45]. Therefore, if a diagnosis is in doubt and treatments
have been ineffective, referring for an in-depth psychiatric assessment can often provide clarity.

Note that if a family or youth shares stories of trauma, it is important to validate their experiences
and emotions and take the necessary time to follow-up positive screens or shared stories.

The list below includes experiences of trauma that may be more prevalent in immigrant and
refugee families.

Potential sources of trauma for immigrant and refugee youth

• Anxiety about the possibility of parental deportation or safety of family members in the country
or origin;

• Family separation, either planned separation due to immigration logistics or separation as a result
of immigration policy or detention;

• Bullying or victimization at school;
• Physical or sexual abuse;
• Dangerous conditions during migration;
• Family conflict or intrafamilial violence;
• Unsafe neighborhoods or gun violence (in country of origin and after relocation);
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• Racism and microaggressions (both in country of origin and after relocation).

3.6. Treat Trauma-Related Disorders Appropriately

TIC requires treating trauma. While the evidence-based guidelines for the medical management
of trauma and associated disorders are beyond the scope of this article, a brief summary of initial
treatment for trauma and its symptoms is provided. Health promotion can be utilized to downregulate
the stress response system, for example encouraging habits such as good sleep hygiene, nutritious
eating, regular physical activity, play, and engaging with social support systems [41,46]. There is
good evidence that trauma-focused cognitive behavioral therapy and child–parent psychotherapy are
effective [41]. Medications for depression, anxiety, and sleep difficulty can be utilized as appropriate,
and referrals made for care outside of the primary provider’s scope of practice. Ideally, the primary
care office can serve as a behavioral health home with integrated mental health practitioners and
“warm handoffs” to trusted providers [6,23]. When this is not possible, ensure that children are referred
to trustworthy providers who have experience in TIC.

Note that diagnoses of depression or anxiety may be stigmatizing to patients, particularly in certain
immigrant communities. Framing depression or anxiety as a result of trauma can sometimes help
families better understand these disorders; for example, utilize the phrase “stress- and trauma-related
disorder” to explain the root symptoms being treated. Qualifiers such as anxiety or depression can used
as secondary diagnoses, with an explanation for youth and parents regarding how these symptoms are
the result of “what happened to you” rather than “what’s wrong with you.”

In the treatment of trauma and related mental health disorders, foster agency in youth by asking
about their treatment preferences. Whenever possible, give them options in choosing their care. If their
preferred treatment option is safe, allow it to the extent possible. Ensure that patients know how to
contact the clinic or seek follow-up or emergency care.

3.7. Utilize a Two-Generational Approach to Care

When children and youth completed the transnational journey with most of the close family,
remember that each individual of the family has experienced the same traumatic events (war, extreme
poverty, persecution, etc.). Parents and caretakers can offer one of the most protective factors for
children and adolescents in surviving stress and trauma and supportive and consistent relationships
with a caring adult can buffer youth from the negative impacts of trauma [14,26,46]. Given the role
parents and caretakers play in the management of childhood trauma, healthcare providers should
extend their triage to caregivers. Support caregivers in navigating a new and unfamiliar health care
system in order to ensure that they are able to access the same care the youth is receiving by working
with ancillary services, such as social workers or community mental health practitioners.

Youth and children often lose the adult protection that caregivers provided in their country
of origin. Children and youth experience “adultification” as they learn the new rules of a culture
and master language skills more quickly than their caregivers [47,48]. Children then run the risk of
becoming the internal cultural brokers of the family. Providers need to be aware of these dynamics and
recognize the anxiety it can cause in youth. Depression may also result from feelings of loss of parental
efficacy that parents and caregivers may experience. For example, parents and caregivers may have
been stripped of the privileges afforded to them in their country of origin (such as fluency in the primary
language, professional status, or primary breadwinner). These losses can have significant effects on
parental or caregiver mental health and, by extension, on the health of children and adolescents.

Immigrant and refugee parents often need more coaching during their child’s adolescence than
would have been necessary if they were living in their country of origin. As these parents did
not complete the majority of their developmental growth in the host country, they can feel lost or
disoriented when guiding their adolescence through their teenage years in an unfamiliar environment.
Additionally, the new culture may foster more individualistic behaviors than the country of origin,
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which can result in a clash of values between an adolescent seeking independence and parents seeking
to protect their children and promote community-oriented values [48].

3.8. Know Your Own Local Resources and Make Sure They Are Trustworthy

Partnerships with other individuals and agencies in your area outside of health care can be an
invaluable resource for TIC with refugee and immigrant youth. Immigrant and refugee youth and
their families may have past experiences of trauma that impact their trust or engagement with various
services and may be unfamiliar with how to access services in an unfamiliar environment. Healthcare
providers may be the first professionals to interact with immigrants and refugee youth and families and
as such can play a vital role in bridging interrelated systems and services. These can include experts
in your own country’s immigration law, counselors and psychologists practicing trauma-informed
mental health care in the youth or caregivers’ first language, community centers for community
building and physical activity, and resources for nutritious food and safe housing. Legal assistance in
particular can be helpful if immigrants are undocumented [9,12]. Children and adolescents who live
with undocumented family members have been shown to have high anxiety levels about the fear of
deportation of family members [49,50], and lack of documentation can result in additional barriers to
care that result in poorer health outcomes [51–53]. Thus, it is important to refer to low-cost or free legal
services to promote health for the entire family.

3.9. Recognize that Trauma May Not End after Migration

In an ideal world, all youth on the move would not be exposed to new trauma once the migration
journey is complete. However, it is important to acknowledge that trauma in the form of racism, bias,
and microaggressions may continue long after migration [4,28,54]. Chronic exposure to racism has
been associated with negative long-term health outcomes [20,55] and with perceived poor quality of
medical care [4]. This relationship can be explored with your patients using the principles of TIC.
As most youth will spend a majority of their time in educational environments, it is important to screen
for bullying, racism, and victimization at school. Finally, this can be an opportunity to explore the
youth’s resilience mechanisms, emphasizing the unique cultural strengths of the individual and family,
including conversations about racism and cultural socialization.

3.10. Advocate for Your Patients Both in and outside the Clinic: For Your Patients and for Yourself

Using principles of TIC can provide safety for families and promote recovery, but it is also
important to recognize that the act of caring for traumatized youth can be difficult and may lead
to secondary traumatic stress. For health care providers on the front line of listening to patients’
stories, community advocacy is a strategy to transform secondary trauma, grief, and anger into
action. Healthcare providers are well respected members of society in many communities and as such
have unique privileges and power and are also uniquely positioned to listen to their patients’ stories
directly. Using this power and knowledge to push for immigrant-friendly policies, a diverse healthcare
workforce, and anti-racist policies can allow for health care providers to harness emotions to action.
Healthcare providers are in an ideal position to write editorials for local and national news outlets,
write letters to governing representatives, testify before local and national legislators, and organize
within professional governing bodies to advocate for best practices for the care of immigrant and
refugee families.

4. Conclusions

This discussion of TIC for refugee and immigrant youth is far from exhaustive. However, these
clinical pearls can provide a concrete framework for incorporating a trauma-informed lens to your
practice, including in relationship-building, diagnosis, management, and promotion of resilience.
Utilizing the principles of TIC can also allow for providers to both recognize and treat experiences of
trauma while also seeing beyond the trauma and develop an appreciation for the unique strengths of
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each patient and family. In turn, applying TIC can help promote well-being and health not just for
immigrant and refugee youth and families, but also within our health care system by challenging and
improving health care delivery from a trauma-informed perspective more broadly.

Ten Clinical Pearls of Trauma Informed Care for Refugee and Immigrant Youth

1. Practice a strengths-based approach to care;
2. Create an immigrant-friendly healthcare environment;
3. Promote trusting relationships within the healthcare environment;
4. Ask for permission to discuss potentially difficult subjects;
5. Recognize the impact of trauma on the developing brain and various manifestations of trauma

and screen for trauma and associated mental health conditions;
6. Treat trauma and its associated symptoms appropriately;
7. Utilize a two-generational approach to care;
8. Know your own local resources and make sure they are trustworthy;
9. Recognize that trauma may not end after migration;
10. Advocate for your patients both in and outside the clinic: for your patients and for yourself.
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Abstract: The 21st century phenomenon of “global displacement” is particularly concerning when
it comes to children. Childhood is a critical period of accelerated growth and development.
These processes can be negatively affected by the many stressors to which refugee and asylum-seeking
children are subjected. The United Nations Convention on the Rights of the Child (CRC) is the most
ratified human rights treaty in history, with 196 States Parties (SPs). The CRC provides a framework of
54 articles outlining government responsibilities to ensure the protection, promotion, and fulfillment
of rights of all children within their jurisdictions. Among these are the rights of refugee and
asylum-seeking children, declared under Article 22 of the CRC. Refugee and asylum-seeking children,
similarly to all other children, are entitled to their rights under the CRC and do not forgo any
right by virtue of moving between borders. The hosting governments, as SPs to the CRC, are the
primary duty bearers to fulfill these rights for the children entering their country. This manuscript
provides an overview of the health and developmental ramification of being displaced for refugee and
asylum-seeking children. Then, an in-depth analysis of the provisions under Article 22 is presented
and the responsibilities of SPs under this article are described. The paper provides some international
examples of strengths and shortcomings relating to these responsibilities and closes with a few
concluding remarks and recommendations.

Keywords: Convention on the Rights of the Child; child rights; refugee; asylum-seeking children;
child health; child development; Article 22 of the CRC; children on the move

1. Background and Context

The United Nations Convention on the Rights of the Child (CRC) is the first human rights treaty that
has considered a series of unique human rights specifically for children. The CRC has recognized this
important phase of life as being a period of accelerated growth and development as well as a time
of great vulnerability. Therefore, it has made provisions to promote such development (through, for
example, provision and participation rights, such as the right to education and freedom of expression)
and to prevent harms to which children may be vulnerable (through protection rights) [1]. The CRC is
the most highly ratified human rights treaty in history, with ratification from all member States of the
United Nations (UN), except the United States of America (United States) [2]. Through ratification,
countries become States Parties (SPs) to the CRC and have the obligation to (a) harmonize their domestic
laws and policies with the CRC so that internal systems do not contradict any provision, (b) implement
all rights articulated under the CRC for children within their jurisdiction, and (c) monitor and report
the process of implementation of the CRC to a Geneva-based committee known as the United Nations
Committee on the Rights of the Child (the Committee hereafter) [1].

This year, the global community is celebrating the 30th anniversary of the CRC. Three decades
have passed since its adoption by the General Assembly in 1989, and yet, the global community
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continues to face huge challenges in moving past lip service for children and truly protect their many
rights as articulated under the CRC. While the unprecedented ratification of this treaty, by all UN
Member States but one, speaks strongly about the world’s unanimity for children’s rights, the global
community, more often than not, falls short in fulfilling the provisions under the CRC. Violations of
children’s rights have grave ramifications, particularly when they happen in a systemic manner and
on a massive scale. Such is the case in relation to the rights of refugee and asylum-seeking children.

Under Article 22 of the CRC, a child or young person who leaves their country of origin to escape
war, persecution, or natural disaster, has the right to appropriate protection and provisions, such as
health, education, and housing. The rights under the CRC govern all children regardless of where in
the world they are located; thus, refugee and asylum-seeking children do not lose any of their rights
simply because they have moved from one country to another [1]. However, in reality, this is not the
case and many of these children, depending on where in the world they move to, are denied many of
their rights. Often, the host States, who have a clear set of obligations under the CRC, fail to fulfill
their responsibilities for refugee and asylum-seeking children and by doing so, subject children to a
discriminatory treatment. Such discrimination can not only adversely impact children’s health and
development, but also violate their human rights under the CRC.

In this manuscript, we will provide an overview of the ramifications of being displaced for
children’s health and development and present a critical examination of the rights and provisions under
this article. We then outline some international examples of variations in compliance with Article 22
among the host countries, highlighting SPs’ strengths and shortcomings. The manuscript closes with
concluding remarks and recommendations for improving the monitoring, reporting, and accountability
mechanisms to support refugee and asylum-seeking children. Throughout this manuscript, the term
“these children” will refer to children who are “ . . . seeking refugee status or who [are] considered
[refugees] in accordance with applicable international or domestic law and procedures, whether
unaccompanied or accompanied by [their] parents” under Article 22 of the CRC, unless a special
sub-category of these children, such as unaccompanied children, are the topic of discussion, in which
case they will be identified accordingly [1].

2. Refugee and Asylum-Seeking Children

2.1. The Scope of the Phenomenon

Globally, millions of individuals are currently displaced and seek refuge for various reasons, such
as environmental disasters, economic devastation, violation of human rights, and fear of persecution [3].
In 2018, an estimated 13.6 million individuals were newly displaced. This population consisted of
10.8 million people internally displaced, and 2.8 million refugees and asylum-seekers [4]. Worldwide,
the total number of individuals that are forcibly displaced reached 70.8 million in 2018. The majority of
refugees globally (67%) originated from only five countries: the Syrian Arab Republic, Afghanistan,
South Sudan, Myanmar, and Somalia [4]. However, Venezuelan refugee and asylum-seeker movement
within and between borders is increasingly problematic, with an estimated 3.4 million individuals
displaced outside the country’s border in 2018, and numbers projected to increase to an estimated
5 million people by the end of 2019. The five countries that host the most refugees are Pakistan, Uganda,
Sudan, Germany, and Turkey [4].

Despite the fact that humanitarian assistance mechanisms are in place, the demand far surpasses
the supply. Only a small percentage of refugees are resettled each year, and humanitarian visas are
difficult to obtain. In 2017, more than 1.19 million people were in need of resettlement; however, only
170,000 were accommodated [5]. Protection of children when they are displaced and on the move
is seriously compromised, as there are few legal, safe migration channels accessible. This pressures
children and their families to utilize dangerous and risky means for migration, such as paying migrant
smuggling services to circumvent restriction and heavily guarded boarders. An estimated 90% of
irregular migrants entering Europe in 2015 used such services at some point during their journey [5].
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Although less than 3% of the refugee population returned to their countries of origin in 2018, many of
them returned to unsafe conditions unsustainable for the protection of child rights [4].

Approximately half of the overall refugee population are children under the age of 18 years [4].
Unaccompanied and separated children are among the most vulnerable of refugees. These children
migrate alone or are accompanied by someone other than a parent or legal guardian. Approximately
111,000 unaccompanied children were reported in 2018, although only 27,600 applied for asylum [4].
Due to challenges in reaching and assessing this population, these figures are likely to be an
underestimate. The rights declared under the CRC for refugee and asylum-seeking children are
often violated, resulting in significantly adverse impacts on children’s health and development, which
is already in a fragile and compromised state.

2.2. Health and Development of Displaced Children

Childhood is a period of rapid growth and development in all physical, mental, spiritual, and
social domains [6,7]. Despite their importance, protection and promotion of rights during this
stage are seriously compromised when it comes to refugee and asylum-seeking children. Prolonged
exposure to unfavourable conditions—for example, hunger, limited access to education and health
services, low socioeconomic status, and exposure to violence, war, abuse, and exploitation—has lasting
effects on a child’s ability to thrive [6]. These experiences can be considered as Adverse Childhood
Experiences (ACEs). The accumulation of ACEs results in increased negative health outcomes and
can have lasting impacts later in life. For example, ACEs are associated with mental health problems
(e.g., depression, anxiety, and Post-Traumatic Stress Disorder (PTSD)), chronic conditions (e.g., heart
disease, diabetes, cancer), high risk-taking behaviours (e.g., substance abuse and unsafe sexual
practices), and lower academic achievement and income well into adulthood [8–10]. Subsequent
lifelong adverse health outcomes in different domains of development, are experienced by children
undergoing these circumstances before, during, and after seeking asylum [6].

2.2.1. Physical and Mental Health

The physical health of refugee and asylum-seeking children is negatively affected by living
conditions, malnutrition, lack of clean water sources, and limited access to medical services [6].
For instance, there is an increased prevalence of infectious diseases, such as tuberculosis, hepatitis
B, HIV, and malaria, as well as higher rates of dental caries and poor oral health, resulting from a
lack of health and dental services [6,11,12]. Youth reproductive and sexual health is often overlooked,
and access to such education is limited [13]. Refugee children are also more likely to suffer from
vaccine-preventable diseases due to the sub-optimal immunization coverage in their country of origin
or missing follow-up doses of vaccination while they are on the move [14].

Limited resources in refugee camps can result in maladaptive behaviours such as drug and
substance abuse. Such behaviours from adults and children can further exacerbate experiences of
sexual abuse and exploitation of children in the form of prostitution, child labour, and domestic
servitude [15]. These threats to the protection of children have serious consequences for physical and
mental health, and lead to other problematic repercussions, such as unwanted pregnancies, sexually
transmitted infections, prolonged and/or more serious maladaptive coping behaviours, increased
levels of stress, and physical harm, including the child or young person’s involvement with gangs or
criminal activity [16,17].

Trauma is the common experience of all refugee and asylum-seeking children. Many witness the
death of a family member or friend or acts of violence to self and others, and experience traumatic events
when fleeing their country of origin. Children can also be victims of sexual violence, various types of
abuse, neglect, human trafficking, and military recruitment [18]. Damaging personal experiences can
traumatize a child and deeply affect their mental health, which can have direct (as is the case with
personal injury or death of family members) and indirect (arising from prolonged lack of education,
material deprivation) negative impacts on children’s well-being and development [18,19].
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Stress and trauma experienced during the risky journey to asylum can later manifest into various
long-lasting physical and psychological effects. The presentation of trauma in children can sometimes
be difficult to detect but often includes symptoms such as anxiety, mood disorders, depression, sleep
disturbances, PTSD, and interpersonal difficulties [20].

Children on the move can also undergo inhumane and harmful detention and can experience
lasting emotional and behavioural distress during and after detainment, even if they are housed for a
brief period of time [21,22]. Acute as well as chronic stress elevate harmful hormone levels in the body,
contribute to chronic health conditions, and are toxic to the developing brain [23]. Many children do
not feel safe reporting these predicaments due to a lack of social support and fear that their safety and
protection may be further compromised [15].

The trauma of displacement can be compounded by separation from parents or any loss of
stable caregivers. Children may be unaccompanied for a number of reasons, such as being sent to
claim asylum while the parent stayed behind, separation during the journey, or death of a parent.
Neurologically, separation from parents at this critical time can disrupt brain development and impact
future physical, emotional, social, and cognitive maturation. Separation, when young, makes children
more susceptible to a variety of psychological problems and hinders their ability to make social
connections later in life [24]. This prolonged exposure to stress is toxic and can have serious health
ramification. Sometimes, the detrimental consequences of such toxic stress can be delayed to later life
and manifest themselves in the form of susceptibility to anxiety, mental disorder or predispositions to
cancer or other non-communicable diseases [25].

Even when not separated, parents themselves experience trauma and its corresponding
consequences as a result of being displaced and on the move. Parents’ suffering from a psychological
disorder can also influence the child’s mental, emotional, and behavioural well-being, a phenomenon
called transgenerational transmission of trauma [26]. Both the parents’ and child’s exposure to trauma
disrupts the dynamic of the child-caregiver dyad, negatively affecting attachment and generating
expectations of harm, distrust, and poor emotional and social connectivity [20].

Lastly, the predicament of the young fetus in the womb of the refugee and asylum-seeking mother
subjected to all the above-mentioned stressors is of grave significance to child development. While
history has documented the horrendous assault to humanity during the Holocaust and the Dutch
Famine, retrospective studies of individuals who lived through these events during their intra-uterine
lives have illustrated extended consequences of these assaults. The surviving fetuses of such experiences
have shown to have higher propensity to develop high blood pressure, diabetes, and obesity and
genetic tagging for trauma-related disorders [27–29]. A life course approach to child development
necessitates awareness of the consequences of traumatic events (e.g., from prolonged periods of
displacement and being on the move) and the effects for the developing fetuses of expecting mothers.

2.2.2. Other Social Determinants of Health

Inadequate nutrition and material deprivation are constant components of the predicament of
these children. It is important to consider the relationship between socioeconomic status and pre-
and post-migration factors. Financial resources affect how efficiently individuals can escape their
country of origin, and the food, shelter, and transportation that is accessible during the journey to
asylum. Upon arrival, the high-income countries often have the necessary resources to provide refugee
children with basic material needs, although other existing challenges affect development and the
ability to thrive [22]. For example, unemployment rates are disproportionately higher for refugees than
economic migrants or the general population, even years after resettlement. Refugees are also more
likely to have temporary jobs, work part-time, and have lower-paying employment [30]. Unfortunately,
those who experience barriers in employment have increased challenges in caring for their children, as
unemployment frequently leads to material and social deprivation. These conditions extend the period
of deprivation and disadvantage for children, and as a result, further adversely impact children’s
developmental and health outcomes [31].
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2.2.3. Education

Children being displaced and the corresponding loss of education has perhaps the most significant
impact when considering human capital. For example, as of 2012, one of the greatest losses in human
capital in Syria results from a loss of education, estimated at just under 11 billion US dollars, equivalent
to approximately 18% of Syria’s 2010 gross domestic product [32]. The right to education and its
importance is emphasised in a number of international treaties, agreements, and universal goals
(e.g., the United Nations Sustainable Development Goals and the CRC). Although primary education
is critical for development, countless children are denied this right in refugee camps or in the cities
of the country to which they have fled. About 7.4 million refugee and asylum-seeking children are
considered under the United Nations High Commissioner for Refugees (UNHCR) as school aged.
In 2017, only 61% and 23% of refugee children were enrolled in primary and secondary education,
respectively, compared to 92% and 84% of children globally [33].

Low-income countries have the highest proportions of school-aged refugee and asylum-seeking
children who are not in school due to limited resources and a disproportionate influx of these children
to their countries compared to developed countries [34]. There are also gender inequities, where girls
must overcome significant barriers to access education. Girls are often required to assist with domestic
activities, such as collecting water and preparing meals, and must provide care for younger siblings
and relatives. Families living in poverty may require daughters to marry young in exchange for goods
or to reduce the number of children requiring care, even in the country of resettlement. Sanitation,
access to private toilets and menstrual hygiene products, and the stigma around menstruation often
forces girls to miss schooling. Overall, significant social and cultural barriers, as well as gender-based
discrimination, threaten girls’ ability to fulfil their right to education [35]. Therefore, host countries
must ensure that all refugee and asylum-seeking children, regardless of their gender, receive quality
education that is taught by a trained teacher following a formal curriculum [34].

Educational delays have lasting consequences on literacy, academic achievement, employment
opportunity, and future socioeconomic status [31]. The quality of education is limited by the availability
of resources, trained teachers, school materials, and appropriate infrastructure [36]. These limitations
also affect a child’s ability to receive secondary and post-secondary education, resulting in only 1% of
refugee children going to university compared to 34% of people globally [34]. Benefits from education
must be assessed well beyond mere academic achievement. Formal education also provides a sense
of normalcy and routine, something that is often lost in the lives of refugee and asylum-seeking
children. It can also improve the mental health and development of the child and provide opportunity
to contribute to society and achieve goals [22,34]. Women who are educated are better prepared to
care for their families, have improved health outcomes, learn independence, have fewer children, and
develop leadership skills [33].

Optimal outcomes are experienced when refugee children are included and integrated in the host
country’s mainstream education system rather than in segregated learning environments [34]. The right
to inclusive education settings guaranteed to disabled children under Article 24 of the Convention on
the Rights of Persons with Disabilities is extended to all children, including refugee and asylum-seeking
children, under the CRC through the joint application of Articles 2, 22, 28 and 29 [37,38]. This equal
opportunity standard in education places these children on a level playing field with their peers
and also accelerates their integration into their host culture [22]. Last but not least, the literature on
school and community-based interventions aimed at reducing psychological disorders in refugee and
asylum-seeking children indicates that interventions delivered at the school setting can successfully
support children in overcoming a great deal of the difficulties associated with forced migration [39].

2.2.4. Acculturation

In their new home, refugee and asylum-seeking children must learn the host country’s language
and culture and begin social integration [22]. This adaptation to an unfamiliar culture is gradual
and experiences such as marginalization, discrimination, bullying, xenophobia, and acculturation
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problems are proven harmful for the self-esteem, identity formation, and overall well-being of the
child [6,22,40]. Integration into society can be an ongoing process, and participation can be limited by
language barriers, cultural differences, and a lack of cultural competencies among professionals and
the general public [40].

The CRC not only recognizes childhood as a critical state of growth and development, it also
underlines the particular vulnerability of refugee children and asylum-seeking children due to all of
the shortfalls outlined above. Therefore, to provide special measures of protection and safeguard the
development of these children, it puts forth Article 22 and obligates the SPs to uphold these provisions.
The following section provides an analysis of this article and presents the main attributes and themes
that can assist with monitoring the implementation of Article 22.

3. Rights of Refugee and Asylum-Seeking Children under the CRC

Article 22 of the CRC obligates all SPs to “ . . . take appropriate measures to ensure that a child who
is seeking refugee status or who is considered a refugee in accordance with applicable international or
domestic law and procedures shall, whether unaccompanied or accompanied by his or her parents or
by any other person, receive appropriate protection and humanitarian assistance in the enjoyment
of applicable rights set forth in the present Convention and in other international human rights or
humanitarian instruments to which the said States are Parties” (p.6) [1].

The preparation of Article 22, during the course of CRC drafting, took place at a time when
international law first started to differentiate refugee children from adult refugees [41]. Therefore,
the provision under this article captures the broad international consensus that (i) refugee children
are owed appropriate protection and international assistance, (ii) all of their rights under the CRC
as well as other international human rights treaties and humanitarian law must be upheld, (iii) SPs
must cooperate with the UN and related agencies in order to protect and assist such children, and
(iv) family reunification is a priority obligation of governments serving the best interests of children,
having particular regard for unaccompanied and separated children.

3.1. The General Principles of the CRC

The principle of non-discrimination (Article 2) and its violations may often be the factor forcing
children and their parents to leave their homes in search for safety. Discrimination can happen on a
variety of bases, such as ethnicity, religious affiliation, or sexual orientation. Additionally, the mere
designation of these children as refugees and asylum-seeking children creates a possible disadvantage
and calls for the protection of Article 2 [18]. Within their new home, when these children also belong
to groups like minorities, LBGTQ2, or child soldiers, they become further vulnerable. SPs must take
positive measures to safeguard de facto equality for children entering their jurisdiction, as well as
those children returned to their country of origin [37].

The principle of the best interests of the child (Article 3) should always remain the overarching
consideration in implementation of child refugee claims under Article 22 [42]. This principle ought to
be respected during all stages of the displacement cycle and decisions at any of these stages, must be
appropriately documented through a formal and thorough best interest determination (BID) for each
child [18,37,43].

The principle of the child’s right to maximum survival and development (Article 6) and violations
to this right are also, more often than not, a root causes of migration [42]. When children leave their
country of origin, the protection of child rights becomes even weaker when the journeys become life
threatening and high risk [41,44,45]. The SPs are obligated to take special measures to protect children
by any means, for instance, through immigration policies facilitating and regulating mobility rights and
not repressive detention and deportation practices, in order to protect Article 6 rights [37]. The child’s
right to optimal development also must inform Article 22 rights in relation to the immigration policies
on the deportation or detention of a child’s parent and/or guardian [37].
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Lastly, under the principle of respect for the views of the child (Article 12), SPs must ensure
child participation in immigration matters affecting both children and their parents. The child’s best
interests will play a role in both instances and children often have “their own migration projects and
migration-driving factors” (pp. 9–10) [37]. Children should not be perceived as mere dependents
of adult refugees and asylum-seekers; their right under Article 12 must be upheld, ensuring that
their views can be expressed freely and given due consideration in relation to their age and maturity.
The Committee in its General Comment (GC) No. 22 (the joint GC with the Committee on the Protection
of the Rights of All Migrant Workers and Members of Their Families (CMW)) strongly reinforces these
as States’ Obligations [37].

The relevance of these four principles to Article 22 becomes clearer when the article is unpacked
into its main attributes.

3.2. The Main Attributes of Article 22

A number of attributes were identified for each substantive right of the child under the CRC [46,47].
These attributes were determined through an exhaustive and critical appraisal of the legal standards
within the major guiding documents of the CRC (these documents include, but are not limited to,
relevant General Comments in the CRC and/or other human rights treaties, relevant articles and
provisions under the other human rights instruments, the two International Covenants on Civil and Political
Rights and on Economic, Social and Cultural Rights, relevant sections of Travaux Preparatoires, relevant
CRC Concluding Observations, and the UNICEF Implementation Handbook) [47]. The attributes were
identified for each CRC right in order to make its normative content concrete and to assist with the
task of identifying the relevant indicators to monitor that right. In general, through this thorough
analysis of relevant documents, the attributes should be able to present the essence and standards of
its corresponding right [48]. Four attributes have been identified for Article 22 of the CRC, and below
is a full discussion of these attributes as a result of the comprehensive analysis and appraisal.

3.2.1. Appropriate Protection and Humanitarian Assistance

Under this article, refugee and asylum-seeking children are neither granted a special status nor
any lesser status than children of the host country. They are to be treated as children first and foremost
and not as migrants per se, and national immigration policy cannot undermine their rights to education,
health, protection, etc., under the CRC [42]. The criterion of humanitarian assistance strengthens the
notion of “appropriate protection”; for example, these children may require therapy to assist with
their recovery from traumatic journeys and successful integration into a new host culture [49,50].
Humanitarian assistance should avoid discriminatory consequences such as differential treatment
between categories of entrants in family reunification cases [51], prohibit detention of children and
possibly their parents for immigration purposes [18,42], help defend the principle of non-deportation
of children [42], and reinforce the child’s right to preserve family life [18,42].

3.2.2. Preservation of Rights

As a general rule, articulated under Article 2, all CRC rights apply to all children in every situation,
regardless of their background. This general rule governs Article 22 as well, where refugee and
asylum-seeking children are entitled to the exact same rights as any other child [1]. Article 22 refrains
from reiterating all child rights one by one and rather ensures that refugee and asylum-seeking children
preserve both their CRC rights and uphold the provisions and protection of other international human
rights or humanitarian instruments binding on the relevant SP. Such documents provide much more
extensive guidelines for SPs as to how these children are to be protected and describes, in further detail,
each right and responsibility. For example, the Inter-Agency Guiding Principles on Unaccompanied and
Separated Children are especially helpful in clarifying priority focus areas for intervening effectively with
this group of particularly vulnerable children, although they should not be interpreted as minimum
standards or used to read down any of the rights of unaccompanied minors under the CRC [52].
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3.2.3. Duty to Protect and Assist through International Cooperation

While governments are the primary duty bearers, all parts of society can play a part in supporting
the implementation of children’s Article 22 rights by coming forward. For instance, provision of the
right information at the right time can be critical in tracing family members and family reunification.
The obligation to protect also contains a clear instruction for all duty bearers to provide children with
appropriate due process—processes that do not infringe their rights to be heard and to participate in
decision-making that impacts them. Such processes may require providing children with interpreters,
a free legal representative, and other means in order to facilitate their meaningful participation. All the
processes must be conducted in a child-friendly manner [41]. All professionals involved must be
trained in child rights and be familiar with work in culturally sensitive multidisciplinary teams,
including psychologists, social workers, and trauma-informed care providers, to name a few [42].

3.2.4. Best Interests and Family Reunification Principles

Two basic principles should guide every activity related to the refugee and asylum-seeking
children: the principle of the best interests of the child and the principle of family unity [41]. After
extensive field-testing, UNHCR adopted, in May 2008, its Guidelines on Determining the Best Interests of
the Child [43].

As for family reunification, it should be based on a robust assessment that upholds the child’s
best interest as the primary consideration. Family reunification should not be delayed because of
a BID procedure; however, it also cannot trump the child’s best interests and would minimally
require a sustainable reintegration plan avoiding any harm to the child in the country of reunification
(the non-refoulement principle) and insisting upon the child’s opportunity to participate in the
process [18,43]. BID procedure requires a holistic child rights-based approach that considers human
and financial resources, training in children’s rights and inter-institutional coordination, drawing upon
the cooperation and evidence available from countries of origin, transit, and destination [43].

4. Meeting the Provisions of Article 22

In relation to the four attributes of Article 22 described above, in general, countries are struggling
to mitigate the effects of displacement and are failing to uphold their international commitments under
Article 22 of the CRC. Within the context of developed countries, tracking these children is still a
challenge, not due to the lack of resources but as a result of inadequate data collection systems that
hinder the task of monitoring [53]. The section below presents some examples of SPs’ efforts (or lack
thereof) in meeting the provisions of Article 22 and how some States mitigate various challenges,
reviewed under all four attributes discussed above.

4.1. Appropriate Protection and Humanitarian Assistance

According to this attribute, refugee and asylum-seeking children are not to be granted a special
status, nor to be treated as having any lesser status than children of the host country. Therefore,
children, regardless of their migration status should continue to realise all their CRC rights, including
non-discriminatory access to early childhood education, formal and non-formal learning settings, and
vocational and technical training. Countries such as Lebanon, Cameroon, and Uganda have strongly
established inclusion of refugees in their national school systems in camp or community schools [34].
However, many countries are still struggling to uphold these commitments, such as Kenya, Pakistan,
and Malaysia, where only half of the refugee population has access to primary education [34].

Many countries have already implemented legislative commitments and incentives that further
reinforce provision of these rights. For example, in Canada, according to Section 30(2) of the Immigration
and Refugee Protection Act (IRPA), all children who have yet to receive their immigration status, unless
a temporary resident is specifically unauthorized, are automatically eligible without a permit to attend
primary and secondary State schools [54]. Once the child becomes a permanent resident of Canada,
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attendance to public schools is mandatory [55]. Turkey also takes a similar approach to integration,
despite hosting the highest number of refugees globally, most of whom are from Syria, and more than
1.7 million of whom are children [56]. Approximately 96% of registered refugees under temporary
protection live in urban settings and 80% of children attend Turkish public schools. However, there is
still a proportion of children not enrolled in public schools, and many secondary level students who
drop out [57]. The Turkish government also runs a Conditional Cash Transfer for Education (CCTE)
program in which parents receive financial incentives for each child they send to school. A particular
focus is on educating girls, where the incentive is higher [56–58].

Refugee and asylum-seeking children should be treated first and foremost as children, although
many immigration policies undermine their rights. As the CRC Committee states, “detention is never
in the best interest of the child”; however, over 100 countries are known to detain children on the basis
of their migration status [5,18]. Data regarding the exact countries and number of affected children
are unknown, although there is an overall lack of child-friendly accommodations for refugee and
asylum-seeking children and their families. Due to the lack of harmonized language surrounding
policies for detaining children, many countries mislead and mask their regulations. As the Global
Detention Project highlights, countries such as France, Poland, and Spain, amongst many others, state
that children “accompany” their parents in detention centers, whereas in Canada, children are “housed
as guest” with their parents. This ambiguous language around detention limits the child’s ability to be
recognized by the law and further prevents them from claiming their CRC rights [59].

Some countries experience a huge influx of refugees and asylum-seekers and are unable to uphold
their international commitments. For instance, despite Greece’s ratification of the CRC, efforts to
mitigate the refugee crisis has led to controversial detention practices, many of which are a product
of pressure from the European Union (EU). Many children are housed in detention centers or police
stations for periods far exceeding the law of a 45-day maximum. Furthermore, many asylum-seekers
are trapped in Aegean Island camps where they are subjected to a lack of food, health services, and
legal representatives [60]. Turkey continues to serve as a transit country for many unregistered refugee
and asylum-seekers looking to seek protection in the EU. However, due to the EU-Turkey safe-third
country agreement, Greece refuses to process asylum claims or transfer refugees and asylum-seekers
to the mainland, limiting the number of individuals who can enter Europe [57]. Rather, these islands
act as secured facilities to process border procedures and send individuals back to Turkey, which can
take months to a few years [60].

Children are frequently detained as a step towards deportation, although this often goes against
the principles of non-refoulement, non-deportation, and the child’s right to preserve family life [37].
If a child is to be returned, proper reintegration and reunification is essential for the child’s physical
and psychosocial recovery; however, such arrangements are seldom assured. In 2016, 85% of
unaccompanied asylum-seeking children from Central America were apprehended in Mexico and
returned to their country of origin [5].

4.2. Preservation of Rights

Unlike the almost unanimous ratification of the CRC, other international human rights treaties or
humanitarian instruments do not have a high degree of ratification and support from UN member
states. Many countries have yet to ratify the 1951 Convention Relating to the Status of Refugees (Refugee
Convention) or the 1967 Protocol Relation to the Status of Refugees, the vital conventions that grant
refugee and asylum-seekers necessary protection [61]. For example, only 146 SPs have ratified the
Refugee Convention, where countries such as India, Bangladesh, Libya, Jordan, Nepal, Lebanon,
Saudi Arabia (some of which are hosts of refugees and asylum-seekers) are among the non-ratifying
countries. Conventions such as these provide much more in-depth provision for the rights of refugee
and asylum-seekers and go into further details about SP responsibilities than what is described in
Article 22 of the CRC [61].
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Other strategies and frameworks have been adopted to strengthen the multilateralism of SPs and
mitigate the increased migration between borders. Although it is not legally binding, 181 countries
voted in favour (Hungary and the United States opposed the compact, and Dominican Republic,
Eritrea, and Libya abstained their vote) of the 2018 Global Compact on Refugees (compact) [62]. The 2016
New York Declaration for Refugees and Migrants also received unprecedented support, where 193 SPs
of the United Nations agreed that countries need to provide shelter and care in a more equitable,
predictable, and responsible manner to refugees and asylum-seekers [63]. This demonstrates the
outstanding support and intention of the global community to work collaboratively to protect the
health and well-being of this vulnerable and growing population [62]. The desire to preserve rights is
evident, although significant action is needed to keep SPs accountable and to uphold commitments
made under international treaties, including the CRC.

4.3. Duty to Protect and Assist through International Cooperation

In general, SPs are struggling to manage safe migration of children due to insufficient resources,
capacity, and political will. Lengthy and difficult processes for rendering appropriate permits, visas,
and documentation, and bans on migration create significant barriers that put children in danger [5].
Professionals who interact with refugee and asylum-seeking children need to be trained in child rights,
but this is rarely the case.

Research indicates that even in countries such as Denmark, Finland, Iceland, Norway, and
Sweden, many border guards and police officers do not have the necessary competencies to deal with
these children in a rights-based manner. There is an imbalance in the ways in which refugee and
asylum-seeking children’s rights are upheld and a lower standard is tolerated compared to the host
country’s children [64]. Often, interpreters and border security officials are not trained in child-friendly
communication, which negatively influences initial contact of the children with State representatives.
Finland, Norway, and Sweden provide State officials with training for identifying children who may
be victims of trafficking, and protocols require the immediate contact of child protection services for
unaccompanied refugee and asylum-seeking children [64].

On the positive side, the Nordic countries’ child protection services adopted an interdisciplinary
child-friendly approach that aims to reduce the number of interviews and conducts them in an
age-appropriate manner. Information is shared among relevant central governing bodies and
responsibilities are then allocated to local authorities. This has been proven to reduce levels of
anxiety and mitigate the effects of trauma. However, there are many reported cases of long processing
periods and miscommunication between agencies which result in a lack of services and care for
children [64].

Despite efforts to provide child-friendly services and access to legal support, many children in
Denmark report having inadequate information for decision-making, a problem that is particularly
problematic for unaccompanied children [65]. Unaccompanied children in Sweden, Finland, and
Norway have access to a guardian that represents and supports them during the legal process, although
there are variations in the quality of representatives and there are often few complaint mechanisms in
place for children [64,66,67].

4.4. Best Interests and Family Reunification Principles

An alarming number of refugee and asylum-seeking children leave home unaccompanied by their
parents or guardians or are separated from them during the period of being on the move. There are
certain regions with a disproportionate number of unaccompanied children traveling alone, such
as through the Central Mediterranean route. This route is not only one of the most dangerous and
deadly migration channels (1 in 40 rate of mortality) but it is also a highly common route used
for unaccompanied and separated children. In 2017, unaccompanied children made up 92% of all
children arriving by sea [5]. Other regions such as the United States and Mexico border are also seeing
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increases in such trends, whereby 100,000 unaccompanied and separated children were apprehended
in 2015–2016 [5].

Most countries contain a number of different legal barriers within their policies and procedures
that create difficulties for family reunification and thus “prevent many children from enjoying the
right to respect and enjoyment of the family life to which they are entitled” (p. 33) [68]. For instance,
in certain circumstances, parents who migrated before their children have limited legal means for
reunification. Long waiting periods lasting two to three years, insufficient income, age limitations, and
restrictions for de facto dependent reunification all prolong periods of separation from loved ones [68].
In the United States for example, “children granted the Special Immigration Juvenile Status, a visa
created to provide a permanent legal status for children found to have been ‘abused, abandoned or
neglected’ can never exercise family reunion rights” (p.5) [69]. In order to be reunited with family, the
child must reach adulthood and prove that their parents are dependent on them [69].

There are also significant economic limitations that create barriers for family reunification. Canada
and Turkey both have shown good faith to the principle of family reunification; however, even in
these countries, the applicants must satisfy a number of criteria to be eligible. For instance, the
family member seeking reunification must be able to sponsor the spouse and/or dependent child(ren),
demonstrate that they are financially capable of supporting their loved one(s) in the host country, and
satisfy regulations of self-sufficiency [70,71]. Alternatively, in Canada, private sponsorship programs
are available to help support reunification, although this is reliant on a Canadian citizen or group
to fully financially support the individual or family moving to Canada [72]. Furthermore, the initial
application claim must indicate all dependents to be eligible for reunification. This creates barriers
as many may not be able to meet these requirements or may only be able to sponsor a few family
members. Consequently, a spouse and/or the remaining children may be left behind, waiting the
lengthy administrative process for the decision of their claim, or until the family is financially capable
to support them. Countries can also create barriers by declaring a country in which a family member
resides as ‘safe’, deeming them ineligible to apply for asylum and requiring them to follow the lengthy
immigration processes instead [5].

There are, however, programs for family reunification that assist vulnerable families fleeing their
country of origin. For example, the International Organization for Migration’s Family Assistance
Program provides reunification services for individuals with a protection status in Germany. There are
service centers in ten countries, including Turkey, Lebanon, and Iraq, that provide safe reunification
services, facilitate visa processing and meetings with the countries’ Consulates, and empower families
through preservation of rights. Services are provided in their preferred language, and facilities are
accessible for individuals with disabilities, as well as designed to be family and child-friendly [73].
For the Canadian resettlement sponsorship applications, determining whether a young child “for
whom the family has been caring and whose parents have been killed or are missing” can be considered
a de facto dependent and aligns with CRC principles. All decisions must be conducted with the
child’s best interest in mind and officials must ensure there are no disputes with guardianship. Before
finalizing any cases, Canadian officers must ensure that the UNHCR conducted a BID assessment for
the child’s referral [74].

5. Conclusions

This paper presents just a glimpse into the current global climate for refugee and asylum-seeking
children. One area of these children’s lives that is increasingly and rightfully gaining attention is
ensuring that children are receiving quality and equitable opportunities for education. There is
also more support and acknowledgement from the global community expressing the urgency and
commitment to protect child rights and improve the overall conditions of these children, as indicated, for
example, by the Global Compact on Refugees and the New York Declaration for Refugees and Migrants [62,63].
However, it is time to move past expressing the desire to support these individuals and rather work

102



Children 2019, 6, 120

towards implementing the necessary structural and procedural commitments to ensure rights are
being preserved.

There is still much to learn about safeguarding migration channels and ensuring that risks are
mitigated as children move across borders. Many of the detrimental ramifications on health and
development, such as trauma, being separated from loved ones, and exploitation, are exacerbated by
the dangerous journeys to safety. At the landing point, globally, there is a need for more child-friendly
accommodations and services, especially for children waiting for claims to be processed. During
this period of uncertainty and fear, many children are housed with parents in adult facilities and are
prevented from claiming other CRC rights, such as education, health, and play. In particular, during
these periods, unaccompanied refugee and asylum-seeking children need access to all the information
that concerns them and must be provided appropriate legal representation, although we see that this is
often not the case in areas such as Central America [5]. As discussed above, there are many existing
barriers preventing expedited family reunification processes, further prolonging periods of separation
and affecting all domains of health.

At a national level, there needs to be better accountability, monitoring, and reporting mechanisms
in place to ensure that SPs are upholding their CRC and other international commitments.

Collecting timely and accurate data regarding the provision of rights for refugee and
asylum-seeking children is necessary to ensure that SPs are accountable for maintaining both their
national and international obligations under the CRC. The SPs, in accordance with their obligations
under the CRC in general (and Article 22 in particular) must implement structural commitments in
the form of legislation and policies in support of the refugee and asylum-seeking children they host.
They must make every effort to ensure that processes align with the general principles of promoting the
rights of these children to life and maximum development (Article 6) in a non-discriminatory manner
(Article 2). The children’s best interest (Article 3) must remain at the center of their decisions while
they provide children with ample opportunities to participate, voice their opinions, and to be heard
during these decision-making processes (Article 12) [1]. Last but not least, the SPs must collect and
periodically report disaggregated data on all the rights of refugee and asylum-seeking children.

Widespread public awareness raising is required to overcome tribulations such as xenophobia
and discrimination demonstrated from the citizens which add to the difficulties faced by these
children. These perceptions and behaviours of the citizens can often influence the predicament of
newcomers adversely, not just by adding to the stressors in the environment but also by influencing
State immigration laws and protocols in a negative manner. Consequently, added means for refusing
refugees may be implemented, such as building walls, detaining individuals, closing borders, stopping
boats from docking in their country, and returning individuals to their unsafe country of origin by
force [5].

Pediatricians, educators, social workers, and professionals working for and/or with refugee and
asylum-seeking children are best equipped to advocate for their rights. Action in this domain is
two-fold: to ensure that services are conducted in a culturally safe and sensitive manner, and to
ensure that the voices of these vulnerable populations are heard. By careful monitoring, reporting, and
advocating for the needs of children on the move, care providers can provide a stronger voice to this
often-silenced population. By partaking in discussions, joining advocacy groups, and creating safe
spaces for newly resettled families, care providers have the ability to influence decision-makers and
the general population.

All in all, while some countries have not yet had to deal with complex migration issues to the same
degree that others have, with climate change exacerbation, increased civil unrest, and the proliferation
of channels for illegal transit, the planet will be experiencing a further increase in the phenomenon of
children on the move across its four corners. All countries and indeed, human societies, must come
together to reduce the burden and hardship of refugee and asylum-seeking children who travel long
distances, experience horrifying journeys, and all too often face discouraging outcomes prior to, during,
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and even after their resettlement. Working with the provisions of Article 22 while maintaining the
principles the CRC can serve as a guide in this enormous and remarkably important task.
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Abstract: Since 2012, more than three million Syrian refugees have fled to Turkey. While these
refugees vary in socioeconomic background, it is notable that 50% of Syrian refugee children in Turkey
display symptoms of post-traumatic stress and that more than 663,138 of these children between
the ages of six and seventeen are not enrolled in school. For those children who are in school, high
levels of trauma have significant implications for the education system as trauma alters the brain
and affects the way children learn. A Global Voice for Autism is an international non-governmental
relief and development organization that exists to equip teachers and families in conflict-affected
communities. Its intent is to support the development and success of children with autism and
trauma-related behavioral challenges in their classrooms, home, and communities. The instabilities
inherent in the Syrian refugee experience pose a number of challenges to the organization’s effective
implementation of programming. The experiences of refugees in Turkey are highly gendered.
Therefore, a qualitative gender analysis was conducted to address and better understand the
challenges faced when carrying out these educational interventions. The article examines domestic
violence, sexual violence, and masculinity as gender-driven constructs that influence how refugees
experience trauma. In addition, structural issues in existing support systems all present significant
challenges to Syrian refugee parents that impede effective program implementation. It is imperative to
assess structural issues in existing support services to address these challenges and to successfully carry
out meaningful and impactful programming. This Brief Report provides a series of recommendations
in order to ameliorate these challenges and increase the efficacy of educational interventions with
Syrian refugee parents of trauma-affected and vulnerable children in Turkey. It concludes with a call
for policy changes that protect refugees from deportation when accessing support services and a
network of services that do not require residency permits. It calls for increased integration of parent
trauma support in educational intervention trainings and the creation of safe spaces where mothers
and fathers can discuss their own trauma and challenges in the hope of significantly enhancing
program efficacy.

Keywords: refugee; gender; trauma; educational intervention

1. Introduction

Since 2012, more than three million Syrian refugees have fled to Turkey. While these refugees
vary in socioeconomic background, it is notable that 50% of Syrian refugee children in Turkey display
symptoms of post-traumatic stress [1]. A significant number of these children are not in school and for
those children who are in school, high levels of trauma have significant implications for the education
system as trauma alters the brain and affects the way children learn.
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Syrian refugees in Turkey have tended to settle in concentrated communities. This has some
advantages for Syrians who, for the most part, do not speak Turkish and whose cultural differences
pose challenges, particularly within the education system. Across Turkey, an estimated 663,138
refugee children between the ages of six and seventeen are not enrolled in school [2]. Until recently,
many Syrian refugees hesitated to send their children to school due to a perception that their stay in
Turkey was temporary. However, as families started to realize the permanency of their residence in
Turkey, school enrollment has steadily increased.

Research shows that effective education actively contributes to children’s development of skills for
coping and resilience, which are key skills in a population where research shows children experience
post-traumatic stress. However, even when Syrian refugees are enrolled in school, their ability to
access an inclusive and effective education is limited. Overcrowding in the schools and a lack of
trained teachers pose challenges to the education system. Furthermore, unsupportive or unstable home
environments can interfere with the quality of a child’s education [3]. These challenges have a particular
impact on trauma-affected children, who learn differently due to brain changes triggered by trauma,
and children with learning differences such as Autism Spectrum Disorder [4]. The effects of trauma
on learning are influenced by the regulation of hormones, particularly cortisol and neurotransmitters
in response to stress leading to a state of chronic persistent arousal. This triggers a “fight or flight”
reflex that interferes with learning and the acquisition of new knowledge. This helps to explain how
stress within the context of the learning experience, regardless of the cause of that stress, can result in
alteration in attention, memory and other learning processes [5,6].

2. Gender and the Nature of Trauma

Refugees by definition are persons who have fled their country of origin for reasons of feared
persecution, war, conflict, or generalized violence and, as a result, require protection [7]. Many have
suffered trauma, with a residual impact on their health and well-being [8]. By virtue of the ways that
men and women have different refugee experiences, displaced men and women also cope with trauma
in different ways. Trauma complicates and interferes with daily life regardless of gender. However, the
ways in which it complicates and influences supports that are necessary differ for men and women due
to perceptions about the gendered needs of refugee populations. This can have dangerous implications.

For mothers, who are traditionally the primary caregivers within the Syrian population, an inability
to adequately provide for their children during displacement can be traumatizing [9]. This trauma
and inability to cope can result in decreased self-esteem and increased parenting stress, which inhibit
mothers’ abilities to implement learned educational practices at home with confidence as well as
their abilities to create safe, supportive home environments for trauma-affected children. In addition,
a mother may be stigmatized for having a child with a disability and/or who has experienced significant
trauma. In addition, typical home-based care roles prevent the formation of social groups in Turkey [10].
This isolation can exacerbate the manifestations of parental trauma in the home, while relegation to the
home leaves mothers without access to psychological support.

Experiences in the home are one of the primary contributors to traumatic stress in children [11].
Insufficient parental trauma support can destabilize a child’s home environment through neglect and
violence [12]. Even young children who were born in Turkey and have never experienced war in
Syria are experiencing trauma as a result of the manifestations of parental trauma in their homes.
Parents must have access to the support they need in order to create safe, healthy environments for their
children, and such environments are crucial for the effective education of trauma-affected children.

2.1. Sexual Violence

Sexual violence has historically been used as a tool in conflict, and the Syrian conflict is no
exception [13]. The use of rape as punishment in Syrian prisons has been documented, as has
widespread sexual assault in refugee camps and sexual violence in the home [14]. In 2013 alone,
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the UN found 38,000 victims of sexual violence in Syria, including women, men, and children,
despite significant underreporting.

Due to the stigma of sexual assault, emphasis on virginity, and the reality of honor killings,
women hesitate to report experiences of sexual violence. For men, especially men who were once
active in the Syrian conflict, sexual abuse is also a reality. The stigma of sexual violence is significant
for both men and women in the community. For women, discovered incidences of sexual assault from
someone other than a marital partner can lead to divorce, which is particularly threatening in a refugee
context where there are fewer chances for a woman to achieve financial sustainability and support her
children on her own [15]. Such discoveries may even result in honor killings [16]. For men, discovery
of sexual assault can lead to community ostracism, blackmail, and loss of employment [17]. Even when
not expressed or reported, these experiences can severely inhibit a caregiver’s ability to offer support
to the children they are teaching or raising.

Women may also experience sexual violence from their husbands. This violence may be a
continuation of ongoing sexual violence from before the conflict but may also materialize as a result of
men’s unaddressed trauma and marginalization of masculinity in the refugee context [18]. While all
sexual violence can result in trauma, sexual violence within the marital relationship may have the
greatest impact on educational interventions for trauma-affected children due to the effects of ongoing
sexual violence. Teachers who experience ongoing sexual violence may have less ability to concentrate
on the needs of their students in the classroom, while sexual violence between parents at home alters
family dynamics and can create a dangerous living environment for children. Finally, for refugee
families who have lost everything, the pressure to earn money can force children into early marriage,
taking them out of school and making them less likely to ever return [19].

2.2. Domestic Violence

Domestic violence occurs in a variety of ways for Syrian refugees living in Turkey. In some
families, domestic violence is a continuation or a worsening of domestic violence perpetrated in Syria,
while for others it is a new phenomenon. Both men and women perpetrate this violence, and children
are often the victims of parental rage. Men are typically thought of as the perpetrators of domestic
violence. However, women, lacking mental health support and grappling with the stresses of insecurity
and isolation, often take out their frustrations on their children [20]. This creates a sense of insecurity
for children at home, inhibits the efficacy of positive reinforcement approaches, and can exacerbate the
trauma experienced by children [21]. Additionally, many Syrian women who flee to Turkey without
husbands marry Turkish men, who often take them as second wives [22]. These situations leave
women and their children vulnerable to abuse, and they are often tasked with household maintenance.
Because Turkey does not recognize polygamous marriages, women in these marriages are especially
vulnerable to abuse. Many Syrian women enter into these arrangements as a means of survival and
cannot leave their husbands due to financial dependence [22].

One mother in A Global Voice for Autism’s program reported that, when she told her parents that
her husband beat her so severely that she required hospitalization, her parents had asked her what she
had done to upset her husband and told her to be more obedient in the future [23]. Without safe home
environments that meet their own needs, parents cannot concentrate on the needs of their children.
It is notable that in all of these scenarios, there is a trend of victim blaming by the broader community,
which leads to a hesitancy in reporting or seeking support [24].

Given the strong gender norms in Syrian culture, aid agencies often dismiss sexual abuse and
domestic violence as cultural factors that are not within the parameters of their mandates to support
displacement-related needs [25]. This view not only allows domestic violence to continue without
intervention, but also results in detrimental impacts on numerous other factors, such as children’s
education, that aid organizations seek to address in times of conflict.
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2.3. Masculinity

Historically, displacement has presented opportunities for gender roles to be renegotiated within
displaced communities. Because of this, many community organizations in Turkey seek to challenge
established gender roles within Syrian culture that define men as breadwinners and women as
caregivers. In the camps, women are assigned leadership roles to challenge traditional gender
structures. Outside of the camps, women’s employment schemes aim to shift breadwinner dynamics
within the household [26].

However, when focused solely on women, such interventions have detrimental effects on men
that can spill over into negative consequences for wives and children. Without access to support
and opportunities, men’s pent-up frustrations can transform into domestic violence in an attempt to
regain control amid feelings of marginalization [27]. Even without contrived shifts in gender roles,
displacement challenges Syrian men’s conceptions of their own masculinity. Relocation to Turkey
coincides with a loss of meaningful work, demotion to refugee status, and limited opportunities to
provide for a family and make personal decisions [28].

These losses are coupled with increased time spent consuming media. Unemployed and seeking
connections to home, refugee men access more televised media than ever before. Much of the media
consumed is related to the war and emphasizes militaristic and violent conceptions of masculinity
in its portrayals of fighting. However, even international news coverage of refugees reinforces these
concepts of masculinity [29]. In depicting women and children as vulnerable and innocent and men as
violent and dangerous migrants, the media reinforces understandings of masculinity that link it to
violence [30].

Without productive outlets such as employment, and no support in the development of new
masculine identities, masculinity can manifest as violence [31]. However, even when this does not occur,
traditional narratives about Syrian masculinity can discourage fathers from engaging in caregiving
activities. This makes it more difficult to include fathers in educational interventions. Because the
practices that A Global Voice for Autism uses emphasize consistency, fathers’ lack of engagement can
lead them to act in ways that counteract efforts to support their children’s learning using evidence-based
practices [32].

2.4. Qualitative Gender Analysis

In order to understand and address the challenges that A Global Voice for Autism faces
when carrying out these educational interventions, a qualitative gender analysis was conducted.
Utilizing a combination of primary and secondary data, essential findings were identified related
to the aforementioned barriers and their implications. Primary data was collated from A Global
Voice for Autism’s past programs for Syrian refugees in Turkey along with data and information
from secondary sources from partner organizations, researchers, and other community actors.
Data collection methods included structured and unstructured narrative interviews, surveys, indices,
video analyses, incident reports, and structured observation sessions. Of those families participating
in educational support programing, 23% of families experienced past or present food and shelter
insecurity, 27% reported experiencing domestic violence, and 14% reported experiencing sexual
violence [33].

3. Structural Issues in Existing Support Systems

Children have specific rights, as articulated in the UN Convention on the Rights of the Child [34].
It has been thirty years since its adoption by the UN General Assembly, and it is as necessary now as
when it went into effect. The convention articulates the principles of protection from harm, provision of
basic needs, and the active participation of children as rights holders. Specifically, Article 22 states that
countries must take appropriate measures to protect and assist all families of refugee children. It is
from this context that structural deficiencies in existing support systems are explored [35].
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Structural issues within Turkey exacerbate the impact of trauma and domestic and sexual
violence in the Syrian refugee population. Although Turkey’s public hospitals offer free healthcare
to residents, language barriers limit the ability of Syrian residents to access psychological support.
Additionally, many public services that are theoretically available require that users hold a residency
permit for their area of residence. However, the exorbitant costs of these residency permits are
cost-prohibitive to most Syrian refugees, and an estimated 81% of women living outside of the camps
do not hold permits [36]. Because of this, Syrians risk deportation to camps or back to Syria if they
access the services that are theoretically available to address domestic and sexual violence. This is a
particular vulnerability for women and children for whom the lack of privacy and threatened bodily
integrity in the camp cause more immediate issues than they do for men.

In addition to the challenges that exist within the public support system, the private organizations
that provide such supports to Syrians are often riddled with corruption. Family name, conflict party,
and bribery all play roles in determining who has access to these services [37]. Even when people
are in a social position to access these services, confidentiality is often compromised. Hence these
services are not accessed due to the breech of confidence in the eyes of Syrians suffering from
stigmatized experiences.

4. Components of Effective Educational Interventions

In order to address the aforementioned challenges within educational settings for Syrian refugees,
A Global Voice for Autism works to equip communities with the skills and support they need to support
trauma-affected children and children with autism in their classrooms, homes, and communities.
Recognizing the interplay between home environment and effective education, the organization takes
a holistic approach to their mission. Parents and teachers are trained in evidence-based practices for
inclusive education and autism support. Parents and teachers then work together in cooperative groups
to implement learned practices and also implement these practices at home and in their classrooms.
Programming for Syrian refugee families in Turkey includes teacher trainings in inclusive education.
Parent trainings aim to foster healthy home environments for affected children. In addition, sessions are
designed to facilitate family and teacher support, self-development groups, and community education
to increase understanding of trauma and autism. The programmatic components are standardized
but are tailored to the composition of the group and the target setting, be it in the classroom, home,
or community.

4.1. Parent & Teacher Training Cooperatives

Parents and teachers of primary-school-aged children are trained in globally recognized
evidence-based practices for supporting their children with autism at home and in the community.
Particular emphasis is placed on developing and improving independent methods of communication,
reducing challenging behaviors, and teaching new skills.

4.2. Parent, Teacher, and Sibling Support and Self-Development Groups

These groups provide participants with safe spaces to share and reflect upon their experiences
of supporting trauma-affected loved ones and loved ones with autism while gaining a deeper
understanding of the experiences of those affected. Participants increase their self-confidence,
improve their self-care, and discover ways to integrate their strengths and interests into their daily lives.

4.3. Community Education

These sessions educate community members about autism and trauma in order to
reduce community stigma and increase understanding. They are offered to doctors, teachers,
government officials, and general community members in order to decrease the marginalization
of these individuals within these communities.
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5. Impact of Gendered Challenges on Interventions

The instabilities inherent in refugee life pose a number of challenges for the organization’s effective
implementation of programming. The gender challenges identified significantly impact A Global
Voice for Autism’s ability to carry out educational interventions for trauma-affected children in the
following ways:

5.1. Attendance and Participation

Attrition rates for participating families and teachers in A Global Voice for Autism’s programs
in Turkey are high. The most frequently reported reasons for attrition are “required by spouse” and
“inability to access program.” In the attrition cases in the past Turkey programs, 78% occurred in families
where a family member had reported issues of domestic violence. Incidents at home, which often
interlink challenges to masculinity with domestic and/or sexual violence, are primary reasons for
attrition and, therefore, inhibitors to the success of the program [38]. Furthermore, these experiences
and challenges pre-occupy families and take precedence over program participation. In order to attend
and actively participate in the program, families must have their primary needs met [39].

5.2. Counterproductive Modeling and Behavioral Strategies

Modeling is a common behavior for children. When children see unhealthy and violent coping
mechanisms at home, they may practice these behaviors. This is a particular issue when it comes
to the interventions that are used, many of which rely on teaching through modeling skills and
reinforcement of modeling behavior. Furthermore, consistency is key to the efficacy of these strategies,
and when violence or parental disengagement occurs at home, it limits the efficacy of the home-based
interventions in support of the education of trauma-affected children [40].

5.3. Trauma Replication

Existing trauma for trauma-affected children is perpetuated and exacerbated by instability in the
home. As one of the strongest predictors of child performance, adverse childhood experiences (ACEs),
such as domestic violence, parental disengagement, and displacement affect a child’s ability to learn
new skills and engage with their environments [40,41]. Outcomes of these ACEs can include lack of
trust. In order for educational interventions for trauma-affected children to be effective, trust of parent
and teacher caregivers is essential [42].

6. Recommendations

Based on the aforementioned gendered challenges to educational interventions in the Syrian
refugee population in Turkey, the following are recommended:

1. Refugee support organizations should advocate for a policy within Turkey that provides refugees
seeking emergency support services, such as psychological support, legal support, and domestic
and sexual violence support, with status immunity. This means that no refugee or “guest” will
risk deportation or punitive measures when accessing these support services.

2. In concurrence with the above policy recommendation, there should be the establishment of
a network of existing organizations that agree to support all refugees in need, regardless of
their legal status, so that parents and teachers can access the services they need in order to
achieve a level of wellbeing that enables them to effectively support children with autism and
trauma-affected children.

3. A Global Voice for Autism, and other organizations supporting educational interventions in
Syrian refugee populations in Turkey, should increasingly integrate their support for affected
children with parental support programs that teach parents to address their own trauma so that
they can focus on addressing the needs of their children. Such programs will be self-reinforcing
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because, as parents reach a level where they are able to implement effective practices in support
of their children, parenting will become easier and parenting stress will decrease.

4. In order to address the isolation experienced by many refugee mothers, as well as the lack
of safe spaces for fathers to discuss trauma, partnerships should be established with other
community organizations to expand the availability of women’s and men’s groups for parents of
trauma-affected children to create spaces for connection and experience processing with others
who have similar experiences.

7. Conclusions

The creation of stable, secure environments for children is essential to the success of educational
interventions for trauma-affected refugee children. Trauma alters the brain in ways that result in
learning differences, and a sense of security is integral to effective trauma-informed education and care.
In the Syrian refugee population in Turkey, creating these secure environments for learning is a challenge
due to gender-related issues of masculinity, domestic violence, and sexual violence. This, in conjunction
with the persistent structural issues in existing support systems, inhibit access to appropriate support
for the population. In order to address these issues, and to foster safe environments where stakeholders
can support trauma-affected children in their education, policies in Turkey must ensure the safety
of refugees who access support services. Organizations must also maintain refugee confidentiality
regardless of legal status, and A Global Voice for Autism and other community organizations must
increasingly integrate parent trauma support into child trauma support trainings while providing
access to networks of support for both men and women caregivers in the community.

To achieve such results, the availability of funding and resources must be discussed. In 2016,
the European Union (EU) signed an agreement with Turkey to assume responsibility for migrants
who initially entered Europe through Turkey. It was intended to limit the influx of families entering
the EU through Turkey. The EU allocated three billion Euros in aid to Turkey to assist Syrian
migrant communities. However, there is concern that the majority of funds have been allocated to
the administrative costs of international civil society organizations rather than to direct aid for the
refugees [43]. A comprehensive review should be undertaken to ascertain how the funding has been
allocated to date, with the development of a strategy to promote program collaboration outlined above
to enhance the direct care of Syrian refugee children.

Finally, though the difficulties faced by refugee children are immense, there is a growing
international awareness that action needs to be taken to address displacement related challenges.
In 2016, the UN General Assembly adopted the New York Declaration for Refugees and Migrants [44].
In 2018, the Global Compact for Safe, Orderly and Regular Migration and the Compact on Refugees
were finalized [45]. Together they hopefully provide a global framework to support international
efforts to address the crisis. It will be imperative that the United Nations focuses on the efforts in
Turkey so as to operationalize the Compacts and optimize the care of Syrian children in Turkey.
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Abstract: Physicians in the United States (U.S.) face unique obstacles in providing care for persons
with limited English proficiency (LEP), especially speakers of rare languages. Lack of professional
resources is not a problem exclusive to health care delivery, with speakers of Mayan dialects receiving
increasingly narrow representation in detention centers and immigration courts at the U.S.–Mexico
border. Parent-child dynamics and other crucial information related to pediatric care may be lost in
translation in the event of inadequate interpreter services. Several strategies could address disparities
in medical care faced by persons with LEP, speaking rare as well as more common languages.
These include increasing the availability of professional interpreters via expanded and/or incentivized
training programs, providing focused education in interpreter services for medical students, and
unifying interpretation services provided by local consulates and nonprofit agencies for both medical
and legal purposes.

Keywords: limited English proficiency (LEP); linguistic minorities; medical interpreters; immigrants;
refugees; Mayan

1. Introduction

The current United States (U.S.) population was built on the foundations of a rich immigration
history. While English remains the unofficial language in practice, approximately 21.6% of U.S.
residents ages 5 and older speak another language primarily at home, according to the U.S. Census [1].
An executive order released in 2000 mandated that federal agencies improve systems and programs for
Limited English Proficiency (LEP) individuals; in 2003, the Department of Health and Human Services
(HHS) published guidelines on how to address the order [2,3]. The HHS required that health care
entities take “reasonable steps to provide meaningful access to each individual with limited English
proficiency eligible to be served or likely to be encountered in its health programs and activities” [4].
According to Jacobs et al., there are no federal guidelines requiring certified or licensed interpreters.
While not mandated, HHS does encourage the use of certified medical interpreters [2]. In the U.S., there
are two accreditation bodies that provide certification for medical interpreters: the National Board of
Certification for Medical Interpreters and the Certification Commission for Healthcare Interpreters [2].
However, interpretation is costly and sometimes difficult to implement in small clinics which essentially
function as businesses [4]. However, several state-run versions of our federal insurance program will
reimburse health care/language services for use of interpreters [4].

While this provision broadly refers to all interpretation, we encountered two situations in which
the existing system to connect patients with trained interpreters failed. While pantomiming or using
ad hoc interpreters may be tempting in the setting of a busy teaching environment, one meta-analysis
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showed that quality of care for limited English proficient patients is inferior with the use of such
untrained interpreters [5]. Lack of proficiency in a patient’s native language commonly results in errors
of medical interpretation, with potential clinical consequences [6]. Even Spanish-speaking patients in
the United States have been found to suffer reduced clinical encounter time and substandard treatment
compared to native English speakers [7]. However, language services are legally mandated to be
available free-of-charge to patients in facilities that receive federal funding. The first situation that we
encountered (described by L.D.) details a challenge in caring for a speaker of a rare language despite
having a fairly robust interpretation service program in place. The second situation (described by
K.A.H.) gives insight into a common practice by providers when faced with language difficulties and
was encountered in a resource-limited setting outside the U.S.

2. A Shortage of Qualified Interpreters in Rare Languages (L.D.)

I was a third-year medical student conducting vaccinations at a children’s mobile clinic that
delivers care to patients who are often under- or uninsured. Most of these patients were recipients of
Medicaid, which is our combined federal and state government insurance program that addresses
medical costs for those with low income. Many patients in our mobile clinic were also recent immigrants
to the U.S. with limited English proficiency. Such was the case when a newly arrived Guatemalan child
presented to the clinic with his father, who spoke their primary language of an uncommon Mayan
dialect in addition to very rudimentary Spanish. This problem compounded unravelling the child’s
chief complaint of headache for our health care team.

Having rotated extensively in our county hospital, I was confident in my ability to have a Spanish
translator, either in person or via phone, at a patient’s bedside within minutes. However, medical
interpreters in rare languages are more difficult to find. Often a scheduled appointment is required
weeks in advance. Our team resorted to relying on the father’s broken Spanish, which was then
translated into English via an on-demand Spanish phone interpreter. However, I noted some discomfort
in the boy’s responses to our probing questions: had he seen anything disturbing during the journey?
Was he satisfied with the meals that his father was able to provide?

Additionally, it also became apparent that not all of our questions were being understood by the
father once translated from English to Spanish. My attending physician (P.S.) decided that on this
visit, our priority should be to screen for red flag symptoms of headache that might signal intracranial
pathology. We were sufficiently comfortable in our determination via interview that the headaches
were not occipital in location, did not awaken the child from sleep, and were not accompanied by
nausea, vomiting, or ataxia. We also completed a neurological exam, which revealed the absence
of focal weakness, papilledema and nuchal rigidity. My attending physician ultimately decided to
schedule an interpreter in their native language and reassess the situation at a follow-up visit in two
weeks. I left clinic that day wondering about the factors contributing to the child’s suffering. Would
fluency in his native tongue have allowed us to pick up on nuances that might be key to the diagnosis?

This recent interaction with the father and his son resulted in my becoming aware of the obstacles
in providing care for persons with limited English proficiency in my home country. Lack of professional
resources for persons with LEP is not a problem exclusive to health care delivery, with speakers of
Mayan dialects also receiving increasingly narrow representation in detention centers and immigration
courts at our Southern border [8].

3. Risks of Playing the Telephone Game with Medical Information (K.A.H.)

As an Internal Medicine-Pediatrics resident rotating at a teaching hospital in Kenya, I arrived in
a setting in which trained interpreters do not exist. My team was rounding in the “failure-to-thrive
room,” which was slightly bigger than a closet and crowded with five patients and their mothers.
During rounds, we diagnosed a child with visceral leishmaniasis, but his mother spoke only a rare
tribal language. Fortunately, another mother in the room also spoke this language, and we found
a nursing student who spoke this second mother’s primary tribal language, in addition to Swahili.
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In the end, the team translated my English to Swahili, and then to both tribal languages. Aware of
the potential pitfalls of playing telephone with medical information, I shortened the message to the
diagnosis, its method of transmission, the prognosis, and treatment. The mother eventually nodded in
understanding that her son would likely recover, as long as he could receive antibiotics in the hospital
for an additional three weeks.

4. Options to Address Shortcomings in Care for U.S. Residents with Limited English Proficiency

While not ideal, interactions such as these may avoid the consequence of minimal understanding
for patients in a resource-limited setting. However, inherent structural and attitudinal barriers underlie
a lack of access to qualified interpreters for both Spanish speakers and speakers of rare languages alike
in the United States. Our country currently lacks a required standardized training and certification
process for medical interpreters, which increases the likelihood of preventable medical errors in the
care of such patients [9]. The rigors of medical training leave little time for trainees to become proficient
in another language, despite many being surrounded by non-English speakers during clinical rotations.
In medical schools, there is widespread instruction on the need to always use a qualified interpreter but
seldom advanced discussions regarding how to advocate for linguistic minorities. As we have learned,
essential parent-child dynamics, as well as patient-provider rapport, may also be lost in translation
when playing games of medical telephone.

Several possible solutions can address disparities in care faced by both patients and parents with
LEP. Increasing the number and availability of professional interpreters is paramount to minimizing
clinical consequences for such minorities. One study supports the notion that requiring at least 100
training hours for interpreters would likely significantly reduce errors in medical interpretation [10].
From our personal experience, we observed that patients generally seemed more satisfied when
speaking to an interpreter visible via videoconference compared to telephone, a finding which was
reflected in a previous study [9]. In terms of medical students’ competency in using available interpreter
services, focused education likely results in earlier proficiency compared to those who receive no
training [11]. Incorporating translator difficulties, particularly in pediatric encounters in which there
is both the perspective of the patient and guardian to consider, into patient simulations in medical
training might be beneficial to prepare for real-life scenarios.

For rare languages in particular, outsourcing hospital-based medical interpretation to call centers
in foreign countries may be a key strategy to provide access independent of the patient’s location [12].
However, a more pragmatic method might be to address problems in our health care and legal systems
simultaneously. Increasing Mayan-language interpreter courses could bolster the number of qualified
interpreters at a time when demand is expected to increase in both immigration courts, safety net
clinics, and other community settings [13,14]. Unifying interpretation services provided by local
consulates and nonprofit agencies for both medical and legal purposes could ensure that speakers of
uncommon Central American dialects receive adequate representation.

Pediatricians in training should be aware that difficulties in interpretation can add to the challenge
of untangling already-complex relationships between the patient and guardian. In our patient encounter
at the mobile clinic, we were aware of the possibility that the boy might not be willing to admit that
he was hungry or thirsty in front of his father. Ready accessibility of an interpreter in the patient’s
primary language is even more important in these types of scenarios. When this is not possible, efforts
should be made to rule out life-threatening etiologies of the chief complaint while scheduling adequate
follow-up with a qualified interpreter.

Educating medical students to the breadth of challenges faced by linguistic minorities via clinical
exposure, didactics by certified interpreters, and patient simulations would prepare them to advocate
for these patients in their future careers. Simultaneously, local and federal agencies should mandate a
standardized certification process for interpreters and implement incentives for entry into the field.
This dual approach would ensure that pediatric patients have their voices heard in an increasingly
global environment.
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Abstract: Anecdotal reports suggest migrant children at the US border have had to undergo age
assessment procedures to prove to immigration officials they qualify for special protections afforded
to those under age 18. There are a variety of methods to assess the chronological ages of minors,
including imaging studies such as X-rays of the wrist, teeth, or collarbone. However, these procedures
have come under great scrutiny for being arbitrary and inaccurate, with a significant margin of
error, because they are generally based on reference materials that do not take into account ethnicity,
nutritional status, disease, and developmental history, considerations which are especially relevant for
individuals coming from conflict and/or resource-constrained environments. Using these procedures
for migration purposes represent an unethical use of science and medicine, which can potentially
deprive minors with the protections that they are owed under US and international laws, and which
may have devastating consequences. We should advocate for the creation special protocols, educate
law enforcement and legal actors, ensure such procedures are carried out only as a last resort and by
independent actors, emphasize child protection and always put the child’s best interest at the core.

Keywords: age assessments; migration; child-protection; medico-legal ethics; forensic evaluations

1. Introduction

A 17-year-old teenage boy fleeing gang violence in Honduras was apprehended by the U.S. Border
Patrol in Texas and placed in detention in Arizona. Though he informed detention staff of his age,
they accused him of lying and placed him in an adult facility, where adult detainees threatened and
harassed him over his $5.00 telephone card. He once again told the authorities that he did not belong
in the adult facility. They said: Prove it. Detention staff took him to the prison clinic for a dental exam,
which was interpreted to indicate that he was 16–17 years old, so he was subsequently transferred
to an age-appropriate facility. He was evaluated by a clinical psychologist who conducted a forensic
evaluation for his asylum case, documenting psychiatric symptoms and psychological effects of the
gang violence he had experienced. His asylum case is still pending.

This story seems like a positive example of science and medicine in service of child protection.
However, the dental assessment, with its two-year margin of error range, could easily have gone the
other way, and caused an adolescent to be inappropriately placed in an adult facility, without the
procedural and substantive protections due to minors under U.S. and international law.

2. What Are Age Assessments?

Age assessments generally refer to any procedures used to establish an individual’s chronological
age—the age from the day that person was born. Chronological age is, in and of itself, of limited
value in predicting maturity, social or intellectual ability, or a person’s capacity to function in a
new environment.
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There are a variety of methods to assess the chronological ages of minors [1]. From history
taking, to a medical examination (physical exam, sexual maturity); the use of official state
documents; Anthropometric evaluation (measurements of height, weight, head circumference);
imaging studies—X-rays of the wrist, teeth, or collarbone, or MRIs [2]. Table 1 offers a review of these
methods and associated information.

Table 1. Different methods for age assessments.

Non Medical How It Is Done; by Whom Possible Issues

Documentation
Retrieve, review, and request documents such as a
birth certificate, immunization record, or others that
might have the child’s DOB.

• Many children will not have any papers; papers get lost.
• There are no standards on documentation of identity

or age.
• Contacting family members in the home country may be

an option in trying to retrieve official state documents.

Interview and history taking
Use the history and patient/client narrative, or any
family member to try to assess the year of birth of the
child in question.

• Avoid an intimidating style of interview.
• Allow only professionals with training to elicit

this information.
• There are no specific protocols on how to conduct

such interviews.

Medical
No one should rely on physical appearance to determine a child’s chronological age, as there are significant variations in physical development.

Physical—sexual maturity Use standard protocols for sexual maturity
assessment such as Taner Staging [3].

• Taner staging may be less useful in late adolescence and
in those with an early onset of puberty.

• Visual inspections can be traumatic to children, especially
those who may have experienced sexual violence.

• Never take pictures without adhering to thorough
consent processes.

Physical—anthropomorphic Use height, weight, skin rating, and compare to
reference values [4,5].

Such measurements often do not reflect variations due to race,
ethnicity, nutritional status, and socio-economic status.

Imaging Studies
They rely on skeletal changes that occur as children’s bones mature; significant bias exists in interpretation and such imaging studies can never report the
precise chronological age of a child. Variations range is generally accepted to be +2/−2 years [6].

Radiological Tests—(carpal) hand
and wrist X-rays Assess the fusing progression of carpal bones.

• The most common method used.
• Data relies on populations samples that do not reflect

diversity of race, ethnicity, nutritional status, and
SE background.

• There are no standards for specific populations (Latino,
African, and Middle Eastern).

• Radiation exposure.

Radiology Dental X-rays Relies on presence, absence, or development of the
roots of the 3rd molars.

• Data relies on populations samples that do not reflect
diversity of race, ethnicity, nutritional status, and
SE background.

• There are no standards for specific populations.
• Radiation exposure.

Radiology: Collar bone X-rays Assesses the fusing process of the clavicle.

• Data relies on populations samples that do not reflect
diversity of race, ethnicity, nutritional status, and
SE background.

• There are no standards for specific populations.
• Radiation exposure.

MRI of the knee or hand [7,8]
It has been suggested as a method to counter the
ethical problems with X-ray use and avoid radiation
[8].

• Attracting increasing attention.
• Concerns for incidental findings and follow up.
• More expensive.

(Adapted from the Position Paper on Age Assessment in the Context of Separated Children in Europe 2012) [9].

As a clinical procedure, skeletal age assessments are used frequently in pediatric endocrinology [10].
Dental age assessments have been used, among other things, for international adoptions [11].
These radiographs of the dental crown and root of the third molar tooth are compared with reference
studies to determine age. Similarly, hand and wrist radiographs are compared to radiographs from
reference studies in order to judge skeletal age and bone maturation. However, multiple studies
have concluded that both methods are only able to produce estimates within a range of at least two
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years. Research studies have demonstrated that these methods systematically under and over estimate
ages [12–14].

Imaging tests have come under great scrutiny for being arbitrary and inaccurate, with a significant
margin of error [12,13]. This is mostly because they are generally based on reference materials that do not
take into account ethnicity, nutritional status, disease, and developmental history, considerations that
are especially relevant for individuals coming from conflict and/or resource-constrained environments.
Other concerns are that these tests are invasive, expensive, and potentially harmful exposing minors to
unnecessary radiation.

These inaccurate procedures represent an unethical and unprofessional use of science and medicine
for procedures that are both inconclusive and can potentially deprive those under the age of 18 with
the protections that they are owed under the US and international human rights laws. Inaccurate
assessments may have devastating consequences for children who may suddenly be ‘determined’ to be
an adult, thus denied special protection and other human rights provisions. Such protections usually
include protection from abuse, abandonment, and neglect and codified requirements to promote
children’s safety, education, health, and nutrition, and protect them from exploitation and abuse [15,16].

For example, being moved to an adult detention center without appropriate services for minors
and where their safety may be at risk is counter to child-protection provisions. Other examples under
US law include loss of the right to non-adversarial asylum proceedings, limits on duration of detention,
and support for reunification with parents and other relatives [15,16].

3. What Can We Do?

There are no standardized protocols in the US meant to offer guidance regarding the use of age
assessment methods for minors. It is imperative that they be developed with input from physicians,
social workers, human rights experts, and other stakeholders who can review possible scenarios
through a child-protection lens.

As clinicians and as human rights defenders, we must first acknowledge, and ensure others are
aware, that the determination of the chronological age of a child is almost never accurate or precise. It
is not an exact science. In the context of migration (as opposed to pediatric endocrinology, for example)
there are significant social consequences and potential risk to the safety of the minor whose age is
being assessed or disputed. While in some medical contexts there is merit to such testing, in legal
contexts it is a more dubious practice. Therefore, age assessments for migration purposes, especially
via radiologic imaging, should be carried out only as a last resort.

Key considerations must be given to who should have a mandate to request these tests, and for
what reasons. Motivation and reasoning may vary based on the requesting entity: Border patrol,
governmental agents, representatives of the judicial system handing asylum cases, social workers, and
physicians. Not all of these stakeholders may have the child’s best interest at heart, or the intention
and means of ensuring child protection above all.

If or when age assessment procedures are ordered, they must be carried out by independent
professionals and those who have expertise in performing them and interpreting them appropriately;
by professionals who are familiar with genetic, medical, and ethnic variations, and differences in
cultural background. We should strive to create protocols that specify (or even restrict) who is allowed
to refer minors for or order age assessments.

When considering whether to subject a child to an age assessment, evaluators should balance
physical, developmental, psychological, cultural, and environmental factors. They must never force
such assessments on minors, must avoid invasive or intrusive exams and must always choose the least
invasive assessment first.

Consent protocols should be followed, and informed consent must be obtained every time for
these procedures in accordance with common pediatric guidelines [17]. Protections must be developed
to ensure that minors are never forced, coerced, or pressured to undergo age assessments, and every
effort must be made to ensure that a child’s dignity is preserved. We must also strive to create and
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implement safeguards to address appeals in cases of disputed results. If a child refuses to undergo
any kind of age assessment, it should not be held against him/her, or prejudice the assessment or
protection measures.

Ultimately, our goal should be to reduce the use of such exams and use them only as a last resort.
Individually and as a profession, the best interest of the child must always be our guiding principle,
and we must holistically assess each child’s vulnerability and unique needs, in line with international
guidelines [13,18].

4. Use Our Collective Voices

We should also urge professional medical organizations and associations such as the American
Academy of Pediatrics, American Dental Association, American College of Dentists, American Board
of Forensic Odontology, American College of Radiology, and the American Academy of Forensic
Sciences to offer guidance to their members about all the medical, legal, and ethical issues inherent in
age assessments and to help educate other stakeholders—for example, immigration judges—about
common pitfalls of using imaging for age assessment.

Conflicts of Interest: The author declares no conflict of interest. The author is a paid expert medical consultant for
Physicians for Human Rights’ (PHR) Program on Sexual Violence in Conflict Zones, a member of PHR’s asylum
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Abstract: It has been estimated that more than 50,000,000 children and youth have migrated across
borders or been forcibly displaced within their own country. They consist of refugees, asylum seekers,
internally displaced persons (IDP), economic migrants, and exploited trafficked children. They are
virtually “stateless”, children deprived of the protective structures of state and family that they need
and deserve and unrecognized by either their country of origin or the international community.
This opinion piece starts with the personal reflections of its author on his recent work in Middle East
refugee camps. It then explores the prevalence and demographics of these children and their plight.
It examines the United Nation’s Convention on the Rights of the Child (CRC) and other international
conventions designed to protect them. It also summarizes the International Society of Social Pediatrics
and Child Health (ISSOP) Budapest Declaration on the Rights, Health and Well-Being of Children
and Youth on the Move as a framework for improved care and vehicle for change.

Keywords: migration; refugee; internally displaced persons (IDP); immigrant; children’s rights;
Budapest Declaration

1. Introduction

It has been estimated that more than 50,000,000 children have migrated across borders or been
forcibly displaced within their own country [1]. This includes 28,000,000 uprooted children who are
either refugees living outside their country of origin or internally displaced due to wars, violence and
conflict [2]. What is even more staggering is the 75% increase in the number of child refugees between
2010 and 2015 [3].

This crisis now directly affects every continent on the globe and indirectly each and every one of
us. Over the last few years, the plight of children on the move became personal. I had the opportunity
to work in several refugee camps serving displaced children. The first was on the Greek island of
Lesvos. I volunteered with the Boat Refugee Foundation (BRF), a Netherlands based non-governmental
organization NGO. The majority of my time was spent in the notorious Moria Refugee Camp with
over 4500 refugees. Based in an old army compound, the camp was defined by the steel gates, high
fencing and barbwire on the perimeter with an amorphous sea of tarps and tents on the inside.
It was during the winter months and a few days prior to my arrival, the weather had turned brutally
cold. Over a foot of snow was followed by freezing rain. The cold and dampness penetrated to the
bone. Food queues, inadequate unsanitary toilet facilities and ubiquitous garbage were the norm.
More recently, I traveled with the Syrian American Refugee Society (SAMS) to provide care to Syrian
refugee children in multiple locations in northern Jordan. The most were in Al Zaatari, presently the
second largest refugee camp in the world with over 80,000 inhabitants.

Despite best efforts, primary care was inadequate, referrals limited or non-existent and quality
shelter and nutrition hard to provide in such settings. Children spend days, weeks and months with
little opportunity to play in a safe and nurturing environment. There are multiple NGO's providing
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assistance including UNHCR, Save the Children, Euro Relief, the Red Cross/Red Crescent and others.
However, the task of providing a safe milieu to grow, thrive and play is limited. In addition, many of
the children have experience and/or witnessed trauma either in their home country or on their
exodus to safety and a new life. Access to mental health services is woefully limited. Almost all the
children and youth had experienced trauma. Some beaten, shot, tortured, and raped and all had
experienced the stress of living in unlivable conditions. The complaints were a blur of physical, mental,
and spiritual aliments.

Yet there was a palpable hope that one-day things would be better with aspirations of a better
future. Daily they expressed their gratitude that someone would listen as they shared the story of their
journey, affirmed their worth, acknowledged their struggle and celebrated their humanity.You could
see it in their eyes and their smiles that each was seeking a better life for themselves and their children.
I saw no terrorist. I just saw families, children, men and women—all vulnerable and suffering.

The children I saw were just a fraction of the millions of children and youth who have been
displaced from their homes due to war, conflict, natural disasters and families seeking a better life.

2. The Scope of the Problem

The problem of children displaced from their homes spans decades and will most certainly worsen
in the future due to the scope of the problem and the lack of an appropriate international response.
This section provides a sampling of the magnitude of the problem. It is essential to first identify that
the plight of Palestinians represent the largest and longest displaced group of refugees. For seven
decades the global community has closed its eyes and has ignored millions of forgotten children now
living in the occupied territories of Gaza and the West Bank as well as those who been dispersed
throughout the Middle East in Lebanon, Jordan, and Syria. The majority of Palestinians (3.7 million
children and young people) are under the age of 25, and 40% of (2.5 million) are under the age of 18 [4].
Every decade since has experienced its own diaspora. This includes but is not limited to the exodus
that started from Southeast Asia in the 1970–1980’s and Somalia in the 1990’s [5,6]. Since the turn of the
millennium, refugees have fled the conflict and wars in Iraq, Afghanistan, and Syria. Africa has also
experienced multiple displacements of children throughout the continent. Most recently the world has
witnessed the persecuted Rohingya fleeing Myanmar into Bangladesh [7,8].

Children on the move also include millions of children migrating either with their families or as
unaccompanied children and youth who are not fleeing war but are seeking a safer environment and
opportunity for the future. Frequently labeled economic migrants, they are trying to escape poverty,
exploitation, limited opportunity and frequently violence [9]. This includes the children and youth
being forced into child labor or sex trafficked [10,11].

The situation has been exacerbated by a gradual shift in our response to this crisis at the national
and international level. Though not uniform, we see growing intolerance and disdain translated into
international policy. A growing fervor of fear and xenophobia has led to the closing of borders, stricter
application of refugee and asylum criteria and increasing deportation, all of which are intended to
stop the human flow seeking safety and freedom. The result is “stateless” children who are neither
welcomed from their country of origin or the country where their exodus ends [12]. Do these children
have rights and if so what moral obligations do we, as a global community, have in addressing
their plight?

3. Children’s Rights and International Protection

In 1923, Eglantyne Jebb, who witnessed and documented the devastating effects of World War I
on European children, penned a Declaration of the Rights of the Child. She later went on to start the Save
the Children dedicating her life to children displaced by tragedy and war [13]. The Declaration was
subsequently adopted by the United Nations in 1952 [14].

The Declaration espoused the basic principle of civil and political as well as economic, societal and
cultural rights for all children. To put the Declaration into force, the UN General Assembly passed the
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UN Convention on the Rights of the Child on 20 November 1989 and has become the most universally
accepted treaty in the history of the United Nation [15]. Globally every nation has signed the CRC (UN
Convention on the Rights of the Child) except for the United States and South Sudan. The Convention
establishes the responsibility of governments, institutions, citizens and families to ensure that the
rights of the child are respected and all actions are directed toward achieving the “best interest of the
child” [16].

The Convention provides a framework for the protection of children on the move. It is of particular
concern that most professionals who deal with families with children are unfamiliar with the provisions
of the UN Convention on the Rights of the Child (CRC). The UN CRC was the first legally binding
international document to recognize the rights of the child. It provides a firm legal, moral, and ethical
basis to achieve equity in response to children on the move [17].

Two other UN Conventions speak to the need for vulnerable children on the move. The first is
the United Nations Convention relating to the Status of Refugees, which was adopted in 1951 and
entered into force in 1954. It remains the centerpiece of international refugee protection today [18].
The second is the 1990 International Convention on the Protection of the Rights of All Migrant Workers
and Members of their Families, which reiterates the principle of universal protection [19].

4. Budapest Declaration

In November 2017, the International Society of Social Pediatrics and Child Health (ISSOP)
passed the Budapest Declaration—On the Rights, Health and Well-Being of Children and Youth on the
Move. This society of international pediatricians was aware of the unprecedented global displacement
of children and its perverse effects on their health and well-being [20]. The Declaration advocates for
the following provisions:

• Entitles all children to the full complement of rights—regardless of their displacement status;
• Enumerates requirements for a holistic response to their physical and mental health risks

and needs;
• Defines the elements of leadership for pediatricians and organizations;
• Outlines requirements for evidenced-base policies, protocols and evaluation;
• Grounds this work in a global context;
• Establishes the structure of a Child Health Action Plan for Children and Youth on the Move.

In addition, cognizant of violations of human rights resulting from displacement, the Declaration
establishes the first comprehensive child rights-based blueprint for global pediatric leadership and
action that integrates clinical care, systems development and public policy [21]. Specifically, in the
domain of clinical care it recommends; health assessments and continuity of care should be performed
in a manner that is sensitive to their cultural and ethnic origins. Specifically, an awareness that refugees
and immigrant families are not a homogenous population.

Rather a heterogeneous tapestry of different cultures with different beliefs around health, wellness
and approaches to care. In addition, that even within a specific region or country numerous languages,
dialects and distinct ethnic backgrounds must be acknowledged as providers seek to establish trust and
a meaningful healing relationship. It must take place with informed consent and include participation
in physical and mental health care decision making. In addition, professionals working with children
should be trained in cultural and linguistic competency and how to work with interpreters.

Finally, care delivery must incorporate a trauma-informed approach to care. Trauma-informed
approaches must assure that the care delivered is aware and sensitive to past traumas that have
occurred in the child’s home country, during their journey and in the new location that they have
arrived. All efforts must be made to not re-traumatize the family or children in the administration
of care. It must also establish therapeutic approaches that are developmentally appropriate for the
children and youth who are being served with ancillary strategies and complementary approaches
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that promote healing. Health systems must recognize the physical and mental vulnerabilities across
the age span including pregnant women newborns, children, adolescents and young adults.

In addition, the needs of children with disabilities must also be addressed. Service delivery
systems for these children and youth, even in countries with well-established health systems,
must address the fragmentation and barriers to optimal care.

An essential element of new policies is that every nation state should advance Health in all Policies
with a commitment to global public heath that advances equity for all within their borders [22].
States parties should be held accountable for their actions to children and youth on the move within
their boundaries to ensure the full implementation of the rights articulated in the CRC, and this
accountability should be addressed in their periodic reports to the Committee on the Rights of the Child.
As of May 2018, fifteen International Pediatric Professional Associations have endorsed the Budapest
Declaration representing pediatricians from North and South America, Europe, Asia and Australia.

5. Conclusion

Pediatricians and all professionals dedicated to the care of children have critical roles to play
in response to the unprecedented global displacement of children. Pediatric leadership is essential
and will consist of clearly delineating roles and responsibilities for engagement with other global
organizations seeking change. This must include cooperation with key partners such as the UN
Childen’s Fund (UNICEF), the World Health Organization (WHO) and the UN High Commissioner for
Refugees (UNHCR). It will also include participation in a larger coalition of other NGO’s whose goals
align including the International Organization for Migration (IOM), Save the Children, and Initiative
for Child Rights in the Global Compact. As the world seeks to close international borders and to
implement travel bans I make a plea for benevolence and tolerance. We must find policy solutions
and concrete programmatic change to address the needs of children and youth on the move. To that
end ISSOP has formulated a Child Health Action Plan for Children and Youth on the Move and has
convened a workgroup to undertake its implementation. It presently consists of twenty-five child
health professionals from fifteen countries. Together with other professional organizations and NGO’s
an effort will be made to affect positive change. The effort will attempt to shift the global response
from restricting access to expansion and openness. In the end let us remember that our kindness will
make us safer than fear. This effort is part of a larger global awareness. Presently, the United Nations
has undertaken a dialogue and initiated negotiations concerning Global Compact on Refugees and
Migrants. It is possible that states are awakening to the particular vulnerabilities of children and youth
on the move [23].
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