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Foreword

Meeting the mental health needs of child and adolescent refugees poses major prob-
lems for all communities. Most mental health workers are well trained in helping 
individual families and children, but few are experienced in meeting the very com-
plex needs of refugees. For a start, the sheer numbers are currently overwhelming. 
With many low- and middle-income countries having few qualified mental health 
personnel, how can they be expected to meet the acute and chronic needs of forced 
migrants? Faced with such challenges, people usually fall back on adapting and 
applying their existing skills and knowledge which may not always be appropriate. 
This welcome text in turn challenges many assumptions and points the way to 
applying better understanding based on contemporary models of child and family 
development.

Historically, it has to be conceded that many mental health workers responded to 
the perceived needs of refugees focusing on mainly individual therapeutic interven-
tions. However, it soon became clear that these were insufficient in themselves and 
may even have been harmful. Cultural differences in understanding of mental health 
and widely differing contexts of family life rightly posed challenges. Focusing on 
stress reactions was seen as ignoring strengths and resilience. Outsiders rushing in 
to help without understanding the background of survivors and without knowing the 
supports and barriers within communities were inevitably less effective than they 
might have been.

This book provides helpful lessons from a wide range of academic and applied 
perspectives. Considerations of culture and the need to see the child in the context 
of family and community provide suggestions for improving the assessment of 
needs. Good, sensitive interviewing techniques—both with parents and children—
form the basis of most assessments. Healthy skepticism is aired about question-
naires but screening remains a necessity. Similarly, while warning against an 
exclusive individual therapeutic approach, the particular needs of children with 
developmental disabilities, substance abuse, depression, grief and, yes, even PTSD 
are discussed. Throughout there are clinical examples that bring the issues to life.

One overriding problem is the great lack of acceptable evidence for the 
approaches recommended. At the wider community level, psychosocial interven-
tions that claim they are not “clinical” offer help at what seems to be an acceptable 
level. But where is the evidence that safe child spaces or even psychological first aid 
are really effective in helping refugee children adjust to their reactions to being 
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uprooted? Difficult as it is, there is a moral as well as scientific imperative to evalu-
ate all efforts to help.

While the main approaches discussed rightly argue that children should be sup-
ported along with and within their families, a high percentage of child refugees 
arrive at a hopefully safe and welcoming country but alone. The additional issues 
that unaccompanied minors pose to authorities require even greater planning. This, 
and evaluation, will feature in the next edition of this book, provided the mental 
health community takes heed of the lessons given here.

London, United Kingdom William Yule

Foreword
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1Bridging the Humanitarian, Academic, 
and Clinical Fields Toward the Mental 
Health of Child and Adolescent Refugees

Peter Ventevogel and Suzan J. Song

 Conceptual Debates in the Field of Child Refugee 
Mental Health

Many early publications on the effects of collective violence focused on posttrau-
matic stress disorder (PTSD), a diagnostic category that was only in 1980 enshrined 
in the third edition of the Diagnostic and Statistical Manual (DSM-III), the formal 
psychiatric classification system (DSM-III). While the concept was not completely 
new [26], the adoption by the DSM prompted major research efforts around 
PTSD.  Increasingly, symptoms of PTSD were identified among children [90] 
including among resettled refugee children [3, 5, 36, 86]. However, from the begin-
ning, there was a vocal group of critics who questioned the applicability of the 
concept among refugees. They argued that framing phenomena like recurrent mem-
ories, high vigilance, and loss of hope in refugees as symptoms of PTSD requiring 
medical treatment were an imposition of Western diagnostic categories. Doing so 
would ignore the social context that produces “symptoms” and as such only makes 
things worse by “pathologizing” reactions that could be better perceived as socially 
and culturally patterned adaptive reactions to adversity and loss [10, 21, 61].

Overall, the debate among mental health professionals around the presence of 
PTSD among refugees seems to have withered down over time, at least among men-
tal health professionals working with refugees in high-income countries. In recent 
major publications around mental health of refugees and disaster-affected popula-
tions, the PSTD concept is not contested or seen as controversial anymore [28, 46, 
82, 92].

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-030-45278-0_1&domain=pdf
https://doi.org/10.1007/978-3-030-45278-0_1#DOI
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However, while the concept of PTSD has become widely accepted in refugee 
mental health care in “resettlement countries,” concerns remain to be voiced around 
the overtly strong focus on treating symptoms in the individual rather than using 
systemic approaches that expand the focus from the individual to that of the family 
and community [30, 43, 51, 57].

Theoretical concepts that get increasing scholarly attention include resilience 
and the socio-ecological model of refugee mental health and well-being. These con-
cepts are not novel, but attempts to bring these thoughts within mainstream refuge 
mental health care are relatively recent [58, 65]. Such concepts largely still lack 
operational translation into evidence-based intervention approaches, although 
important recent advances are made [6, 22, 23].

 Conceptual Debates in Humanitarian Mental Health 
and Psychosocial Support

Similar debates around trauma-focused versus community-based approaches, 
and clinical versus socio-ecological approaches, have marred the field of “men-
tal health and psychosocial support” (MHPSS) in humanitarian settings [76]. 
The field of MHPSS was, and to a large extent remains, theoretically influenced 
by community- and recovery-focused approaches formulated by social psychol-
ogists, social workers, and social scientists [8, 9, 11, 60, 83]. The needs in mas-
sive humanitarian crises are often so overwhelming and accompanied by major 
ruptures in supportive social systems and formal services that strong triage is 
required. Assistance cannot be solely dependent on specialized clinical mental 
health workers [55, 56].

Of pivotal importance was the publication of the Inter-Agency Standing 
Committee (IASC) Guidelines for Mental Health and Psychosocial Support in 
Emergency Settings [33] that led to a (rather fragile) consensus among policy mak-
ers and practitioners [1, 74, 84]. A key notion in these guidelines is that interven-
tions need to be situated within a multilayered system that integrates approaches to 
foster recovery of emergency-affected communities through strengthening social 
support and rebuilding of community structures with more clinical approaches for 
those with severe or disabling mental health conditions [81]. The IASC MHPSS 
guidelines greatly contributed to the consolidation of MHPSS as a field for interven-
tions [31]. The model has been adopted by almost all major humanitarian actors 
including the World Health Organization, UNICEF, the United Nations High 
Commissioner for Refugees, and the International Organization for Migration and 
provides a unifying framework, despite significant differences in programming of 
these organizations [34, 54, 67, 70, 73]. However, the impact of the IASC Guidelines 
outside humanitarian emergencies is limited. Many mental health professionals 
working in refugee mental health are unaware of the guidelines or feel unable to use 
them clinically, as the guidelines are written for massive humanitarian crises with 
limited human resources. Not very helpful in this regard is the conspicuous absence 
of reference to psychological trauma in the IASC guidelines, which has prompted 
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critique from academic trauma researchers [12, 91]. Issues related to the utility of 
trauma-focused cognitive behavioral therapies in humanitarian contexts are unre-
solved and keep provoking heated discussions [47, 48, 75].

 The Importance of Socio-ecological Approaches and Public 
Mental Health

Over the last decades, dozens of edited books about the mental health of refugees 
and other people affected by armed conflict have been published. Also, there are 
many books focusing on the mental health of children and young people affected 
by war. Some early precursors of this book address issues that are remarkably 
similar to the issues at stake in contemporary refugee mental health, such as the 
balance of psychosocial and mental health interventions, the importance of social 
support, the danger of addressing “symptoms” devoid of context [15], and the 
importance of social work and social policies [85]. A range of important publica-
tions in the early 2000s addressed the mental health consequences of collective 
violence in populations affected by armed conflict and incorporated the mounting 
critique on the way in which Western psychiatric categories were ascribed to refu-
gee populations, while social, political, and economic factors that play a central 
role in refugees’ experience were ignored [80]. In 2002, Joop de Jong [17] edited 
a book detailing work of the Transcultural Psychosocial Organization, a nongov-
ernmental organization that he founded. The book details the pioneering 
approaches in the provision of mental health and psychosocial care for conflict-
affected populations. His book does not specifically focus on refugees or children, 
but makes an important synthesis of the literature in the introduction chapter, 
placing interventions in a broad global public mental health perspective [16]. In 
the same period, Miller and Rasco [45] edited an important book that used a 
socio-ecological perspective in the conceptualization of mental health issues of 
refugees. It showcased, as in the book of de Jong, examples of how practitioners 
used such perspectives in their work. The books of de Jong and of Miller and 
Rasco made important theoretical contributions to the field and have deeply influ-
enced our thinking. Several other books on the mental health of refugees or con-
flict-affected populations published in the same era either take more critical 
stances toward conventional paradigms in refugee mental health [8, 32] or use 
more conventional trauma-focused or clinical approaches [7, 38, 42, 87]. None of 
those books specifically focused on children, but publications on refugee and war-
affected children see a similar oscillation around the same issues. There continues 
to be a lack of major breakthroughs despite re-emerging attention to the use of 
socio-ecological models of refugee mental health, incorporating resilience per-
spectives, considering the importance of daily stressors, and applying long-term 
perspectives [4, 25, 29, 35, 40, 59, 63, 64]. Overall, within the theory of child 
refugee mental health care, clinical and socio-ecological perspectives are gradu-
ally converging [79], but we have a long way to go to reach integration in pro-
grammatic praxis [44].
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 Why This Book?

We have learned much from the books and articles that we briefly referenced above. 
So, one could argue, why a new book? We feel the answer is in bringing together a 
variety of approaches within a single volume that is easily accessible to mental 
health practitioners. We distinguish five key features that, taken together, we hope 
gives this book an added value.

 Using a Global Perspective

Academic texts often distinguish between child refugees in low- and middle-income 
countries and those in resettlement settings in high-income countries [24, 52]. There 
are good reasons to do this. For example, the situation of a South Sudanese child in 
a refugee camp in northern Uganda differs dramatically from the situation of a 
resettled South Sudanese refugee child in a country like Sweden: the problems are 
different. The available resources are different. The social context is different. But 
what about a South Sudanese refugee who lives for many years in the Egyptian 
metropolis of Cairo? Or a South Sudanese refugee child in a transit center in 
Southern Italy? In a globalizing and increasing interdependent world, the sharp dis-
tinctions between “here” and “there” are becoming blurred. The refugee in Uganda 
may well be in close touch with relatives in Egypt, Italy, or Sweden through social 
media and the Internet. Of more importance than being a refugee in a transit country 
or having arrived as an asylum seeker in a host country is the context in which chil-
dren live. For example, keeping children in immigration detention leads to poorer 
mental health outcomes [18, 27, 39, 49, 53].

Borders are becoming blurred and porous, despite desperate attempts of govern-
ments to erect walls and fences. This book therefore chooses a global perspective: 
in all chapters the authors attempt to provide information that is useful across set-
tings without sharply dividing the world simplistically into “low- and middle- 
income” or “pre-migration” on one side and “high-income countries” or “resettlement 
countries” on the other.

 Blending Research Findings with Clinical Wisdom

Research into refugee mental health is booming. As described above, there are 
many systematic reviews on a range of relevant research topics such as mental 
health epidemiology and therapeutic interventions [24, 41, 50, 52]. These data are 
tremendously important and exciting, albeit sometimes written in rather dense and 
scholarly manners. There are also publications such as manuals, to assist clinicians 
in providing mental health care for child refugees [13, 19, 88, 89]. There are also 
practitioner reviews that provide a synthesis of key clinical issues to practitioners 
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[20, 37, 78] and policy- oriented programmatic guidance for work in humanitarian 
contexts [2, 33, 62]. In the current book, we aim to blend all these perspectives into 
a cocktail with many different ingredients that is easily digestible and, as we hope, 
gives the reader a taste for more.

 Linking Treatment of the Individual with the Context of Family, 
Community, and Society

Mental health treatment is more than what happens between the walls of a consulta-
tion room and can also include activities within communities, schools, and people’s 
homes. In humanitarian settings, MHPSS programs are often broadly conceptual-
ized to include activities that can be done by nonspecialists in nonclinical settings 
[77]. The field of humanitarian MHPSS has developed strong intersectoral ways of 
working that we feel could be useful for high-income settings as well, particularly 
where refugee mental health in high-income settings is often dominated by trauma- 
focused approaches.

 Considering a Range of Clinical Issues

A popular but erroneous assumption is that psychopathology of refugees is neces-
sarily related to having experienced traumatic events and that the clinical issues are 
mainly related to psychological trauma. Another common erroneous assumption is 
that traumatic events predominantly occur in the country of origin. In our clinical 
experiences, refugee children struggle as much with issues that happened during the 
perilous journey to safety and after having arrived in presumably safe countries. 
Without a doubt, the horrific events that a sizeable group of refugee children went 
through have an important impact on their mental state. But other psychopathology 
is caused by, or mediated through, the current context in which refugee children 
live – often characterized by instability, socioeconomic hardships, marginalization, 
and loss of agency.

Therefore, refugee mental health should not be seen as a subsection of psy-
chotraumatology. The whole spectrum of mental health conditions is relevant to 
refugees. The World Health Organization estimates that around 22% of adult popu-
lations exposed to collective violence develop clinically relevant mental health con-
ditions [14]. Prevalence rates of PTSD but also of other anxiety disorders, depression, 
complicated grief disorder, and psychotic disorders increase significantly. These 
data are for adults, but we have no reason to believe the picture will be dramatically 
different for conflict-affected children. Therefore, we felt it was important to inte-
grate information on a wide range of mental health issues such as grief, depression, 
anxiety disorders, severe mental disorders, substance use disorders, and develop-
mental disabilities.
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 Making the Text Accessible for Nonspecialists

Regularly, we are approached by clinicians and aspiring researchers in the field who 
would like to get involved in working with refugee children. We feel that many of 
the extant literature is not very accessible to them because of the length of texts and 
the specialized focus of many. We felt an introductory text was needed that could 
provide readers who are relatively new to the subject a concise overview of the state 
of the art, without discussing topics so much in depth that readers would lose atten-
tion. The current book aims to synthesize current knowledge and good practices on 
the topic in a way that does not yet exist, as far as we know. What we had in mind is 
the kind of book that we wished we could have read when we started our work with 
child refugee mental health.

 Defining the Core Concepts

 What Is a Refugee?

An unprecedented 70.8 million people around the world are forcibly displaced from 
their homes due to armed conflict and situations of generalized violence [71]. Half 
of the 25.9 million refugees are under the age of 18 years old, making mental health 
of refugee children a major and growing public health problem.

Refugees are defined as persons who have been forced to leave their country 
to escape war, violence, conflict, or persecution and have crossed an interna-
tional border to find safety in another country. The 1951 Refugee Convention 
is a major international legal document that defines a refugee as: “someone 
who is unable or unwilling to return to their country of origin owing to a well-
founded fear of being persecuted for reasons of race, religion, nationality, 
membership of a particular social group, or political opinion” [68]. It is some-
times assumed that all refugees have fled war. However, people can also become 
refugees because they are political activists, have experienced sexual and gen-
der-based violence, or were persecuted due to religion or sexual orientation. An 
asylum seeker is someone who requests international protection, but whose 
application still has to be processed. An internally displaced person is someone 
who is forcibly displaced within the borders of their country. This book focuses 
on refugees, asylum seekers, and internally displaced persons but not on 
migrants (i.e., persons who voluntarily cross borders in search for employment 
or education).

Many refugee children flee together with their parents, but others arrive as unac-
companied or separated children (UASC). “Separated children” are separated from 
both parents, or from their previous legal or customary primary caregiver, but not 
necessarily from other relatives. They may be accompanied by other adult family 
members. “Unaccompanied children” are separated from both parents and other 
relatives and, as consequence, are not cared for by an adult who, by law or by cus-
tom, is responsible for their care [72].
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 What Is a Child?

As explained in Chaps. 1 and 2 of this book, the definitions of who is considered a 
child and who is an adult vary considerably. In this book we use the United Nations 
definitions of childhood (see Box 1.1) for reasons of consistency within the text. 
The children and adults with whom we work may have different definitions, high-
lighting the notion that childhood is a cultural construct that has different meanings 
based on context and environment.

 What Is the Migration Trajectory of a Refugee?

Just as the reasons for becoming a refugee are varied, so are their experiences of the 
journey to safety. Often the refugee trajectory is defined as a linear process of pre- 
migration (the baseline situation at home that is disturbed by violence or other 
causes), migration (flight from the home country to a new country, with transitory 
stays in a refugee camp), and resettlement. The trajectory of many refugees is, how-
ever, less straightforward, much more complex, and often nonlinear. First, only a 
minority of refugees ever get resettled in a third country. Many others stay for long 
periods in refugee camps, informal settlements, or in rented settlements in urban 
settings, therefore being a refugee or asylum seeker for years or decades. 
Resettlement is only one of the solutions, the others being local integration, or 
return to the country of origin when conditions have improved. The experience of 
many refugees includes multiple migrations and, sometimes, long-term detention 
by governments, such as happens with “offshore detention” of asylum seekers arriv-
ing by sea in Australia, or by smuggler, traffickers, and armed groups such as hap-
pens in the Sahara and Northern Africa. Another misconception is that the transitory 
phase of refugee is mostly through stays in refugee camps. In reality, most refugees 
live in urban settings or integrated in rural communities.

 What Is Trauma?

There is a popular notion that all refugees are “traumatized” and victimized based on 
their experiences in their home country. Disorders such as PTSD, depression, and 
anxiety have shown to be high in this population, though with extremely variable 
prevalence rates and few longitudinal understandings of the mental health process 

Box 1.1 Definition of Childhood Terms

Children 0–18 years old
Adolescents 10–19 years old
Youth 15–24 years old

Sources: [66, 69]
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over time. These disorders fail to encapsulate the acculturation stress, cultural 
bereavement, traumatic loss, despair, and hopelessness that people may experience, 
as well as the loss of social and cultural connectedness and a sense of belonging. The 
term “traumatized” or “victim” can be disempowering and stigmatizing for the child 
and family that have been exposed to potentially traumatic events. We therefore pre-
fer the term “traumatic” as an adjective above “trauma” as a noun. Exposure to 
potentially traumatic events may lead to response that can be called “traumatic” in 
one child, but not in another. Moreover, the focus on potentially traumatic experi-
ences that lead to refugee status may overlook and undervalue the importance of the 
attrition stressors that affect the mental health for the refugee child. Such stressors 
related to uncertainty about the future, legal status, loved ones, as well as discrimina-
tion, acculturative stress, and ambiguous loss of loved ones, play a large role in the 
development and maintenance of poor mental health for refugee children.

 How This Book Is Organized

The book is set up in four main parts to provide a comprehensive approach to the 
understanding of child, adolescent, and family refugee mental health. The first part 
provides an overview of concepts that are fundamental to the care of child and ado-
lescent refugees through a research and public health lens. Bennouna, Stark, and 
Wessells describe the population of refugee and war-affected youth from a socio- 
ecological framework. While multiple academic fields have agreed on the impor-
tance of the sociocultural context in the pathways to poor child and adolescent 
mental health, Reis, Crone, and Berckmoes critically examine how to unpack “con-
text” and “culture” for refugee youth. Understanding how both context and culture 
can be used to support resilience in refugee youth and families can be useful in both 
practice and policy. Vindevogel and Verelst describe the use of a resilience frame-
work for refugee youth in a humanitarian context. Since the strongest evidence for 
promoting the mental well-being of war-affected youth is on family-level variables, 
understanding the role of family as both sources of support and strain can be critical 
when working with refugee youth and families [63, 64].

The second section of the book shifts from academic and humanitarian public 
mental health approaches to integrating clinical, practical guidance on important 
principles to consider in the mental health assessment of refugee children, adoles-
cents, and families. Song and Ventevogel and Song and Oakley use their clinical 
expertise to provide clinical guidance for practitioners. As many clinicians are 
working in humanitarian contexts, we also asked Snider and Hijazi to discuss the 
UNICEF operational guidelines on how to support community-based mental health 
and psychosocial support that can be scaled up based on current evidence for the 
implementation of programs in humanitarian settings.

The third part of the book discusses symptom clusters commonly seen in refugee 
children and adolescents. We are grateful to have seasoned clinicians that can dis-
cuss nuanced issues with this population. Jones uses her breadth of clinical care in 
humanitarian settings to help practitioners engage with grief and loss with refugee 

P. Ventevogel and S. J. Song



11

children and families; Rousseau and Gagnon discuss not only how to understand but 
also how to address the impact of stress and traumatic events on children; and 
Ventevogel and de Jong highlight the depression and despair that some youth and 
families may experience in their chapter on emotional disorders in refugee children. 
We also include chapters on topics that have a growing body of clinical research and 
are in dire need of clinical intervention. Greene and Kane provide a review of sub-
stance abuse in conflict-affected children. Cavallera, Nasir, and Munir give a practi-
cal guide to the assessment and management of children with developmental 
disabilities, particularly in humanitarian settings, and Liu and Chowdhary discuss 
severe mental illness and neuropsychiatric disorders among refugee children.

The fourth part of the book integrates the theory, research, and clinical approaches 
to provide practical examples of how to use a family- and strengths-based approach 
toward the assessment and care of mental health problems for refugee children. 
Dybdal describes an intervention by Save the Children in Denmark that enhances 
resilience in unaccompanied young men. Mooren, Bala, and Van der Meulen under-
score the need for family-centered approaches with refugee youth and ways to engage 
family in humanitarian contexts; and Frounfelker, Mishra, Gautam, Berent, Abdi, and 
Betancourt are exemplary in their collaboration between researchers and community 
members in using family-centered approaches for child refugee populations.

 What This Book Hopes to Accomplish

We hope this text will provide practical, clinical guidance on how to assess and man-
age mental health conditions in refugee children/adolescents and their families. Our 
wish is to introduce clinicians to new ways of thinking that combine the insights of a 
strengths-based and resiliency approaches and family-centered approaches with 
practical guidance for clinicians of various skill levels. We equally hope to remind 
researchers and policy makers of the clinical realities in working with refugee chil-
dren. Finally, we hope that the book can contribute to a further advancement of the 
field of child refugee mental health care as it is our strong conviction that humanitar-
ian workers, mental health clinicians, and researchers alike can benefit from using a 
framework that incorporates clinical approaches to mental health problems with 
notions of resilience, family-centered care, and awareness of context and culture.
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 Introduction

Armed conflict is increasingly encroaching upon the lives of children and ado-
lescents around the globe. The stark images of girls and boys standing disori-
ented against the backdrop of concrete rubble in cities such as Damascus, 
Sana’a, Mosul, and Mogadishu have become too familiar over recent years. 
Such photographs attest to several alarming trends in armed conflict that are 
increasingly endangering the lives of civilians and young people in particular. 
The urbanization of today’s armed conflicts means that attacks have a higher 
likelihood of directly harming civilians, compared to conflicts fought in less 
populated areas [28, 54]. Meanwhile, collateral damage to infrastructure and 
residential property—the rubble in the background—can have a range of sec-
ondary effects to public services and local economies. The continued use of 
landmines and increasing reliance on aerial bombing campaigns in many high-
intensity conflicts greatly increase the likelihood of civilian harm [39, 52]. What 
is worse, armed forces and non-state armed groups alike have demonstrated 
profound disrespect for international humanitarian law, intentionally targeting 
civilians as a strategy of war. Horrifying examples include the Assad regime’s 
repeated chemical weapons attacks on Syrian civilians, the Saudi Arabian 
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coalition’s indiscriminate airstrikes and sieges of rebel-held Yemeni cities, and 
Boko Haram’s abduction of hundreds of children [65, 80, 86, 111, 114].

These trends have dire implications when considering that some 357 million 
children and adolescents live in areas affected by armed conflict, up from some 
200 million two decades ago [7]. Nearly one in six people under the age of 
18 years old lives within 31 miles (50 km) of violence related to armed conflict. 
The dangers associated with conflict-affected areas have led to an unprecedented 
level of forced migration globally. Currently 68.5 million people are displaced 
due to armed conflict and persecution, and the numbers of forcibly displaced 
people has risen each year since 2012 [112]. Children and adolescents account 
for some 52 percent of refugees [112].

This chapter examines how the interplay of risk, protective, and promotive 
factors at different levels of the social environment, and at different points in 
time, influences the mental health and psychosocial well-being of children and 
adolescents.

 Children, Adolescents, and Armed Conflict

Children and adolescents around the world encounter and respond to armed 
conflict in a variety of ways. Potentially traumatic events, such as experiencing 
an attack or torture, can cause significant psychological distress and can ulti-
mately contribute to the development of post-traumatic stress disorder (PTSD), 
depression, and other adverse emotional and behavioral outcomes [23]. In addi-
tion, a host of daily stressors, from social isolation and discrimination to impov-
erishment, can have strong detrimental effects on young people’s mental health 
and psychosocial well-being [61]. These daily stressors have a constant pres-
ence among those living in conflict- affected setting—and usually persist well 
after they have fled—compromising young people’s coping systems and leaving 
them even more vulnerable to the effects of traumatic stress.

Researchers and practitioners alike have increasingly drawn on the social 
ecological framework to conceptualize the complexities of children and adoles-
cents’ experiences with armed conflict and its fallout [19, 27, 82, 102, 122]. 
Originally introduced by Urie Bronfenbrenner, and adapted to a wide range of 
applications thereafter, this framework subdivides children’s social environ-
ments into several nested levels [22]. The exact terms used for each of these 
levels change, depending on how the framework is being applied.

The social ecological framework emphasizes that the social environment and 
the relationships within them challenge or support children’s mental health and 
psychosocial well-being. In this chapter, we begin at the broadest level, by 
describing the societal influences of armed conflict on girls and boys. We then 
narrow in on factors at the community level, followed by the interpersonal and 
family level, before finally focusing on the ways that individual factors contrib-
ute to children and adolescents’ experiences of armed conflict. In addition to 
distinguishing between these levels, the social ecological framework also 
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emphasizes the importance of the interactions between them over time, which 
we highlight throughout the chapter. This approach avoids the historic tendency 
to view adverse mental health and psychosocial well-being outcomes almost 
exclusively in individual terms. Instead, the framework enables us to begin com-
prehending the dynamic ways in which social environments influence children/
adolescents’ adverse and adaptive responses to the extreme adversities of war.

 Society

Children and adolescents are deeply embedded in the societal systems that are 
thrown into disarray in the lead up to armed conflict and thereafter. For this 
reason, it is critical that humanitarian practitioners consider how factors in chil-
dren’s social, economic, and political lives affect them in times of crisis. Today’s 
wars were usually preceded by years, if not decades, of political turmoil. The 
Syrian civil war, for example, began in 2011 with demonstrators protesting the 
Assad regime’s repressive use of force against civilians—including minors—
institutional corruption and failed economic and environmental policies, which 
had lasted years [5]. Many of today’s armed conflicts, in fact, follow numerous 
cycles of previous political violence, including, for instance, in Afghanistan, 
Yemen, the Central African Republic, and Myanmar. In such settings, the sys-
tems preserving social order—including those supporting child/adolescent 
mental health and psychosocial well-being, such as healthcare and education—
became fragile well before the first gunshot, leaving populations all the more 
vulnerable to the effects of armed conflict. To assess children’s exposure to 
adversity as a sole function of the present conflict in such circumstances would 
ignore crucial historical context.

Against this backdrop, the onset of armed conflict can have a range of influ-
ences on the social fabric of affected areas. Some of this influence depends on 
the narratives produced by the various parties to conflict and their sympathizers 
to justify their actions. Those who see themselves as oppressed by the state, for 
example, may find hope in the struggle for liberty, despite the dangers of fight-
ing. Meanwhile, others may exploit ideological narratives, such as exclusion-
ary  nationalism or religious fundamentalism, to recruit supporters and vilify 
opponents. Members of historically persecuted minority groups may fear being 
scapegoated and targeted by the majority, which in turn can lead them to fight or 
flee. Researchers have found that how young people and their communities 
make sense of armed conflict plays a significant role in their mental health out-
comes, as well as in the reintegration of former combatants and returnees fol-
lowing the cessation of hostilities [17, 18, 95, 121]. In turn, how a conflict is 
remembered or forgotten by a society has great bearing on whether the conflict 
recurs [115].

While civilian mortality often soars in the context of armed conflict, both 
from direct violence and from the collapse of these life-sustaining systems, 
those who remain struggle to preserve the routine and traditions of normal life 
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and to make ends meet, usually beyond the reach of humanitarian assistance. 
Over time, as different armed forces and groups vie for control over territories 
and seek to impose their own brands of order on local populations, they can 
reshape local norms and practices. For example, Islamist militant groups, such 
as Ansar Dine, al-Shabaab, and the Islamic State of Iraq and Syria (ISIS), have 
at various times imposed their extreme interpretations of Sharia law in the ter-
ritories they control, severely restricting the freedom of women and girls and 
banning certain forms of dress, cultural practices, and daily goods.

Confronted by this multitude of dangers, many are trapped, without the 
means or the freedom to leave. Millions of others leave their homes behind and 
take refuge in camps or settlements for internally displaced person (IDP), or 
seek asylum in other countries as refugees. For many, this means trading one 
form of marginalization for another. It is indicative that policymakers in host 
countries usually refer to hosting forced migrants as a “burden.” In many cases, 
IDPs, asylum-seekers, and refugees are treated with fear, suspicion, or even 
outright hostility by local governments and/or host communities. The fact that 
developing countries host some 85 percent of the world’s refugees certainly 
explains part of this tendency. Local populations in these host countries may 
feel underserved by their governments and therefore consider refugees a compe-
tition for limited resources and economic opportunity [112]. Most refugees and 
asylum-seekers in fact have no pathway to citizenship in these countries and 
have extremely limited rights to employment and local public services.

Recent years have seen a tremendous proliferation of negative attitudes 
toward refugees in high-income and traditionally tolerant countries, from 
Germany, Sweden, and the United Kingdom, to the United States, even as others 
in those countries work tirelessly to welcome newcomers. Across many parts of 
the world, politicians have denigrated refugees as invaders, job stealers, disease 
vectors, rapists, and terrorists. The growing hostility toward forced migrants 
means that, even when they have reached relative safety from acute warfare, 
children and adolescents must endure suspicion, prejudice, and lack of safety 
while simultaneously navigating the complexities of a new educational, linguis-
tic, and religious environment and trying to obtain citizenship status [14, 15, 48, 
71]. These post-displacement factors can have a number of detrimental effects 
on children and adolescents’ acculturation and mental health and psychosocial 
well-being outcomes [34, 56, 100].

 Community

Children and adolescents are active members of their communities. They contrib-
ute to public life not only as students but also as athletes, artists, activists, and 
aspiring adults, modelling but also challenging the behavior of the authority fig-
ures around them. To varying degrees, they are generally aware of the large issues 
facing society and especially as these issues manifest within the community. As 
such, children and adolescents can be highly attuned to the effects that armed 
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conflict has on community life, even if they do not always understand them the 
same way as adults do. Furthermore, children—and adolescents in particular—
sometimes play a sizeable role in conflict, whether through an association with 
armed groups or through engagement in peace processes. It is necessary to appre-
ciate the variety of ways that children and adolescents not only encounter but also 
respond to armed conflict at the community level in order to devise appropriate 
approaches for improving their well-being.

Around the world, in rural and urban communities alike, education and health 
form the bedrock of children’s public lives. Unfortunately, however, the impor-
tance of raising the next generation often does not safeguard schools and health 
facilities from the fallout of armed conflict in today’s unconventional battle-
fields. An abundance of evidence suggests that armed forces and groups alike 
target civilian structures intentionally, including schools and health facilities, 
across many of the world’s conflicts [11, 13, 38, 54, 83]. Combatants sometimes 
bomb schools and health facilities directly, as well as other civilian or “soft” 
targets, but their attacks can take more insidious forms as well, from occupying 
and using buildings for military purposes to threatening service providers and 
supply chains, to abducting students and patients and forcing them into hard 
labor, sex acts, marriage, and/or active participation in hostilities [10, 38]. Such 
insecurity frequently means that caregivers in conflict zones keep their girls and 
boys at home, contributing to school dropout and an underutilization of health-
care, even for acute needs [109]. In such circumstances, many schools and 
health facilities close, whether temporarily or permanently. In Yemen alone, 
some 27 percent of schools have closed, two million minors are out of school, 
and—as of late 2016—some 55 percent of health facilities were not functioning 
[83, 110].

In the midst of this insecurity and destruction, what is left of civil society 
erodes too, as community elders, neighborhood associations, grassroots activ-
ism groups, charities, and local media organizations disband or are forced to 
operate underground. Public safety and justice systems tend to also be com-
promised, enabling greater impunity for violations against young people [109, 
124]. In addition to the shuttering of these and other public services, girls and 
boys also suffer from the erosion of local economies; the poverty, malnutri-
tion, and disease that result from the confluence of these factors can have 
devastating effects on young people’s mental health and psychosocial well-
being. With limited resources, humanitarian actors do their best to reinforce 
local providers and replenish needed supplies, all the while combatants 
increasingly deny humanitarian actors access to the populations most affected 
by armed conflict, or attack aid workers outright [54].

Non-state armed groups also use community resources, such as schools and 
places of worship, to indoctrinate and ultimately recruit young people. An anal-
ysis of the UN Secretary General’s annual Children and Armed Conflict reports, 
which tally grave violations that have been verified in select high-risk countries 
over the previous year, has found 49,640 cases of girls and boys being used by 
armed groups and forces between 2005 and 2016, whether through voluntary or 
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forced recruitment [54]. The risks of becoming associated with combatants are 
by no means limited to young people from places directly experiencing armed 
conflict, however. The global reach of recruitment efforts has become painfully 
evident in recent years, with ISIS having recruited some 27,000–31,000 fighters 
from at least 86 different countries, as of a 2015 estimate [104]. Yet, non-state 
armed groups have been recruiting transnationally for years, both via social 
media and in person—for instance through abductions along migrant routes and 
refugee camps [78, 120, p. 31–56].

Armed groups and forces use children and adolescents of all ages as combat-
ants but also as scouts, cooks, porters, laborers, recruiters, and a number of 
additional roles [69]. These roles are often fluid, with one person potentially 
serving multiple functions. In some contexts, girls and boys play the same or 
similar roles in combat and in supporting combatants, while, in others, each is 
recruited (or abducted) based on traditionally gendered roles. In many places, 
for instance, girls are forced to “marry” male soldiers and are disproportionately 
subjected to sexual violence [69]. Regardless of their role, young people associ-
ated with combatants face several risks to their physical and mental health, 
experience significant stigma, and tend to have trouble reintegrating into their 
communities well after the cessation of hostilities [17, 91, 107, 120, p. 107–53]. 
In addition to the risks of sexual violence and fatal injury, children and adoles-
cents associated with armed conflict may be exposed to a barrage of daily stress-
ors and traumatic life events, from hard labor and coerced substance use, to 
maiming, torture, and the forced murder of civilians.

Asylum-seekers and refugees encounter a tremendous amount of risks 
throughout the course of their displacement. The geography of today’s conflicts 
means that, even if they are able to make it out of their countries alive, a large 
proportion of forced migrants must take refuge in countries that are themselves 
fragile. Parents frequently decide to migrate further, searching for a stable place 
of refuge, where their children can have a chance to recover and resume their 
education. Given the overwhelming number of obstacles involved in crossing 
international borders as a forced migrant, young people and their families must 
often place their faith—and their last remaining finances—in smugglers, who 
are not always capable, or willing, to broker their safe passage. Along the way, 
migrants are often targeted by opportunists trying to exploit their vulnerabili-
ties. Intricate criminal networks have flourished along common migration routes 
around the world, often in connection with armed groups, local government 
officials, and smugglers [47, 105]. As a result, many young asylum-seekers are 
abducted into labor and sex trafficking operations or kidnapped for ransom. 
Others are captured by state forces and either placed in detention under cruel 
conditions or forcibly returned to their home country [59]. The complexity of 
risks that forced migrants face during their displacement not only demonstrates 
the interactions between factors at the community, family, and society levels, 
but also problematizes these terms altogether as they relate to such contexts. As 
young asylum-seekers move across international borders and the familiar web 
of community actors from home is replaced with border control officers, 
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humanitarian actors, and agents of transnational smuggling or trafficking net-
works, it becomes clear that many have lost their communities altogether, at 
least temporarily.

Given the overwhelming dangers of growing up in a conflict-affected country, 
and the considerable risks that young people and their families take in fleeing, it 
is tempting to believe that conditions are much better once forced migrants have 
reached their destination. Considering the great diversity of contexts that forced 
migrants move through after they have left their home countries, it can be mis-
leading to generalize about refugees as such. Nevertheless, if the ultimate goal for 
forced migrants is not only to survive but also to find a “durable solution,” either 
through authorized local integration, resettlement in a third country, or voluntary 
repatriation, the steep majority do not actually reach their destination for a long 
time, if ever. UNHCR’s records, for example, indicate that 667,400 refugees of all 
ages returned to their home countries in 2017, 102,800 were admitted for resettle-
ment, and 73,400 were naturalized [112]. Meanwhile, some 3.1 million people 
were seeking asylum, and 25.4 million were already registered as refugees [112]. 
Although these figures are admittedly crude, they make the point that many more 
people (well over three times as many) in 2017 were trying to enter the refugee 
system than being successfully moved out of it. In a perpetual state of limbo, 
many young asylum-seekers and refugees move from camp, to informal settle-
ment, to detention center, and back.

While young people are often better able to access basic services as refugees 
than in their country of origin, access to quality services varies widely across 
displacement contexts [68, 94]. Only 61 percent of registered child refugees 
attend primary school, and only 23 percent of adolescent refugees attend sec-
ondary school [113]. The rest struggle to find and keep work, if they are capa-
ble; some are unable to do much, owing to illness, malnutrition, injury, and/or 
adverse mental health conditions [55]. Access to services can be especially dif-
ficult for the 58 percent of refugees that are estimated to live in urban areas, not 
to mention for the asylum- seekers and undocumented forced migrants living in 
urban settlements [112]. Those who are fortunate enough to enroll in school and 
see a trained health provider on a reliable basis frequently experience discrimi-
nation by providers, and from their communities more broadly, whether based 
on their refugee status or their ethnicity, race, religion, gender, or language 
skills [100]. Children and adolescents resettled to high-income countries face 
similar challenges, especially in today’s political climate of austerity and anti-
immigration sentiment, leaving many with a feeling of isolation and alienation 
[33, 34, 58, 62].

Refugees and asylum-seekers often discover that the community-level inse-
curities they tried to escape back home have followed them across the border, 
albeit in different forms and degrees. In conflicts where ethnic or sectarian 
divisions play a significant role in the hostilities, refugees tend to find similar 
identity politics at work in camp settings. In Kenya’s multinational Kakuma 
and Dadaab camps, for instance, several observers have documented fighting 
between rival ethnic groups that mirror conflicts in the sending country (e.g., 
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between Sudanese Dinkas and Nuers), as well as emerging rivalries between 
different national groups (e.g., Somalis and Sudanese), and conflicts with host 
communities [26, 74 p.  88–101]. Non-state armed groups sometimes have a 
presence in refugee camps and informal settlements as well, taking advantage 
of the concentration of vulnerable people and resources to regroup, recruit, and 
refuel, or to mount attacks against perceived enemies [37]. The combination of 
these and other factors—such as underlying employment conditions in the host 
community and pressure from outside governments—often leads governments 
to securitize camps and official settlements, severely restricting refugees’ free-
dom of movement and livelihood opportunities, while fanning the mispercep-
tion of refugees as threats (e.g., “refugee warriors”) [41, 79, 108]. In such 
situations, those who leave or avoid camps in order to find work opportunities 
in cities are vulnerable to arrest and deportation, exploitation by corrupt police, 
and further violence with local communities [37, 74, p. 181].

Refugee girls and boys may work for artificially low wages in a variety of 
industries, both in the formal and informal economies, from agriculture, con-
struction, and trade crafts, to sex work [3, 31]. Even in the formal economy, 
such work is often illegal, depending on the child’s age, the duration or danger 
of their work, or simply because they are not citizens; each of these infractions 
can be a cause for arrest. While much of this labor can indeed have a series of 
negative effects on child/adolescent safety and health, it also attests to their vital 
importance to their family and community’s ability to cope following displace-
ment [21]. Children as young as 5 overcome grievous risks on a daily basis in 
factories and in the streets to earn a living for their households and for their 
families back in their home countries [53].

Beyond the economy, girls and boys of all ages contribute to the resilience of 
their communities in several important ways [118]. Children and adolescents 
draw on their boundless energy and creativity to practice the traditional arts and 
crafts of their home countries while learning and building upon those of their 
new communities. They hold sports competitions, plays, and concerts; write 
poetry and journalism; and paint murals. They also band together to dream of 
better lives, and in so doing, they tend the hope of peace. As 16-year-old Hamza 
Almustafa wrote in a piece for Ritsona Kingdom Journal, a youth-run online 
magazine published in Greece’ Ritsona refugee camp:

And I promise the people, one day we will be safe. We will light candles. We will not cry 
anymore. We are going to build. We are going to do. And all the people will be brothers 
and sisters. There will be no difference between colours and religions. There will be no 
more weapons. There will be love, hugs and kisses. [2]

This tenacious hope for rebuilding is crucial for a community’s ability to con-
tinue enduring hardship and to eventually overcome it. What is more, when 
young people are allowed the opportunity, they act on their aspirations by form-
ing organizations and starting movements that have a hand in reconstituting not 
only their communities but also their societies more broadly. Recent years have 
seen growing attention to the roles that adolescents play in peacebuilding during 
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conflict and displacement, whether by advancing peace education with peers, 
promoting reconciliatory dialogue between rivaling factions, campaigning 
against the drivers of violence and insecurity, contributing to truth and recon-
ciliation processes, or creating groups that serve as alternatives to non-state 
armed groups [40, 89, 126]. For these reasons and more, children and adoles-
cents have been referred to as “the missing peace” [89].

 Interpersonal Relationships and Family

Healthy relationships with relatives and friends are foundational to children’s 
development and well-being. In times of crisis, children and adolescents draw 
on these relationships as a shield against adversity. Caregivers can mediate 
many of the effects of armed conflict through supportive parenting and the 
maintenance of a safe home environment [106]. Family members also monitor 
young people’s health and connect them with services and support when they 
need it. Family cohesion has been associated with greater service utilization and 
psychological outcomes [36]. In turn, girls and boys play significant roles in 
taking care of one another. They draw on siblings and peers for information, 
advice, and consolation but also for humor and fun in spite of the hardships that 
surround them. Youngsters also support their families and friends emotionally 
and help them to integrate culturally, economically, and technologically in con-
texts of displacement and resettlement.

Unfortunately, armed conflict disrupts many facets of childhood relation-
ships, both before displacement and thereafter [11]. Girls and boys often feel 
the breakdown of societal and community systems reverberate throughout their 
home lives, as their caregivers lose their livelihoods and sense of security and 
are forced to move into more crowded households. Over time, such stressors 
tend to wear on relationships within the family, potentially exacerbating under-
lying tensions. As armed conflict intensifies, many parents and older relatives 
leave home to fight, or bring the conflict home by holding military or political 
meetings, stockpiling arms and ammunition, or hosting combatants or displaced 
persons. Relatives may take different sides in the conflict or disagree about how 
to protect their families in such uncertain times. The inability to provide basic 
resources and protection for their families can harm caregivers’ sense of self-
worth and authority, which may in turn contribute to harsher parenting styles 
[16, 32, 88]. In contexts where masculinity is constructed around notions of 
being “the provider,” the sense of emasculation sometimes drives men to use 
violence against their partners and children, perhaps in part explaining high 
rates of intimate partner violence and family violence in emergency settings 
[76, 82, 96, 99, 101]. Exposure to traumatic events, moreover, can compromise 
caregivers’ mental health, sometimes contributing to substance use and further 
perpetration of violence, all of which increase the risk of harmful outcomes for 
girls and boys [60, 63, 91].
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In order to keep their daughters and sons safe, caregivers sometimes tighten 
controls over their children’s relationships and community lives. For many 
youngsters, this means not only staying home from school, as mentioned above, 
but also being cut off from social and recreational opportunities. Teenagers 
may rebel against these proscriptions, increasing family tensions. Caregivers in 
several contexts tend to focus their efforts at control on girls more often than 
boys. In the eastern DRC and refugee camps in Ethiopia and Rwanda, for exam-
ple, caregivers worried particularly about older girls, who they saw as vulnera-
ble to sexual pressure, participation in transactional sex, rape, and early 
pregnancy [16, 90]. With the hope of protecting their daughters, caregivers used 
narratives of fear and shame to limit their mobility and interaction with males.

Concerns over the ability to provide for, and protect, their daughters lead 
some parents to arrange marriages for them earlier than they would have other-
wise [9]. In Jordan, for instance, Save the Children reports that registered mar-
riages among Syrian refugee girls under 18 doubled from 12 percent in 2011 to 
25 percent by 2013 [84]. Unfortunately, early marriage may actually increase 
girls’ risk of victimization, as intimate partners have been disproportionately 
responsible for perpetrating violence against women and girls in many contexts 
of conflict and displacement [96, 97]. Early marriage can also have deleterious 
effects on child/adolescent sexual and reproductive health and educational out-
comes and has been associated with suicidality [103, 119]. Of course, young 
people sometimes decide to leave their family home of their own volition, 
whether because of family stressors, romantic relationships, or otherwise [16]. 
However, owing to the loss of property and income and the collapse of traditional 
institutions, children and adolescents frequently cannot afford to marry. Where 
marriage is seen as a rite of passage into adulthood, the inability to marry can 
suspend child/adolescent social growth, delegitimize (and criminalize) their rela-
tionships and children, and potentially result in further unrest [44, 85].

A familiar refrain among conflict-affected populations is that “everyone has 
lost someone.” The sustained rates of high mortality from violence and morbidity 
in places like South Sudan and Syria create the conditions in which the loss of a 
parent, sibling, or other close relation is all too common an experience for chil-
dren and adolescents [49]. In such settings, however, death is not the only kind 
of loss. For example, in Syria, tens of thousands have been disappeared by the 
regime and abducted by non-state armed groups, leaving spouses and children to 
wonder about their fate indefinitely [4]. Bereavement is among the most agoniz-
ing experiences a person can endure. Much more than a single traumatic event, 
the loss of a caregiver or sibling during childhood often feels recurrent. As girls 
and boys mourn the memory of a central figure in their lives, they must also learn 
to cope without that person’s critical caregiving relationship and protection. 
Having already lost their homeland, community, and sense of stability, the death 
or disappearance of such a vital relationship can be catastrophic for young forced 
migrants. The intensity of this suffering can precipitate depression, prolonged 
grief reactions, and any number of additional idioms of distress [42, 64, 67]. 
How individuals grieve is both deeply personal and culturally bounded. For many 
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forced migrants, fleeing home also means losing the ability to fulfil the cultural 
and spiritual rites of mourning that are so fundamental to the grieving and heal-
ing process [125].

Some families make it out of the conflict-affected countries intact, only to be 
separated in flight by any number of factors, from armed attack and police raids 
to natural disasters. As a result, some children and adolescents are displaced 
without their parents. Sometimes, these girls and boys remain in the care of 
adult relatives, but too often they are entirely unaccompanied by a caregiving 
adult. In fact, some families intentionally send their children to seek asylum 
alone, whether because they have limited resources to pay smugglers, or because 
they expect the child will have more favorable chances of receiving asylum as 
an “unaccompanied minor.” In an ill-conceived and inhumane effort at deter-
rence, many countries, from Australia to Greece to the United States, have at 
times adopted policies of holding unaccompanied, asylum-seeking minors in 
detention and then often deporting them [20]. In the United States, the Trump 
Administration even resorted to forcibly separating child and adolescent asy-
lum-seekers from their families as a matter of policy, leading to much public 
outcry [81, 98]. Without the protective and promotive benefits of family rela-
tionships, children and adolescents that have become separated, unaccompa-
nied, and/or detained face an especially high risk of poor mental health and 
psychosocial well-being outcomes [36, 117].

 Individual

Through its multifarious effects on societies, communities, families, and 
interpersonal relationships, armed conflict severely limits the degree of agency 
that individuals can exert on their own lives. Yet, individual factors still play 
an important part in the child/adolescent experience of, and recovery from, 
armed conflict and displacement. First, as seen above, the social construction 
of individual identity, such as race, gender, and religious affiliation, informs 
the ways in which children encounter and interpret armed conflict and its 
effects at each ecological level. In turn, these individual characteristics have 
some bearing on child/adolescent’s physical and mental health. For example, 
several studies have found that girls affected by armed conflict have a higher 
risk than boys of presenting with internalizing disorders, such as depression 
[75]. Male forced migrants, by contrast, are reportedly more prone to external-
izing behaviors, such as alcohol and substance use. Child/adolescent age at 
exposure to violence and displacement, and the length of their exposure, may 
also affect their mental health and psychosocial well-being outcomes, with 
younger individuals and those with shorter durations of exposure often having 
better outcomes [36, 75]. Likewise, younger refugees may benefit from learn-
ing the language of their new communities more readily than their older coun-
terparts, as well as spending more time in school before joining the labor 
market [43].
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It can be difficult to assess the degree to which the relationships between 
individual identity factors and mental health symptomology are influenced by a 
priori neurobiological differences as opposed to differences in exposure to 
stressors, in caregiver support and utilization of services, and in rates of symp-
tom disclosure, each of which may relate to different ecological factors [57]. 
Symptom disclosure and care-seeking, however, also vary according to individ-
ual-level factors, such as confidence in the availability of care and support, lan-
guage skills, mental health literacy, and personal beliefs [29, 35]. Gender may 
affect symptom recognition and care-seeking as well, though more research is 
needed to characterize this relationship [35]. It goes without saying that those 
who are able to recognize their psychological distress symptoms and to seek 
care are more likely to receive the support they need, whether from mental 
health professionals or individuals in their community.

A range of additional psychological and cognitive factors at the individual 
level has been found to be protective or promotive in contexts of armed conflict 
and displacement. Coping styles, for example, may influence the degree to which 
stressors associated with armed conflict and displacement affect child/adolescent 
mental health and psychosocial well-being. Girls and boys deploy a variety of 
coping strategies [6]. When faced with a problem, a teenager may approach and 
actively resolve it, or may withdraw and try to avoid the problem altogether. 
Another may try to distract themselves from the problem, or to seek support from 
relatives or peers. Each of these approaches has cognitive, behavioral, emotional, 
and social dimensions, and none is thought to be more effective than the others 
across the board. To the contrary, coping strategies that combine these different 
approaches in accordance with the type of risk or problem at hand appear to be 
more effective [72]. For instance, a refugee may benefit from using an active cop-
ing style to respond to a mutable problem, such as a language barrier. In this 
case, studying the new language is likely to be more adaptive than withdrawing 
exclusively to the individual’s home language. On the other hand, actively trying 
to solve a problem over which the refugee has little or no influence, such as the 
aerial bombing campaign of a foreign government, may exacerbate the individu-
al’s psychological distress. Indeed, the effectiveness of coping strategies is 
highly context- and symptom-specific [106]. Political ideology and religious 
faith can also have protective effects on young people’s mental health and psy-
chosocial well-being, perhaps by enabling them to make meaning out of their 
experiences and by promoting membership in broader communities and shared 
practices [8, 87]. The degree to which factors like political affiliation and activity 
may contribute to resilience, however, is also context- dependent [106].

Other cognitive factors that may influence child/adolescent recovery from 
their experiences of armed conflict and displacement include intelligence, self- 
regulation, cognitive flexibility, agency, personality, and self-efficacy [57]. 
These qualities contribute to children’s ability to develop healthy relationships, 
make use of resources and services, and seize opportunities. When girls and 
boys take refuge in other countries, moreover, they must draw on each of these 
attributes to learn the rules and skills necessary to adapt to the new society they 
have entered. Likewise, the amount of education that children have had prior to 
displacement can also influence how they make meaning of armed conflict and 
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how they respond to adversity. For their part, pre-existing physical and mental 
health conditions—such as severe psychiatric disorders, disability, and HIV/
AIDS—can undermine child/adolescent adaptive processes, though more 
research is needed to further document and understand this relationship 
(Cavallera, Chap. 12, this volume; [36, 50, 70, 75]). By the same token, adverse 
physical and mental health outcomes resulting from conflict and displacement 
may cascade into further stressors, contributing to additional adverse outcomes 
[57]. Over time, the accumulation of adverse events erodes child/adolescent 
adaptive capacities and can have altogether disastrous effects on their neural 
development, physical well-being, and mental health [45].

 Conclusion

The complex interplay of factors affecting children and adolescents in contexts 
of armed conflict and forced migration precludes simple solutions. Because 
armed conflicts compromise the ability (and sometimes the willingness) of 
states to meet the needs of their populations, humanitarian assistance from local 
and international organizations is often necessary. Over the past decade, human-
itarian actors have made strides in developing more effective programs for chil-
dren and adolescents [51, 73, 123]. However, efforts to improve the protection 
and well-being of these girls and boys continue to be limited by a weak evidence 
base. A recent study conducted by the Alliance for Child Protection in 
Humanitarian Action, for example, found that child protection experts largely 
felt the need for more evaluations of existing interventions [16]. In order to 
strengthen programs for young people affected by armed conflict and their fami-
lies sufficiently, it will be critical to invest more deeply in improving the evi-
dence regarding which approaches work best and how factors at different 
ecological levels, such as age, gender, ethnicity, citizenship, conflict dynamics, 
and cultural concepts of health, contribute to program effectiveness [77]. 
Enriching the evidence base will necessitate speaking with children and adoles-
cents more often and listening to their experiences and opinions during needs 
assessments as well as program evaluations [1, 12, 92, 93, 116]. The more that 
humanitarian actors listen to the voices of young girls and boys—and engage 
them meaningfully in program planning and delivery—the more programs will 
be able to not only meet their needs but also reinforce their strengths.

Overall, this chapter suggests a need for greater context-specificity in inter-
ventions for children and adolescents affected by armed conflict and displace-
ment. The sheer diversity of child/adolescent experiences, capacities, and 
preferences described above cautions against the kind of one-size-fits-all 
approach that has too often characterized humanitarian programming. Designing 
and delivering context- specific interventions is far from easy. In order to address 
the full scale of factors influencing risks and resilience, humanitarian actors will 
need to take a more holistic approach, bringing together the disciplines that are 
traditionally fragmented into sectors and mobilizing them into programs that are 
at once more agile and comprehensive [11, 123]. Following the Intervention 
Pyramid of the Inter-Agency Standing Committee (IASC) Guidelines for 

2 Children and Adolescents in Conflict and Displacement



30

MHPSS, such an approach should not only be multisectoral but also multitiered, 
starting with prevention at the base and then delivering increasingly specialized 
programming according to risk and need [30, 46, 127]. These principles are 
nothing new, but realizing them is increasingly urgent. As conflicts persist indef-
initely in places such as Syria and Nigeria, Yemen, and South Sudan and the 
historic level of forced migration continues to rise year after year, the millions 
of girls and boys caught in the fray deserve humanitarian care that reaches for 
the highest standards and advances best practice.
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 Introduction

There is increasing awareness among scientists, clinicians, and policy makers that 
understanding the role of context in pathways to mental health and illness is key to 
the development of effective support and interventions for individuals, families, and 
communities [17, 76]. In disadvantaged populations, mental ill health intertwines 
with a multitude of physical and complex social problems [47]. This is especially 
relevant for children and adolescents who develop in interaction with the contexts 
that surround them. Children growing up in deprived circumstances disproportion-
ally suffer from mental health problems (e.g., [5, 16, 49]). Exposure to violence and 
traumatic events in childhood or adolescence has a particularly detrimental effect on 
children’s mental well-being [4, 19, 39]. Accumulating exposure to risk factors dis-
proportionally increases the probability of mental health problems [3, 24, 35]. In 
adolescents, poor mental health is strongly intertwined with lower educational 
achievements, substance abuse, violence, and poor reproductive and sexual health 
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[48, 73]. For young refugees, displacement adds extra complexity to this accumula-
tion process. Already at risk by the conditions causing flight, the process of flight, 
and the long periods in refugee settlements or under asylum-seeking procedures, the 
few children and adolescents who are resettled into third countries face stressors 
related to marginalization, discrimination, and other post-migration stressors, which 
all increase children’s vulnerabilities [26, 27, 43]. Furthermore, ongoing tension in 
the home country may continue to negatively affect refugee children and their fami-
lies [50, 63].

The cultural environment has particular salience in the interaction of biological, 
psychological, social, and environmental factors that determine vulnerability for 
and resilience to mental health problems [12, 46, 72, 76]. Cultural values underpin-
ning family and community cohesion, positive parenting practices, peer and school 
support, and neighborhood connectedness may protect children from the negative 
effects of adverse events [8, 39, 66, 67, 68, 71]. In environments marked by conflict 
and flight, such protective resources are often severely damaged, e.g., due to broken 
family and community structures [7, 15, 40].

Agreement on the importance of the socio-cultural contexts in pathways to child 
mental (ill) health has led to an abundance of studies from intersecting fields of 
(cultural) psychology and psychiatry, public and global mental health, and health 
social science, including medical anthropology. Yet there is no agreement on how to 
unpack “context” or “cultural context.” Context may be operationalized by quantifi-
able determinants. For instance, to understand how the context of war impacts on 
children’s mental health, the number of experienced traumatic events may quantify 
“exposure,” and an epidemiological study may show how higher levels of exposure 
are associated with increased vulnerability for mental health problems (e.g., [70, 
75]). A qualitative researcher may argue that the mental health impact of living in a 
war context can only be understood by investigating all contextual dimensions – 
ecological, historical, political, social, economic, and cultural  – that shape chil-
dren’s experiences and mental well-being, including their own perspectives and 
those of other stakeholders. Epistemological and methodological differences hinder 
the development of a unified language to discuss the role of context and culture and 
of interdisciplinary theories and methodologies to study cultural contexts in ways 
that could inform interventions.

This chapter describes how to conceptualize context and culture in relation to 
causal pathways in mental health of young refugees. After brief definitions, two 
common paradigms that operationalize cultural context will be discussed. The first 
considers human society as a system in which the different parts function together 
to sustain the whole. In this paradigm, cultural context refers to how people’s world-
view supports their institutions and practices, and value theories may be useful to 
explore the role of culture in pathways to (ill) mental health. The second, ecological 
paradigm conceptualizes context as component of a dynamic process involving 
interactions between an individual child’s capabilities on one hand and the environ-
ment in which the child is embedded. Here, the cultural context is not a system with 
specific functions next to other systems, but overarches all other system levels. 
Cultural values embedded in institutions at the macro level operate at different 
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ecological levels in shaping or withholding opportunities to individual children. An 
ecological paradigm is useful to understand how certain values may impact chil-
dren’s resourcefulness and mental health. We will describe which approaches may 
help identify cultural contexts and investigate cultural processes influencing mental 
health problems.

 Defining “Context”

Despite general agreement that context matters, there is no single accepted defini-
tion. In Latin, contextere means “a weaving/joining together.” In common discourse, 
context conveys the interrelated conditions – the setting – in which something exists 
or occurs.1 Theoretically, “context” in children’s pathways to mental (ill) health 
refers to the dynamic social, cultural, and environmental surroundings against 
which children’s biological and psychological development can be profiled. A small 
excursion into cognitive linguistics may clarify why it is futile trying to map such 
context as a whole. Porto Requejo provides the example of the concept 
“FINGER,” which.

… can only be appropriately interpreted if profiled against another concept, HAND, which 
acts as a base. Thus, both base and profile together conform the meaning of the lexical item 
FINGER. This means that no linguistic unit can be understood isolatedly because all lexi-
cal concepts presuppose others. Congruently all our knowledge of the world can be seen as 
a huge network of interconnected concepts; a word is actually (...) just the starting point of 
the process of meaning construction. The range of possible associations that can be made 
during the process is potentially infinite. [51]

How then do we pragmatically operationalize cultural context to understand 
young refugee’s pathways to (ill) mental health? What approach helps contextual 
exploration of the most relevant associations with young refugees’ mental (ill) 
health so that locally salient and optimally effective interventions may be developed?

 Culture as a Social System

Context is often specified by adjectives: we speak of historical, political, economic, 
cultural, and medical contexts, among others. Dividing context in such components 
seems logical for institutional bodies governing our societies. For instance, the 
political context incorporates how authority is developed, which is supported by 
rules of government and institutions. Similarly, medical context refers to the health 
system: the way in which people, institutions, and resources are organized to pro-
mote, restore, or maintain a population’s health. Policy documents often reflect such 

1 https://www.merriam-webster.com/dictionary/context; https://www.etymonline.com/word/con-
text, retrieved 14–10-18
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a systematic view on context. For instance, in relation to humanitarian emergencies, 
the WHO/UNHCR toolkit recommends a structure for desk studies, whereby gen-
eral context is composed of demographic, historical, political, religious, economic, 
gender, and family aspects, cultural aspects, and general health aspects [77: 61].

From a practical perspective, defining context in terms of components based on 
institutional realities can help inform policy and practice. It is important for human-
itarian workers to understand the contextual opportunities and obstacles faced by 
the children whose needs they address. For instance, some refugee children may be 
found missing from care because they lack birth certificates or are lost to follow-up 
not because of willful non-adherence but because they are forced to move to another 
setting. Mapping how the legal system facilitates and/or hampers a refugee child’s 
access to care may help psychosocial workers in identifying points for action and 
intervention at system level (cf. [65]). Developing alternative modes of legal regis-
tration for refugee children born during flight can answer the host nation’s duty to 
fulfill article 7 of the Convention on the Right of the Child that pronounces a child’s 
right to a name. Similarly, the medical system may be put under scrutiny how it can 
adapt its procedures to refugee children’s mobile lives (cf. [57]). Within an environ-
ment dominated by institutions, defining context in terms of its social functions and 
in-depth knowledge of the institutions that represent them may be pragmati-
cally sound.

 Philosophical Approach

Definitions of context in terms of the social functions of its components (e.g., gov-
erning, health, justice) are supported by a notion of human society as an organism 
in which the different parts function together to sustain the whole. In terms of its 
social functions, “cultural context” refers to people’s worldview, their shared sys-
tems of knowledge, values, norms, roles, and attitudes, as they are embedded in and 
reinforce cultural institutions and practices. From a philosophical perspective, cul-
ture can be understood to provide answers to universal ontological questions, ques-
tions on what it means to be human. Five domains of human existence can be 
discerned: (a) the intra-human (mind–body); (b) the inter-human (social interac-
tions); (c) the super-human (e.g., ancestors, god, embodied entities and forces); (d) 
extra-human (ecology, nature, cosmos, animals); and (e) time (the relationship 
between the past, present, and future).2 Societies differ in the answers they provide 
and use these answers to structure their institutions, hence the wide differences in 
cultural contexts. For instance, the mind–body dualism characteristic for Western 
European thought has led to boundaries between neurology and psychiatry reflected 
in the organization of hospitals, training of specialists, and journals that publish 
advances in science.

2 The first four dimensions form a philosophical framework the first author acquired while growing 
up, the original roots of which are proved hard to establish but have been applied pragmatically, for 
instance, in Dutch educational policy (e.g., [36]).
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Culture thus structures how people live their lives and deal with others and the 
world around them. A framework in terms of culture as a social system may help 
reflect on cultural differences in how human suffering is given meaning and acted 
upon in various medical traditions. For instance, in biomedicine – including psy-
chiatry – the intra-human usually receives most attention, even though a biopsycho-
social approach may be propagated that pays attention to a person’s social relations. 
In African healing, what transpires in the individual body/mind is often immediately 
interrelated with social and spiritual dimensions, for instance, when a healer attri-
butes a woman’s infertility to ancestor wrath over societal conflict. De Jong and 
Reis [20] show how a philosophical model may help compare how different local 
healing resources (including psychiatry or psychology) address mental health 
problems.

 Value Theories

In epidemiologically oriented (cultural) psychology and psychiatry, cultural context 
is only considered a useful construct if it can be measured. Therefore, operational 
definitions are needed in terms of variables, so that factors can be identified that 
effect an outcome, for instance, mental health. Value theories are popular frame-
works to operationalize cultural context in quantitative designs. Hofstede’s theory 
distinguishes five value dimensions on which all nations vary and can be scored: (1) 
collectivism–individualism, (2) power distance, (3) uncertainty avoidance, (4) mas-
culinity–femininity, and (5) long-term versus short-term orientation [30]. The model 
was meant to be applicable to nationally prevalent styles of organization. Critics, 
mostly the field of international management and organizational anthropology, 
demonstrated flawed methodologies, lack of empirical evidence to substantiate the 
model, lack of attention to cultural change, and an ethnocentric and deterministic 
mind frame underlying its assumptions (e.g., [21, 42]). Notwithstanding these cri-
tiques, the theory is still used and referred to, for instance, in the field of cross- 
cultural nursing (e.g., [44]).

In Schwartz’ less controversial value theory, and more in line with the philo-
sophical perspective outlined above, three core dilemmas are postulated that societ-
ies universally need to solve, pertaining to: (1) the relation between the individual 
and society (embeddedness versus autonomy), (2) the social order (hierarchy versus 
egalitarianism), and (3) people’s relationship to the natural and social world (har-
mony versus mastery). Schwartz [61] emphasizes that all values are circularly inter-
related and they have explanatory power only in combination. Heim et al. [29] apply 
this theory in a recent study on the relation between cultural values and mental 
disorders and claim to have found a clear and consistent relation of affective disor-
ders with cultural values [29: 103].

Fraser and colleagues warn us, however, that it is not possible to evaluate cultural 
values outside of their relevant context. There is cross-cultural variation of what 
behavior is adaptive and normative. Certain values may cause unique risks to certain 
populations, and cultural risk and protective factors may operate differently for 
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children in different cultural groups. Also, among migrant populations both low and 
high levels of acculturation to the culture of the host country are associated with 
mental health problems [28: 26–27]. Paraphrasing Boyden and De Berry [12], cul-
tural factors can render the individual stronger or weaker depending on the specific 
context.

 Clinical Approach

The problem is that the notion of value systems as coherent wholes belies that 
cultures are open and dynamic. Approaching the cultural context as a social system 
with specific functions risks neglecting individual agency – how adults and chil-
dren perceive and intentionally act upon themselves, others, and the world – and 
cannot explain conflict and social change. Although cultural variables may carry 
relevance as determinants for mental health at the level of a population – e.g., refu-
gee children – they may lead to unhelpful stereotypes at the level of an individual 
living in specific contexts, e.g., an Iraqi child living in a refugee setting in the 
Netherlands [9, 10, 31].

June 2019. The youth health service of a municipality in the Netherlands received a case 
about a “cultural conflict” between a refugee family from Iraq and a local school. The fam-
ily’s youngest son had kicked his female teacher in an angry outburst in class and the school 
asked for advice on how to deal with religious values that might be implicated in the disre-
spect shown to his teacher. Careful analysis revealed that the conflict had started with the 
parents’ fierce resistance to the school’s advice to enroll their eldest son in special educa-
tion, leading to the boy not going to school for months. The refugee parents, highly edu-
cated with prosperous positions before their flight, were deeply concerned about the 
educational opportunities for their children. Unfamiliar with the educational system in the 
Netherlands, they interpreted special education as an obstacle to what they saw their son’s 
only way out from an otherwise bleak refugee situation, rather than how it was meant, to 
allow the child more time and support to catch up with schooling. Mounting tensions 
between the family and the school culminated in the youngest child expressing the family’s 
distress in an angry outburst with a teacher he had a good relationship with.

Although value theories may sensitize practitioners to potential cultural differ-
ences, in clinical practice they need to understand the specific cultural context of 
illness experience of their clients for effective diagnostic assessment and clinical 
management [2]. The Cultural Formulation Interview (CFI), part of a chapter on 
Culture in the DSM-V, was developed in answer to this need [2]. Although the focus 
is on discerning cultural factors, the CFI does not aim to measure cultural traits; it 
provides practitioners with a semi-structured format for exploring the social- cultural 
context around a client and his or her mental health problem. Culture is defined as 
sets of values and orientations that individuals derive from membership in diverse 
social groups, aspects of an individual’s background, developmental experiences, 
and current social contexts that may affect his or her perspective and the client’s 
social network. These broad definitions are further operationalized in 16 open ques-
tions over 4 domains:
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 1. Cultural definition of the problem
 2. Cultural perceptions of cause, context, and support
 3. Cultural factors affecting self-coping and past help seeking
 4. Cultural factors affecting current help seeking

The CFI has been evidenced to support clinicians to base their therapeutic inter-
ventions with migrant or displaced clients on accurate and culturally valid diagno-
ses [38]. In a case study, La Roche and Betz Bloom [37] show that the CFI is also 
applicable to (refugee) young children. They also observe, however, that the CFI 
relies much on language, among other shortcomings, and is not able to tap into 
young children’s own cultural views. They plead for the development of a supple-
mentary module for young children that would encourage children to communicate 
through creative means their views about themselves and their significant contexts. 
Interestingly they describe children’s contexts or worlds in terms of self, home/fam-
ily, school, and neighborhood [37]. This brings us to ecological notions of context 
and culture.

 Cultural Context in an Ecological Mode

Frameworks tailored to assessing risk and protective factors for mental health often 
fail to capture how pathways to mental (ill) health unfold in constant interaction 
between individual children and the context in which they grow up. Epidemiological 
frameworks in particular usually pay little attention to the way in which people 
make sense of their experiences and how intentional actions based on such apprais-
als play a role in these pathways. Ecological theory offers an important alternative 
way to theorize context, including cultural context. Instead of focusing on risk and 
protective factors, an ecological approach conceptualizes children’s resilience as a 
dynamic process operating across the lifespan [59] involving interactions between 
children’s capabilities on one hand and the environment in which they are embed-
ded. Capabilities include children’s social skills and potential to work toward goals 
relevant to them [56, 71].

Individual children vary in their abilities to convert resources into valuable 
outcomes and their freedom to choose the kind of lives they have reason to value 
[62, 71]. Children’s capabilities in themselves are shaped and influenced by the 
contexts in which they grow up. Self-regulation skills allow children to appropri-
ately respond to their environment [13], but vary between individuals. 
Incorporating one or more self-regulation components in interventions has been 
shown to be successful in enhancing positive mental health outcomes [13]. In an 
ecological framework, cultural context is framed as an “opportunity structure,” 
bolstering or restricting the capabilities of children to negotiate the resources 
they need [71: 28].

Like any other person, children are active participants in shaping their environ-
ments. For instance, cultural values centering around respect may prevent children 
from expressing their negative emotions openly ([55]; cf. [1]). At the same time, 
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around the world, children in deprived communities collectively use and reshape the 
locally salient idioms of distress available to them, in ways that force adults to pay 
heed to children’s suffering.

Cultural idioms of distress are shared, culturally distributed sets of symbols, 
behaviors, language, or meanings that are used by people to express, explain, and/
or transform their distress and suffering [32]. For instance, in Northwest Uganda, 
the belief in cen, haunting spirits of the dead, allows internally displaced children 
in Northwest Uganda to express their bereavement and feelings of guilt and anxi-
ety [54]. Similarly, in the first decade of this century, asylum-seeking children in 
Europe started to exhibit life-threatening withdrawal behavior that embodied and 
expressed the state of helplessness and hopelessness of their social situation and 
could only be effectively treated when psychiatric care was matched with legal 
interventions ensuring their families refugee status [53]. Children’s power to dis-
turb may engage adults in unexpected ways. Our example of a young Iraqi child 
acting out his family’s distress over a conflict with the school in kicking his favor-
ite teacher is a case in point. It is important to remember that context comes first: 
how children navigate and negotiate resources depends first on the opportunity 
structures available to them and second on their capabilities as they are informed 
by these structures [71: 27]. For example, poor access to mental health services 
leads to less negotiation power to protect themselves from abuse and neglect 
(cf. [41]).

 The Cultural in Socio-Ecology

How we unpack “cultural context” depends on our definition of culture. Above, 
culture refers to people’s worldview, their shared systems of knowledge, values, 
norms, roles, and attitudes, embedded in and reinforcing cultural institutions 
and practices. In ecological models, for instance, in Bronfenbrenner’s frame-
work, children are thought to develop in interaction with immediate and more 
remote environments, ranging from micro- to macro-system levels, nested lay-
ers that differ in proximity and strength of influence on the individual child [64]. 
In these models culture usually pertains to the macro-system level: to cultural 
blueprints overarching and influencing all other system levels [46, 68]. Cultural 
values embedded in institutions at the macro level operate at different ecologi-
cal levels in shaping or withholding opportunities to individual children. 
Bronfenbrenner’s “chrono-system ecological theory” captures the important 
dimension of time. Capabilities of children to negotiate resources and how they 
are enabled or restricted by their environment are influenced by the social con-
tinuities and changes occurring over time through the life course and the histori-
cal period during which the person lives. History affects all other levels [14]. 
This dynamic process leads to different and sometimes conflicting values active 
at the macro level, complicating a systematic representation in terms of a value 
system [46].
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The overarching cultural context is not a static and harmonious system, but a 
continuously changing chaotic and contested field fraught with ambivalences and 
contradictions. These characteristics complicate systematic descriptions of the cul-
tural resources that may be converted by children into outcomes they have reason 
to value.

Struggles with different and competing values may also occur because of con-
trasts between pre-flight, flight, and settlement contexts [50]. Children may then be 
confronted with competing values at home versus at school, for instance. Frequently 
occurring changes in family structures due to conflict and displacement may also 
disturb values underpinning the roles of children and their caretakers. For example, 
the government or the United Nations High Commissioner for Refugees (UNHCR) 
may take over parental tasks of providers [60] or children may be asked to assume 
adult roles, e.g., as translator for their parents [40]. At the individual level, “cul-
ture” does not refer to remote macro-structures but to socially inflected, shared, 
learned, and internalized dispositions to oneself, others, and the world that struc-
ture and give meaning to how one lives one’s life. How children feel and think 
about themselves and the world takes shape as specific desires that are culturally 
constituted [32, 45: 63–64]. In ecological theory, “meaning” is recognized as an 
important and indispensable element in the process of resilience. On one hand, 
meaning determines the resources their family, school, community, and nation 

3 https://nationalpost.com/news/child-asylum-seekers-go-into-hiding-before-dutch-deportation; 
https://www.volkskrant.nl/nieuws-achtergrond/estafette-kerkdienst-in-den-haag-om- 
uitzetting-armeense-familie-te-voorkomen-ik-heb-nog-twee-meter-preken-op-de-plank-liggen-
~b85071a6/

Case Example
Like some 300 other asylum-seeking children in the Netherlands, 2 Armenian 
asylum-seeking children (aged 12 and 13 years old) lived in the Netherlands 
for a decade unsuccessfully applying for refugee status, despite widespread 
public support for their appeals. When they lost their final legal bid and depor-
tation was planned for the next day, they ran away from their foster home 
overnight. The police appeal to the public to help them locate the missing 
children was met with a public outcry: offers of hiding places circulated the 
media with explicit references to the resistance to German occupation during 
the second world war. The next day the Dutch government granted them the 
right to stay after all, allegedly because of concerns for their safety. This event 
has fostered hope for children in similar circumstances. As we speak, Christian 
ministers are guiding a continuous service relay race in a church that shelters 
an Armenian asylum-seeking family to prevent them from being deported. In 
the dilemma between obedience to the authorities and the fundamental value 
of compassion, they navigate the law that forbids the police to enter during 
church service.3 The children’s decision to go into hiding resonated with 
deeply embedded values regarding civil resistance.
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provide. On the other hand, meaning also determines the decisions that people 
make regarding the resources they value [71: 22]. In other words, the cultural con-
text not only shapes what resources are available for children and their actual abili-
ties to convert resources into valuable outcomes but also the kind of lives children 
have reason to value. Anthropological research has shown that refugee children 
may suffer both personal and cultural bereavement or, in terms of psychopathol-
ogy, individual trauma and historical trauma [22]. Their strategies may be tailored 
more to the suffering of others than their own suffering. For instance, Akello et al. 
[1] describe how internally displaced children in Gulu may hide their distress in an 
attempt to prevent triggering distress in others. Likewise, Tize, in her study about 
Palestinian refugee families in Berlin, shows how the eldest girls in the family 
disrupt their education to support their parents in taking care of the youngest chil-
dren, as the parents are too busy trying to procure income. Moreover, as the chil-
dren are witnesses to their parents’ stress and resulting ill health, the girls silence 
their own suffering in the household [66].

 Researching Cultural Context in an Ecological Approach

To understand the role of culture in the processes and mechanisms that lead to chil-
dren’s mental problems or resilience, it is senseless to try and map all cultural 
resources theoretically available to children. In reality, many theoretical possibili-
ties do not exist for specific children in specific circumstances. Contextual explora-
tion of the most relevant associations of culture with young refugees’ mental (ill) 
health must start with young refugees themselves. This agrees with anthropological 
findings on how employing child-actor perspectives and participatory approaches in 
humanitarian contexts may provide insight in how children and adolescents navi-
gate their volatile environments [6, 11, 12, 33].

Cultural context can be explored as an opportunity structure. Values related to 
parenting practices, peer group dynamics, educational programming, neighborhood 
connectedness, and family and community cohesion may be assessed by indicators 
associated with individual outcomes. Rapid participatory assessments using key 
informant interviews, focus groups, observation, and in-depth case studies have 
been shown to help make surveys more culturally relevant, for instance, by inform-
ing research instruments with contextually specific questions (e.g., [25, 74]).

However, to understand the processes that lead to mental (ill) health and to iden-
tify the causal mechanisms at stake, methodologies are needed that can capture how 
pathways unfold in time. Paying attention to life course dynamics may help identify 
culturally patterned exposures and experiences during development and understand 
how vulnerabilities for mental ill health vary and may accumulate over the lifespan 
and how time, context, human agency, or social circumstances and sensitive periods 
and critical events may lead to turning points in a child’s mental well-being [18, 23, 
34, 52]. Life course research may incorporate longitudinal quantitative designs as 
well as qualitative approaches that study in depth children’s own worldview and 
cultural dispositions, their capabilities, and their experiences in navigating the cul-
tural resources that are available to them.
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Panter-Brick and Eggerman’s [46] longitudinal research in Afghanistan offers an 
excellent example of how mental health surveys can be combined with qualitative 
enquiries in different mixed-methods designs to allow for cultural contextualization 
of quantitative findings and inform interpretation. By combining standard checklists 
enquiring into traumatic events with open-ended questions asking for respondents’ 
appraisals of the relevance of these events in their lives, they were able to identify 
the importance of everyday violence. Further surveys and in-depth qualitative work 
with children provided understanding of the relevance of family relationship quality 
for children’s outcomes and how the value of keeping children in school is an 
expression of hope and resilience in a high-risk environment. Their findings also 
revealed how cultural values governing life course norms (e.g., secure a good mar-
riage or job) may lead to “cultural entrapment” and negative mental health out-
comes in an environment lacking the opportunity structures needed for the 
expression of such values in their lives.

 Interventions Incorporating an Ecological Approach

A life course perspective may help develop interventions that take into account the 
dynamics that govern children’s developing capabilities, their constantly changing 
environments, and the complex negotiation process between children’s capabilities 
and their immediate and more remote contexts. It can do so by informing our under-
standing of how to identify and implement prevention programs appropriate for the 
different (cultural) contexts and life stages [58]. Development of effective preven-
tion strategies requires the translation of modifiable risk factors over the lifespan 
into programs and policies, particularly parenting and school-based interventions 
[18]. An approach that recognizes the importance of historical events and the timing 
of events over the life course is of pertinent value for addressing the mental health 
need of young refugees.

 Conclusion

In our chapter we distinguished two broad approaches to operationalize cultural con-
text. The first considers culture as a social system with specific functions to provide 
people with answers to ontological questions, help structure their social relations and 
interactions, and shape their institutions. We discussed how in this approach value 
theories may help explore how cultural orientations play out in pathways to (ill) 
mental health. Such theories are critiqued for the lack of substantiation at the popula-
tion level and irrelevance at the individual level. However, their cultural dimensions 
and variables might be used as sensitizing concepts to help practitioners explore 
cultural differences and the role of the cultural context around a child’s mental health 
problem. The Cultural Formulation Interview is a tool to help professionals to base 
their therapeutic interventions with migrant or displaced clients on accurate and cul-
turally valid diagnoses. In the second approach, the cultural context is considered to 
overarch and interact with all other ecological system levels. At the macro level, 
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culture operates as a dynamic and contested field fraught with ambivalence and 
contradiction. More than others, refugee children and adolescents may be con-
fronted with competing values, and these confrontations may offer them new 
opportunities but also accumulate their vulnerabilities to mental ill health. 
Theoretically, the cultural context is as unbounded as the range of possible associa-
tions that give meaning to a word. In the real lives of young refugees, cultural 
context emerges as resources and restrictions manifested and negotiated in their 
interaction with immediate and more remote environments as these evolve and 
change over their life course. By exploring children’s pathways to mental (ill) 
health from an ecological life course perspective, taking culture seriously as it is 
expressed in resources as well as resourcefulness, effective strategies may be 
developed to prevent the negative accumulations that may spiral children and ado-
lescents into mental ill health.
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4Supporting Mental Health in Young 
Refugees: A Resilience Perspective

Sofie Vindevogel and An Verelst

 Forced Migration Stressors

Migration usually occurs amidst complexly entangled push and pull factors that are 
experienced, perceived or anticipated. It is sometimes a well-deliberated but often 
an impulsive decision – wavering between choice and coercion. There is a huge 
variation in the degrees of freedom people experience to make a genuine decision. 
Many of today’s cases can be labelled as forced migration, whereby people have no 
choice but to move in order to live a dignified life or even stay alive. Over half of the 
refugees worldwide are under the age of 18 years [37]. Unaccompanied refugee 
minors are often seen as particularly vulnerable to depriving living conditions and 
violence before, during and after the flight [6].

With the marked increase in forced migration worldwide, there has been an 
expansion of research on the mental health consequences of war and displacement 
stressors. Typically, these studies are centred around measuring symptoms and syn-
dromes like post-traumatic stress, depression and anxiety, as these appear to be most 
prevalent among refugee populations [12]. These research lines have led to the pro-
duction of a vast knowledge base on the mental health impact of exposure to stress-
ful living conditions and subsequent involuntary movement in dire circumstances. It 
has also contributed importantly to the understanding of migration stressors and 
their influence on the mental health, development and functioning of refugee youths.
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However, such research has been grounded in victimology and psychopathology 
frameworks that shape the discourse around refugees’ mental health and when 
overly used lead to the social construction of refugees as traumatized victims who 
are weak, powerless, harmed and in dire need for extensive and specialized mental 
health support [27]. This has cultivated the public belief that mental health issues 
like ‘trauma’, for instance, are essential to the refugee experience. Furthermore, 
normal distress under abnormal circumstances has been framed as psychopatho-
logical, which has also led to a global imposition of Western views and interven-
tions onto culturally diverse populations [41]. The representation of refugees as 
traumatized victims has been repeatedly criticized by scholars, practitioners and 
activists who argue that people engage in an active and social way with the adversi-
ties they encounter [33]. These arguments have been substantiated by epidemiologi-
cal studies documenting that only a minority of people with a refugee history is 
found to develop lasting or disabling psychological distress [24, 30].

In this chapter, we depart from the transition framework to show that the potential 
impact of migration on the mental health of refugees reaches further than what is typi-
cally captured within a victimology and psychopathology perspective and opens up 
space for considering positive transformation. The chapter then continues by promot-
ing a social ecological approach to resilience, drawing on topical theoretical frame-
works in combination with supportive evidence and our own research in this field.

 Transition: Being, Belonging and Becoming in the Face 
of Migration

‘Transition’ is generally defined as a change process occurring at specific periods or 
turning points during the life course, entailing a chain of consecutive events that cul-
minate in a multilayered and often a multi-year process of change and adaptation [45]. 
The forced migration process can be considered as a complex transition whereby 
people move from their society of origin to one or more societies of (temporary) 
resettlement. This move involves (repeatedly) altered settings, frameworks of refer-
ence, role expectations and living conditions, which instil disequilibrium and neces-
sitate adaptation. Young refugees thus need to redefine their lives in strongly altered 
contexts where previously assumed roles, social positions, functions and occupations 
are challenged. Their sense of self may become fragmented with previous identities 
eroding, subordinating to that of being a refugee. Such experiences may also signifi-
cantly compromise their sense of belonging and future orientation.

Moreover, forced migration is typically characterised by unremitting unpredict-
ability and uncertainty [28], as life becomes spatially and temporally undetermined. 
Young refugees often experience a state of liminality, as they are situated betwixt 
and between the life they left behind and their pending or aspired life [1, 10]. Even 
after years of pursuing stability and integration in the resettlement context, altering 
situations like family reunification may bring along challenging changes in the lives 
of young refugees. Many resettling youths face relational struggles caused by inter-
generational gaps, different integration speeds and changing family roles, among 
other things [23, 8, 16]). Illustrative is the story of Deng, a South Sudanese unac-
companied refugee minor in northern Uganda (Box 4.1).
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Box 4.1: Deng’s Experience in Northern Uganda
Deng entered northern Uganda as an unaccompanied refugee minor of 15 years 
soon after the onset of the war in South Sudan. He was placed in a section with 
other people from the Dinka ethnic community, but soon learned that he needed 
to be self-reliant. Even though it had never been his decision to stay there, he 
tried to move on and managed to make a living by seeking employment as a 
farmer outside the settlement. Although this wasn’t the job that Deng had pur-
sued in life, it was one of the few employment possibilities in this context and 
every extra shilling was welcome to survive in the settlement. Because he was 
fluent in English, he also became a well-respected spokesperson for his settle-
ment section, in relation to aid agencies and management. While Deng was 
proud of these achievements, he often felt like an outsider in these interactions 
with Ugandan civilians and aid workers. Sometimes the loneliness and worries 
about his relatives almost made him return home, but he realized that he was in 
a safer place now. After 5 years, his mother fled too and came to live with him. 
Deng talks of this period with ambivalence. He experienced how this reunifica-
tion, although being a source of joy for him, also brought a huge responsibility 
to facilitate his mother’s settlement as a newcomer and prevented him from 
moving on with his activities. Her stories of how his sister was raped and killed 
and his father disappeared without any trace evoked so much anger that he 
sometimes couldn’t control. As he was acting out his distress, his valued posi-
tion and role in the settlement section became threatened. While he was hoping 
to return to South Sudan soon, that future perspective became doubtful when 
his only remaining relative now joined him in the refugee settlement.

Transition in the context of forced migration thus refers to the prolonged, mutual 
and transformative processes wherein refugees are involved after they leave 
their homes.

What this transition framework adds to the predominant psychopathology and 
victimology frameworks is a broader lens to understand that the mental health 
impact of migration reaches well beyond the emotional processing of trauma but 
equally involves dealing with fragmentized senses of being, belonging and becom-
ing. The transition framework enables us to look beyond the anticipated post- 
traumatic symptoms in young refugees and to see the broader challenges that 
continue to influence them during and long after resettlement. It then becomes clear 
that refugees have a sense of who they are, where they belong and what their future 
entails for them, often strongly impacted upon by an accumulation of experiences 
linked to the migration process. Because of the disconnection, dissonance and adap-
tation involved in the passage over different societies, transition may be distressing 
and lead to mental health disturbances [28].

Yet, when successfully dealt with, transitions can offer opportunities that may 
lead to positive transformation and growth [19, 45]. Aversive and severely 
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distressing experiences may transform the individual in a positive way, in spite of 
temporary mental health challenges and support needs. Indeed, it has been argued 
that the manifestation of mental health symptoms in refugees “is one aspect of the 
metamorphosis to a new state of equilibrium” [27, p. 280]. Many refugee youths 
have transcended the impact of their life-changing flight experiences and the pro-
tracted uncertainty in their lives and continued pursuing significant life projects 
like having romantic relationships and graduating [32]. In studying and supporting 
such new equilibrium and positive transformation, the resilience paradigm has 
gained momentum.

 Facilitating Adaptation and Positive Transformation: 
The Resilience Framework

The resilience paradigm is grafted on the observation that many people in stressful 
situations are doing surprisingly well and seeks to understand and support what 
enables people to deal with adversity. A contemporary, widely adopted definition of 
resilience is: “In the context of exposure to significant adversity, resilience is both 
the capacity of individuals to navigate their way to the psychological, social, cul-
tural and physical resources that sustain their wellbeing, and their capacity individu-
ally and collectively to negotiate for these resources to be provided and experienced 
in culturally meaningful ways” [36, p.225].

This suggests that resilience should be understood in terms of person- environment 
interactions, involving multilevel dynamics in the larger social ecology. For instance, 
a recent study shows that a strong social network is conducive to active coping strat-
egies in stressful situations, but that in turn active coping strategies are also condu-
cive to the development of a strong social network that collectively tries to cope 
with the stressful situation[17]. This emphasizes the strong contextual determina-
tion of individual responses and the individual contribution to the collective process 
that takes shape in response to challenging situations. In spite of these insights on 
the person-environment dynamics, studies, policies and programmes for war- 
affected youths continue to draw predominantly upon an individualistic approach. 
Although a number of resilience-promoting interventions are implemented at the 
level of schools, for instance, they chiefly target individual capacities and more 
specifically cognitive-emotional functioning [9, 22].

Individual conceptions and applications of resilience have been criticized for 
risking the individualized responsibility of problems and for resulting in non- 
interventionism, because they tend to come down to the promotion of self-reliance 
[29], self-determination, self-responsibility and self-help [43]. That implies that the 
onus to display adaptive functioning and mental health is principally on the indi-
vidual and not on the environment. Policy and practice initiatives foregrounding the 
resilience approach have not always sufficiently acknowledged or emphasized the 
importance of an enabling environment, granting access to resources that allow 
refugees to become resilient [29]. Moreover, these initiatives have often shunned the 
responsibility at the multiple environmental layers including migration, refugee and 

S. Vindevogel and A. Verelst



57

asylum policy, where such access to resources is granted or denied [29]. Stories of 
young South Sudanese refugees in northern Uganda, like Deng (Box 4.1), show 
how a resilience and self-reliance policy complemented with a strategic reduction of 
actual support results in structural limitations for these youngsters to actually reset-
tle and build their future lives in the context of the settlement [29]. All too often, 
overcoming the impact of an inherently social phenomenon like armed conflict, 
human rights violation, persecution, flight or another man-made disaster has been 
portrayed as an individual matter, concealing its sociogenesis and inflicting a huge 
responsibility on the people affected by it. In what follows, we therefore promote a 
dynamic and social-ecological notion of resilience. By doing so, we deliberately 
reposition resilience and successful transition processes of refugee youth where 
they belong: in the social sphere.

 Social-Ecological Approaches to Resilience

A central premise of this social-ecological framework is that the context co-defines 
the strategies employed by individuals to work their way through transition. To 
render the transition a positive transformation, one is challenged to rethink and 
renegotiate the identity, social role and future perspectives in relation to the new 
situation, through the use of renewed frameworks and resources [42]. White [48] 
conceptualized this process as a ‘migration of identities’. By exploring and adopting 
alternative perspectives on oneself and one’s situation, people’s strengths and pos-
sibilities may become more strongly foregrounded, which is imperative to assume a 
coherent sense of self and orientation to the future  [2, 14]. These perspectives are 
strongly influenced by context and culture, which shape the development of a posi-
tive self-image and what is considered as meaningful social roles and valuable pur-
suits in life. Since context and culture may drastically change with the migration 
process, new frameworks may give renewed meaning to one’s identity, social role 
and future goals. Context and culture also determine whether the strategies to gain 
control over their situation, explore new territories of identity, establish new mean-
ingful roles and develop life purpose are considered adaptive. Individual coping 
strategies, for instance, may differ cross-culturally, since culture influences the 
appraisal of stress and the preference for certain coping strategies [5]. Similarly, 
being trustful in relationships may be valued positively and regarded as a sign of 
adaptation, whereas distrust may be very functional for refugees in contexts of 
uncertainty, violence and abuse as well as be protective in the process of adaptation 
in the country of arrival [27]. In restrictive contexts such as detention centres, refu-
gees’ expressions of resistance or their active contesting of rules can be valued 
negatively, yet form a meaningful expression of their resilience to withstand stress-
ful living conditions [26]. It may lead them to encounter their own agency and 
impact as well as to explore alternative identity dimensions and become milestones 
in their transition process. Resources, to be fostering resilience, should therefore be 
meaningful to the person using them. It is exactly the interaction between the per-
son’s capacities, agency and motivation to seek those resources that may promote 
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his/her wellbeing and the contextual responsiveness to provide resources or negoti-
ate access to them that leads to meaningful support [34].

Another basic tenet of social-ecological approaches is that professional interven-
tions aim to build on and strengthen existing processes of support to boost the extant 
resource reservoir and build the capacity of people and communities to deal with 
adversity. It would be wrong to impose highly specialized and professionalized sup-
port without taking stock of how people naturally respond to stressful experiences 
and of what basic supports are present in their context [3, 39]. Of course, the exis-
tence of informal support processes and resources does not imply that professional 
interventions are not required, but that these need to build on what is already there 
in order to be efficient and sustainable [47].

This social-ecological approach to resilience reveals further how the full unfold-
ing and maximal expression of human potentialities may be restrained when the 
environment is not responsive to people’s needs and may be oppressing their resil-
ience. Diverse agents and agencies in the social ecology may act as vehicles that 
facilitate or inhibit access to a communal resource reservoir [15]. In case of inhibi-
tion of access to resources, human rights violations and social injustice may (re-)
occur. While resettlement societies are expected to fight against social injustice, 
refugees face increased risk of violence, hate crime, sexual violence or even police 
violence [11]. It is therefore important to conceptualise resilience as the process of 
not only coping with adversity and injustice but also opposing their existence before, 
during and after migration [25]. Support to refugee youths will not effectively be 
put in place without paying attention to social injustice processes preventing them 
to fully benefit from it [35].

The impact of conflict-driven displacement is mediated strongly by contexts of 
migration and resettlement [12, 31], implying that society can alleviate suffering or 
worsen it by magnifying the impact of previous war and displacement experiences. 
Refugee policies and support programmes can foster resilience by assuring that the 
systems with which refugee youths interact can (continue to) foster adaptive func-
tioning and provide necessary resources to sustain wellbeing in challenging times. 
These systems are threatened or even disrupted by processes of collective violence 
and injustice, similar to the protracted armed conflicts that many refugee youths fled 
from [7]. Community systems, social networks, family ties and ethnic bonds can be 
severely affected, often implying the loss of significant sources of protection against 
mental health risks and of guidance in the context of injustice [44].

This social-ecological approach is also enshrined in the United Nations Refugee 
Agency’s definition of resilience in refugee contexts, by conceptualizing it as “the 
ability of individuals, households, communities, national institutions and systems to 
prevent, absorb and recover from shocks, while continuing to function and adapt in 
a way that supports long-term prospects for sustainable development, peace and 
security, and the attainment of human rights” [38, p. 2]. This approach reinforces 
the view that supporting resilience is about so much more than avoiding or mitigat-
ing the mental health impact of the human-made disaster. It also entails the fostering 
of an orientation towards the future and is preoccupied with increasing the capacity 
to live and live together in the face of taxing circumstances while at the same time 
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trying to improve those circumstances. This implies that the development of resil-
ience also includes social and more structural interventions aimed at increasing the 
social capital and supportive capacity of the context in which these refugees reshape 
their sense of self and their lives.

 Supporting Resilience in Refugee Youths: 
A Multilevel Approach

Following from the above analysis of forced migration as a transition process and 
the major challenges that lie within for refugee youths, as well as from the research 
on resilience as a transactional process involving mutually interactive and interde-
pendent systems, some clear principles for resilience-supportive approaches can be 
foregrounded. These principles are supported by the striking consistency in findings 
on what fosters resilience [21, 35], which provide multilevel entryways to support 
refugee youths.

 Strengthening Refugee Youths

In support provided to refugee youths, irrespective of the setting, it is crucial to 
work towards decreasing daily stressors, sources of vulnerability, barriers to support 
and the mental health impact of stressful experiences before, during and after the 
migration trajectory. It is also critical to work towards the affirmation of their 
strengths, personal agency, motivation and sense of mastery to identify and utilize 
what can help them towards a positive transition in the post-migration context. 
Supporting resilience thus goes past offering remedial interventions. Both pathways 
are necessary to help youths deal with challenging living conditions and the effects 
on their mental health and daily functioning and to regain control over their lives 
[6]. Overall, youths with a refugee background should be supported to (re-)establish 
a coherent sense of self, to truly resettle and connect with others and their surround-
ings and to cultivate a future orientation that provides direction in times and spaces 
of protracted uncertainty. While certain organizations will offer rather general ser-
vices facilitative of resilience and other organizations will provide more specialized 
and clinical interventions focused on enhancing mental health, this kind of mental 
health support should always be part of any service supporting youths with a refu-
gee background [40].

Because refugee youths are often categorized on the basis of their refugee sta-
tus – only one dimension of their identity – it is of utmost importance to keep seeing 
them as unique persons and to maintain a holistic perspective on their situation. 
They often enter services with a particular question related to, e.g. legal- 
administrative, financial, medical, housing, employment, shelter or mental health 
difficulties they experience. For professionals, it is straightforward to focus on 
resolving that particular issue. However, broadening their scope by exploring what 
is underlying these particular difficulties and how they interconnect with other life 
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domains, as well as how the person and his environment already deal with it, allows 
professionals to look at the person and their own role in a different way. Working 
holistically also implies considering the interwovenness of the past, present and 
future of young refugees. It implies working with the connections and tensions of 
living in or between two societies with their particular cultures, frameworks of ref-
erence, expectations, etc. Then, additional or alternative identities and roles can be 
explored in connection with the past and aspirations for the future. The latter can be 
supported by helping them to obtain realistic goal setting, identifying proactive cop-
ing strategies and negotiating for the resources that may support them in working 
towards what is a meaningful future. This goes beyond helping them to reach typi-
cal ‘milestones’ in the integration trajectory, like learning the new language, gradu-
ating from school, obtaining a job or living independently. These milestones may be 
supportive for transition, but it is important to take stock of what is valuable for each 
individual [34, 35].

A resilience lens invites professionals to become better aware of the representa-
tions they make of young refugees and of the frameworks influencing their under-
standing of support needs throughout the migration trajectory. Do we consider 
young persons with a refugee background generally as vulnerable and needy, or as 
strong and capable? What public discourses and professional frameworks influence 
our perception and approach of a particular young refugee in our support service? 
The dynamic and contextual frameworks on mental health in the context of forced 
migration, as discussed above, reveal that our understanding will always be partial, 
relational and situated in time and place.

 Building Supportive Environments Around Refugee Youths

The social-ecological approach points to the importance of supportive capacities in 
the youths’ environment. This includes a role for professionals in helping to make 
community resources available and accessible and deconstructing barriers to sup-
port. Barriers may be due to limited or fragmented social support networks, diffi-
culty in accessing professional services or discrimination on the housing or job 
market, among other things. Especially in the (perceived) absence of a social net-
work, it is crucial to create a supportive environment around refugees directly upon 
arrival in a host society [4].

Creating a supportive environment implies providing or negotiating (access to) 
the resources that can help young refugees in healing from earlier harm inflicted 
upon them, in developing resilience as they forge future avenues for themselves in 
society and in easing integration through facilitating connection with their broader 
social context on which their wellbeing so strongly depends. That supportive envi-
ronment may encompass other youths and families; religious, ethnic or cultural 
communities; volunteers and experts by experience; (mental) health-promoting ser-
vices; and local community networks and civil society organisations among others. 
For Manzor, a young Afghan refugee in Belgium (Box 4.2), the strong collaboration 
between the public centre for social welfare and the Afghan community-based 
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organisation helped to strengthen existing resources and build new ones from a 
preventive perspective. Also child-friendly spaces, for example, usually mobilize 
the entire community for the wellbeing and protection of children amidst armed 
conflict [18]. Also the school can offer a setting to support resilience of refugee 
youths [13], where peer relationships and sense of belonging can be fostered and 
access to a range of services can be facilitated [46]. Further, resources from the 
home country or the flight experience should not be overlooked in resilience sup-
porting programmes. Through the use of various (social) media, these distal 
resources can transcend borders and become very meaningful, for professionals too, 
in bolstering resilience of young refugees.

Apart from these informal support systems, it is likely that multiple professional 
services will enter the lives of young refugees at one point in their migration trajec-
tory. Because the challenges refugees have to deal with are situated on multiple life 
domains, their support needs are inevitably multifaceted and complex which ren-
ders referral to other services often indicated. In the referral process, barriers to 
those services can be experienced for multiple reasons, e.g. waiting list, language 
barrier and rigid consultation hours. Barriers are sometimes also established during 
the first contacts due to opposing viewpoints on the situation or mismatching expec-
tations, hence failing to create a trusting relationship and engagement for a mean-
ingful person-centred support trajectory. A crucial aspect of promoting resilience is 
to build structural bridges to other services and jointly tackle often invisible exclu-
sion mechanisms and stressors in support systems. This also challenges profession-
als from different sectors to think about how we can better support young refugees 
by setting up coordinated trajectories around them. Creating a supportive environ-
ment hence goes beyond offering stand-alone, short-term resilience interventions. 
In order to be efficient and sustainable, it is imperative to embed any service in an 
integrated support system around young refugees [40]. This continuum of care 
should not only be comprised of professional support but equally involve the infor-
mal support provided by caretakers or community systems [38].

 Advocacy

The literature is starting to document that changes to youths’ disadvantageous envi-
ronments can have a greater impact on their mental health and functioning than 
focused and specialized interventions on these youths individually, especially for 
youths facing more severe challenges [25, 34]. Consequently, promoting resilience 
of refugee youths implies questioning and altering stressful or otherwise disadvan-
tageous policies and practices in the resettlement society. Refugee-specific policies 
and programmes should be embedded within a socially inclusive society that offers 
accessible resources and real opportunities for refugee youths [4]. Supportive soci-
eties create opportunities and support for young refugees to grow and continue 
developing themselves into competent, functional citizens. Promoting resilience is 
hence about providing a warm and supportive reception context in which refugee 
youths and their families can find true asylum. It is about designing or rethinking 
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current policies and institutional support systems for refugees from a mental health 
and resilience lens. This is obviously at odds with current practices like isolation in 
detention centres, long asylum procedures or multiple forced relocations of refu-
gees. These procedures all too often impede the rebuilding of lives, social networks 
and futures, which is so central to positive transition.

It is vital for professionals to offer resistance towards the often predominant 
objectifying, individualizing, problematizing and guilt-inducing discourses on refu-
gees in their societies. When confronted with the cracks in the system through their 
interactions with refugee youths, professionals can choose to stand with them and 
give recognition to the injustices, power and privileges that may affect these youths 
deeply [20]. In addition, professionals can advocate for a resilience-promoting pol-
icy by monitoring the realisation of human rights and social justice for refugees, 
enforcing real opportunities for social integration and denouncing social and struc-
tural processes increasing young refugees’ vulnerability.

Box 4.2: Manzor’s Experience in Belgium
Following a long, risky journey from Afghanistan through the Middle East 
and Europe in very precarious circumstances, a protracted asylum procedure 
and relocation to different collective reception centres, Manzor (18  years) 
found a private apartment in a Flemish municipality, with help from the public 
centre for social welfare. While he recalls this step to independent living as 
marking a hopeful milestone, he also remembers the loneliness and fear of 
living in a strange environment where he knew nothing and no one. Because 
he arrived as an unaccompanied minor and did not know anyone in that 
municipality, the social assistant proposed to connect Manzor to an Afghan 
community-based organisation in the nearest city. Volunteers affiliated to that 
organization work in the region to connect newcomers with citizens and pub-
lic facilities, introduce them to the nearest mosque and its associations, sup-
port them with translation and administration, provide homework support, 
etc. The public centre for social welfare collaborates closely with this organi-
zation to identify and report challenges, like discrimination of newcomers on 
the housing market, to the local council. Together they support the council in 
developing and implementing a supportive policy for newcomers, and asylum 
seekers with a precarious legal status in particular. Through this collaboration, 
Manzor got to know many people in his neighbourhood, got connected to 
peers whom he shares similar struggles and aspirations with, was able to iden-
tify the services he could utilize to get the support needed, was donated sup-
plies to furnish his apartment and found courage to endeavour on a 
school career.
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 Conclusion

In this chapter, we documented how refugee youths’ mental health responses are 
complex, dynamic and contextual in nature, implying that to understand resilience 
we need to understand the supportive dynamics between these youths and their sur-
roundings. The social-ecological approach to resilience compels to look beyond 
representations of the traumatized victim who needs to overcome his trials of life, 
to recognize that forced migration is a collective challenge that requires the foster-
ing of an adaptive and supportive environment. To realise this, it is key to work on 
multiple ecological levels: to strengthen youths with a refugee background in (fur-
ther) developing a coherent sense of identity, belonging and purpose; to increase 
availability and accessibility of informal and professional resources for them; and to 
advocate for the realisation of human rights, social justice and real opportunities for 
social integration. Despite these clear anchoring principles for resilience-supporting 
interventions, evidence-based knowledge on the effectiveness of resilience inter-
ventions in general is nascent. Consequently, more research should be conducted to 
extend evidence on which approaches work best for refugee youths and their fami-
lies. Especially interventions on the family, school, community or societal level 
require more investigation to supplement the current understanding of how mental 
health and resilience of refugee youths can be promoted in the daily living contexts.
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 Introduction

Mental health workers and other clinicians evaluate children and adolescents for 
psychological disturbance that can manifest in emotional, physical, cognitive, or 
behavioral issues that create social or academic difficulties. When performing a 
mental health assessment of refugee children, awareness of the complexities of 
needs that they face is important, as these children have often been exposed to mul-
tiple risks, and complex needs may not be addressed through a single perspective, 
agency, or intervention [9, 14]. A mental health assessment for refugee children 
should therefore incorporate the various contexts and settings through a develop-
mental, cultural, and socio-ecological lens. Such an assessment is strongly multidis-
ciplinary. When sufficient human resources are available, input from staff with a 
background in social science (social work, anthropology) can be very useful. This 
chapter is thus not only for clinical psychiatrists, psychologists, and therapists but 
also for caseworkers, protection workers, counselors, and legal aid providers who 
are asked to be involved in mental health assessment for refugee children. Consider 
the following examples:

• A physician or nurse in a health center is asked to evaluate an adolescent’s men-
tal health state in order to initiate clinical care.

• A case manager is asked to interview a refugee family with multiple problems to 
identify how to help the children in the family.
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• A protection worker is asked to interview an unaccompanied minor in a refugee 
camp in order to assess the protection risks and specific threats to emotional 
well-being.

• A school counselor is concerned about a child’s emotional state as a recently 
resettled refugee in a new school.

• A lawyer is conducting a forensic evaluation for an adolescent seeking asylum 
and is not sure if his/her mental health state warrants further care.

The purpose of a mental health assessment for refugee children is to

 1. Determine, in ways that are sensitive to culture and context, if a child has a seri-
ous social, emotional, or behavioral problem that is impairing his or her func-
tioning to impact one’s normal developmental trajectory.

 2. Determine whether an intervention is necessary.
 3. Identify and evaluate personal, cultural, and social strengths and sources of 

support.
 4. Develop intervention recommendations and a plan to help the child and family 

engage in treatment, inclusive of building on youth and family strengths and 
available resources.

 Engaging the Sociocultural Context

 The Role of the Socio-Ecological Context in an Assessment

Psychological well-being and functioning of children are highly interwoven into the 
family, peer, and school setting in which they live [4]. A child must be assessed in 
relation to the multiple spheres of influence surrounding them, including the agen-
cies, communities, and cultures in which they are embedded. A full mental health 
assessment will therefore require obtaining information not only from the child but 
also from the supports around them such as caretakers or family, teachers, or health 
workers such as pediatricians, family doctors, or general practitioners. If a refugee 
child is being assisted by social services (e.g., a resettlement office, a community- 
based organization, or a protection agency), information from records and case-
workers can be invaluable, especially in cases of unaccompanied or separated 
asylum-seeking and refugee children. However, obtaining previous records and his-
tory can be a particular challenge for this group as the mental health assessment 
may be their first contact with an agency in the country.

 Unpacking Emotional and Behavioral Distress

Culture and context are at the core of identity formation of refugee children and 
strongly influence the manifestation and expression of emotions. Understanding rel-
evant cultural concepts of mental illness, as well as idioms of distress that are often 
“embodied”  – expressed through the body and not expressed through 
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language – can help clinicians and providers better understand the child’s emotional 
experience and prevent the imposition of labels that do not have relevance or mean-
ing for the child and his or her social surroundings. Engaging with such local 
expressions of distress can help clinicians to better understand the views of the refu-
gee child and their social network around the putative causes of distress and the 
expected course and, moreover, can help in setting shared therapeutic targets and 
increase therapeutic empathy and treatment adherence [17]. The exploration of 
local idioms of distress is not something that many mental health professionals are 
familiar with. Cultural brokers may have a role in documenting the perspectives of 
the refugee child and family and explore the cultural and contextual factors that may 
play a role in the development of symptoms and the help-seeking behavior.

Standard classification systems such as the Diagnostic and Statistical Manual 
(DSM-V) and the International Statistical Classification of Diseases and Related 
Health Problems (ICD-11) have been critiqued for their reductionist perspective 
that minimizes personal complexities and overlooks the sociocultural context in 
which symptoms are produced [3, 28]. A multilevel, ecosocial approach and ethno-
graphic understanding of mental distress for refugee children may serve as a com-
plement to provide a well-informed assessment that positions mental health 
conditions within a wider sociocultural context [18]. Despite considerable episte-
mological challenges with standard categorizations of mental health problems, 
using such classifications is more or less inevitable and has many purposes – for 
refugee registration, communication among practitioners, coordinating collabora-
tive care, and health financing. While certainly not ideal, it is the best model we 
have at the current moment and can function as a guide for clinicians in selecting 
treatment options.

 Dimensional Approach to Mental Health Problems

Global mental health practitioners have shown the utility and success of combining 
biomedical and local explanatory models of illness experiences into contextually 
appropriate interventions [1, 15]. Related to the divide with global mental health 
between conventional clinical approaches and ecosocial approaches, the Lancet 
Commission on Global Mental Health (2018) has recommended that the global 
mental health agenda incorporates a staged approach to understanding of and 
responding to mental health problems. Such an approach would replace a binary 
classification (with someone “having the disease” or not) with a staged, dimensional 
approach and would converge social and biological determinants of mental health 
problems throughout one’s life course [20].

 Role of Culture and Context in Shaping “Normal”

Understanding the child’s cultural and social context is essential for a useful, accu-
rate, and relevant assessment. Different sociocultural contexts influence the roles of 
children in their families and communities, including how they are expected to 
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interact interpersonally. Clinicians should be mindful of the role of cultural and 
social factors in shaping what is normal in child development. Industrialized societ-
ies in North America and Europe may prioritize individualism and empowerment, 
using concepts that flow out of such values such as “lacking boundaries,” “enmesh-
ment,” or “dependent personality.” These may not be accurate and may instead be 
misleading for children from societies that highly value interpersonal reliance and 
dependency [7]. For example, American clinicians may prioritize the individuation 
of an adolescent from his/her parents [21], but this may not be appropriate for the 
family who prioritizes family interdependence.

This case illustrates that the cultural norms around childhood and masculinity in 
the country may be at odds with norms in the host country. The absence of a large 
supportive social network and the dire economic circumstance makes that in this 
case the responsibilities surpass the capacities of the boy causing major behavioral 
problems and affecting his social and educational functioning.

A helpful tool to obtain a “quick scan” of cultural factors in the life of the person 
is the ‘Cultural Formulation Interview” (CFI) which provides a framework to sys-
tematically explore areas such as the cultural definition of the problem, perceptions 
of causes and course, cultural identity of the person, ways the person is coping in the 

Case Study
Abdi, an 11-year-old refugee boy, arrives from a remote part of an Eastern 
African country∗ to the USA with his mother, seeking asylum due to religious 
persecution and related domestic violence. Mother reports that her husband 
was physically and emotionally abusive, threatening her life multiple times. 
She was 10 years old at time of marriage, and her husband was 25 years old. 
One year ago, the sister of Abdi was killed in a family conflict. Due to finan-
cial difficulties, the boy was living with his aunt, while mother visited on 
weekends. They are now reunited after 6 months. They have been in the USA 
for less than a year, and the boy does not listen to anyone. He is involved in all 
aspects of mother’s life, including setting her up on romantic dates to find a 
new husband. He interprets for her in the session. She says, “He is my every-
thing.” He is failing in school, has multiple arguments with students and 
teachers, and shows general disrespect toward his mother, stating he does not 
need to listen to anyone. Mother explains that in her culture, boys are adults 
at an early age, sometimes as early as 8 years old, and often have more power 
than the mother. She feels she cannot, and should not control him, and does 
not know how to best manage him. The clinician is therefore left with the 
mother’s reported cultural norm of the role of a child as an adult and the 
child’s negative behavior and ability to function in this new setting.

∗(source: clinical notes from first author. Details of the case have been 
changed to prevent recognition)
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present and past, and help-seeking strategies used [19]. The CFI is particularly use-
ful for work with refugees [22]). Additional information on cultural and contextual 
factors related to mental health of refugees can be found in desk reviews that have 
been prepared for Somalian refugees [6], Syrian refugees [11], and Rohingya refu-
gees from Myanmar [24].

 Developmental Understanding

 The Role of Development in Understanding Mental 
Health Problems

Prior to conducting a mental health assessment, clinicians must have a good under-
standing of normal child development. This includes a developmental framework 
that is sensitive to what is normal in the culture and context of the child (refer to 
Chap. 3). For refugee children, it is important to situate symptoms in the actual 
context of the refugee and to evaluate how the interplay between various external 
factors affects symptom expression. A mental health assessment should explore to 
what extent the symptom or behavior is a normal reaction to one’s socio-ecological 
situation, as well as to identify whether changing the environment could signifi-
cantly alter symptoms. Developmental factors can affect how emotional and behav-
ioral symptoms manifest in children. For example, behavioral problems in children 
such as bedwetting or tantrums could be developmentally normal for toddlers, but 
not for primary school-aged children (6–15 years old). A clinician needs to under-
stand the child’s symptoms or difficulties as compared to the acceptable range of 
behaviors at various developmental ages and the manifestations of problems in each 
developmental phase.

 Role of Development and Communication Style

Practitioners should also be mindful of the impact of development on a child’s abil-
ity to communicate their feelings and experiences. Younger children may not trust 
unfamiliar people and may not have the cognitive maturity to understand, let alone 
discuss, their internal emotional states. Adolescents may perceive adults as judging 
them. Developmental factors also play a role in the manifestation and expression of 
mental health symptoms, such as the response to exposure to traumatic events. 
Toddlers who have witnessed or experienced war in their home country may show 
fears of the dark or tantrums. However, toddlers who have not experienced war or 
trauma may also frequently experience fears of the dark or exhibit tantrums with 
yelling and crying, which are not necessarily a sign of psychopathology. The label 
of being a “refugee” should not divert our attention from other elements of their 
social roles, development, and personal identity. Therefore, understanding normal 
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child/adolescent development in a cultural context is imperative, as well as using 
observation and evaluation of a child’s current level of social, emotional, and behav-
ioral functioning in relation to his/her peers (age and stage of development).

 Working with Interpreters

 Considerations in Working with Interpreters

Language barriers may necessitate the use of interpreters. While it may be difficult 
to find professional interpreters, especially in the case of rare languages, the use of 
family members as interpreters should be avoided, due to the significant pressures it 
can place on the client and interpreting family member. The translation of phrases 
implies making choices on how and what to translate, making interpretation rarely 
neutral, particularly when terms from one language cannot be easily translated into 
another. The influence of an interpreter during an assessment; therefore, goes 
beyond the translation of words. The presence of a third person in the room changes 
the dynamics of the experience. Some refugees may see the role of an interpreter as 
a co-therapist, particularly when the same interpreter is present over multiple ses-
sions [2]. The position of an adult interpreter in a child interview has potential to 
create an imbalance of power, which can unwittingly lead to silencing, distorting, or 

Case Example
In a refugee camp in Jordan, a humanitarian child protection worker noticed a 
14-year-old Syrian boy screaming and crying alone outside of his tent. The 
worker approached and found that the boy was angry that his parents would 
not let him wander by himself to the main entrance gate. He was bored, felt 
trapped, and missed his friends, family, and life back in Syria. On further 
discussion, he revealed his unease whenever a plane flew above, felt alone, 
thinking his parents did not understand him, and was both angry and scared 
after witnessing two families physically and verbally assaultive at the water 
and sanitation station. The worker understood how hard social isolation and 
change from one’s main supports were on the developmental need of someone 
in early adolescence. Even though the child’s emotional reactions were pos-
sibly a normal response to his refugee-related experience, he still needed fur-
ther assessment and support. The worker introduced him to a mental health 
counselor, who met with the child and parents, provided psychoeducation 
about the potential adverse mental health consequences that can follow from 
the experience of displacement from one’s home and culture, and provided 
potential coping strategies to manage anger and anxiety, as well as connected 
him with adolescent-friendly spaces and programs to feel more a sense of 
belonging since developmentally, adolescents may seek peer support.

∗(source: clinical notes from first author. Details of the case have been 
changed to prevent recognition)
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influencing the voice of the child with what the child tells [16]. When the interpreter 
is from the same country as the child, issues of trust and confidentiality can arise. 
An interpreter from the same community or background can increase the feeling of 
being at home and understood but can also lead to isolation and mistrust if the child 
is concerned that the interpreter may share information with others in the community.

 Persistent Language Barriers

Sometimes the use of an interpreter still does not solve language barriers. Refugee 
children may have a rare local language as their “mother tongue,” while the inter-
preter may speak the national language or standard dialect of the country. For exam-
ple, the Democratic Republic of Congo and South Sudan have dozens of local 
languages. Official interpreters often speak the larger “national” language that func-
tions as a lingua franca in a country or region, such as Lingala, kiSwahili, or Juba 
Arabic. A refugee child may be able to sufficiently master such a language suffi-
ciently to communicate for daily survival, but not enough to discuss in-depth emo-
tional issues. Moreover, some English terms do not have a clear equivalent term in 
the child’s primary language, as may be the case for terms indicating emotions, such 
as the nuances between “anxiety,” “fear,” “irritation,” and “anger” [27].

 Interpreters as Cultural Mediators

After the session, debriefing with the interpreter can be useful to ascertain how the 
interpreter judges the child’s use of language and any cultural nuances that can help 
inform the contextual and developmental understanding of the child. In this way, 
interpreters can act as “cultural mediators,” particularly if the interpreter and child 
share a similar (sub)cultural background that is markedly different from the clini-
cian’s background. The clinician can ask the interpreter to provide background 
information about cultural issues that may have arisen in the session [26].

Box 1 Tips for Working with Interpreters During Mental Health Assessment of 
Refugee Children and Adolescents (Based on Flores [10] and Tribe and 
Morrisey [26])
• Instruct interpreters to translate with minimal editing and tell-inform you 

if they do not understand something the child has said.
• Clearly explain the purpose of the session to the child; why the interpreter 

is present; and what his/her role is.
• Emphasize confidentiality among everyone in the room, including the 

interpreter,
• Use simple sentence construction and appropriate pauses.
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 Building an Alliance

 Understanding Confidentiality

Child refugees may not have had a mental health interview before, and therefore may 
not be accustomed to the seemingly intrusive questioning about one’s emotional or 
behavioral state. The role of a mental health professional and the goal of the assess-
ment may not be clearly understood and should be explained in simple terms [13]. In 
case of an unaccompanied child, it can be helpful to involve their caseworker or 
foster care parent in the initial assessment [8]. Being clear about the limitations of 
confidentiality are important, as youth and caretakers are likely not aware of the 
extent to which information may be transferred to legal or state authorities. For 
example, it is possible that community-based agencies will ask to view mental health 
assessments. In most countries, legal and the medical regulations state that medical 
reports cannot be shared with others (including other medical institutions) unless the 
involved person (or the legal custodian) has given explicit permission. There may be 
a need to make exceptions, such as when there is an imminent danger to self or to 
others, in which case a psychiatrist is obliged to share information in order to save 
lives. Therefore, confidentiality should be explained without reassurance or promises 
that cannot be guaranteed, so as not to damage trust with children.

 Showing Respect to Refugee Children

Building an alliance with children incorporates showing respect and displaying 
genuine interest. When children feel heard, supported, and validated, they may be 
more likely to provide honest responses about their experiences and feelings. 
Clinicians should tell children that they will be taking notes during the interview 
because they want to ensure they are understanding the child’s perspective and to 
highlight that notes are for the clinician’s use and will not be shared with authorities. 
In some cultures, people may not feel comfortable being interviewed or having so 
much attention focused on them and feel suspicious about the attention. Care can be 
taken to both acknowledge the difficulty in talking about oneself and to kindly invite 
children to be participants in the conversation.

It is important to be reflective on how we are being perceived by refugee chil-
dren, since many may feel confused or scared with a clinician’s questions and 

• Work slowly so the interpreter, child, and clinician can easily understand 
each other.

• Avoid using proverbs and metaphors that are often culture-specific and 
ambiguous.

• Verify whether interpreter and child/adolescent have understood.
• Pay careful attention to nonverbal cues.
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concern. A warm, supportive, yet professional environment can help a child or ado-
lescent feel more comfortable. When a child appears embarrassed or ashamed, we 
can try to relay a nonjudgmental approach to their situation and instead convey that 
we have heard them and want to understand their experience. Sometimes first talk-
ing about topics that are not as sensitive can be helpful, such as questioning about 
favorite ways to spend free time, favorite games, or practical information. A combi-
nation of questions and statements can help youth not feel interrogated. Clinicians 
should always be mindful of the goal of the assessment, to only ask questions about 
potentially traumatic events or sad experiences if required to reach a sufficiently 
robust conclusion about one’s life history and pathology. Clinicians should also be 
mindful of their own reasons behind inquiries. Refugee children often have experi-
enced persecution and violence, much of which may be interesting to the clinician. 
However, intricate details about potentially traumatic experiences are not always 
necessary, and if the child does not feel comfortable sharing, they should not be 
pressured to do so. Oftentimes, children may need multiple sessions before feeling 
comfortable sharing various triggering or scary past experiences.

 Incorporating the Effects of Potentially Traumatic Experiences 
on Child/Adolescent Refugees

 The Role of Potentially Traumatic Events in a Refugee Child’s Life

The refugee experience is diverse: some youth have experienced war, while others 
have experienced sexual- and gender-based violence or persecution due to political 
and religious beliefs and related behaviors or sexual orientation. Part of the assess-
ment can incorporate an evaluation of whether an adverse event was traumatic or 
not. Individuals can place different meanings and give different emotional valence 
to the same adversity, so an adverse event may or may not be considered “trau-
matic” in a child’s viewpoint. While the experience, including displacement, may 
vary, refugees (like asylum seekers) have a well-founded fear of persecution by defi-
nition.1 Psychologically, children who have experienced persecution or war-related 
trauma may have difficulty in knowing whom to trust, with understandable hesi-
tancy about whether disclosure of mental health symptoms will affect their legal 
status or may have negative social consequences. Parents may worry about being 
judged unfavorably, that their child will be removed from the country, or that sensi-
tive personal information could compromise future decisions on asylum status.

The effects of trauma can be mediated by the level of insecurity and violence 
youth have been exposed to, availability of a positive attachment figure/relationship 
to help buffer/mitigate the effects of the trauma, individual genetic or biological 
makeup of the youth, and community resources available to assist the youth in 

1 The 1951 Refugee Convention defines a refugee as “someone who is unable or unwilling to return 
to their country of origin owing to a well-founded fear of being persecuted for reasons of race, 
religion, nationality, membership of a particular social group, or political opinion.”
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returning to a normal developmental trajectory [5, 25]. For those with trauma- 
related symptoms and behaviors, executive functioning – the ability to organize, 
plan, strategize, and manage time – can be impaired [12]. Those who have suffered 
from traumatic events may have impaired memory, missing certain pieces of infor-
mation or the ability to describe clearly dates and times of events.

 Managing Silence and Disclosure

Caretakers and refugee children may have experienced “being silenced,” which is a 
form of control and taking away power. “Being silent” is different than “being 
silenced” and can demonstrate personal agency and control. When interviewing 
refugee children and families, we should be mindful of the role of silence and 
respect people’s preferences and needs to not disclose certain information [23]. 
Sometimes silence is a reflection of a cultural response to a situation where there is 
an asymmetry of power inherent in the interaction (such as the clinician and client 
roles). Clinicians can be mindful of nonverbal cues and aware that emotions and the 
expression of such are influenced by the social environment and culture in which 
youth are raised. How physically expressive or reserved or emotionally expressive 
or stoic one is may be shaped by one’s culture. Clinicians should therefore be mind-
ful of personal expectations of how one is supposed to react and can observe non-
verbal communication and body language to complement any information already 
gathered.

 Conclusion

While not comprehensive, this chapter provided a few key points to consider prior 
to conducting a mental health evaluation. This may be the first mental health evalu-
ation for a refugee child. Therefore, the evaluation should be done with caution and 
care, in order to safely, effectively, and efficiently obtain the required information to 
inform a care plan. Underlying the mental health assessment is an understanding 
that an individual child’s identity, values, ways of expressing him/herself, and expe-
riencing the world is shaped and developed by the ecosocial environment. Family, 
community, and culture all influence the expression and perception of emotional 
and behavioral distress. Respect should be given to the child’s developmental stage, 
sensitive to a child’s functioning in relation to same age peers. Since many practi-
tioners may not speak the same language as the child, consideration on how to work 
with persistent language barriers and how to use interpreters as cultural mediators 
can provide the practitioner with additional information to guide the assessment. We 
may tend to rely on verbal communication, but respect should be given to what is 
not discussed or held silent. This may be a response to exposure to potentially trau-
matic events or a reflection of culture. By considering the above before, during, and 
after a mental health evaluation, we can attempt to avoid any negative unintended 
consequences of engaging with a refugee child.
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6Conducting the Mental Health 
Assessment for Child and Adolescent 
Refugees

Suzan J. Song and Julia Oakley

 Introduction

Conducting a comprehensive mental health assessment of a child is critical before 
treatment or interventions are even considered. The child (defined here as 0–18 years 
old) should be viewed as an individual at a developmental stage, as part of a family, 
with an identity shaped by one or more cultures, within a social and environmental 
context. Oftentimes, helpers and clinicians may feel the pressing need to assist refu-
gee children and rush to providing interventions or treatments before spending ade-
quate time in the assessment. Jumping to interventions too soon places the child at 
risk of ineffective and potentially harmful interventions that only delay care. 
Understanding the potential root causes; meaning of symptoms to the child, family, 
and community; and cultural influence on the expression of symptoms is needed for 
an accurate assessment that will ultimately guide optimal interventions that are tai-
lored for the child. Refer to Fig. 6.1 for the general outline of how to conduct a 
mental health assessment for refugee children. This assessment chapter is meant to 
be a general guideline for mental health clinicians working with refugee children 
and families. It is not meant to serve as a standard of care for all professionals work-
ing with youth.
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 Practical Aspects Prior to the Assessment

 Preparation

Preparing a child and his/her family for a mental health assessment is essential and 
should begin well before the assessment process. Clinicians should anticipate ambiv-
alence to the mental health assessment due to legal, privacy, and stigma issues and 
then acknowledge and alleviate such ambivalence as soon as possible. The mental 
health assessment may possibly be the family’s first contact with mental health care. 
Gathering information about the family’s culture ahead of the assessment helps the 
clinician to set up the assessment in a culturally sensitive way. For many children, 
this will mean avoiding an overemphasis on the individual, instead placing the family 
in the context of their social, family, community, and political surroundings [13].

Clinicians should relay the practical and administrative aspects of an assessment 
at the beginning of session. This includes confidentiality, assessment process, length 
of interviews, clinician role, expectations from the assessment, and permission to 
gather information from other sources (e.g., school, resettlement agencies, case 
workers, physicians). Clinicians may also need to follow up with procedural remind-
ers. One should be watchful for both verbal and nonverbal clues of unease, which 
could easily be missed through language and interpretation barriers.

 Referral Source

First clarifying the purpose of the mental health assessment from the referral source, 
typically the caregiver, guardian, or a staff member, gives a sense of how a child’s 

Post-interview

Formulation Treatment planning Intervention planning

Interview

Child/adolescent interview Caregiver interview Collateral interviews

Pre-interview

Preparation with family Referral source Document review

Fig. 6.1 Flowchart for the mental health assessment of refugee children
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emotional or behavioral issues are understood, expressed, and managed. Caregivers 
may refer a child for evaluation of suicidal thoughts or a teacher may refer an ado-
lescent for school truancy or substance abuse concerns. A pediatrician in the refugee 
camp may refer a child for suspected physical or sexual assault, or a case worker 
may report observing an adolescent with social difficulties with peers. The clinician 
must ensure that necessary consent is obtained to conduct the mental health inter-
view, if the parent or caregiver is not the referral source. Understanding the main 
concerns that the referral source has, why the child is brought in now, as well as any 
questions they would like answered will help the clinician be focused and under-
stand expectations for a mental health evaluation. The referral source will provide 
critical information about the family or social and environmental factors that could 
be causing or contributing to the presenting problems.

 Review Documents

With the information provided in the referral, a clinician should be attentive to the 
child’s immigration status and length of time in the current country. Such informa-
tion will help to contextualize distress and protective factors. For example, the emo-
tional wear that uncertainty and prolonged migration or waiting can have on a 
refugee. Documents can be useful in obtaining demographic information such as 
religion, country of origin, number and places of relocation, circumstances of perse-
cution, age, and household composition. This information can be used to obtain gen-
eral information about the cultural and socio-political background of their experience.

Any forms, such as consent for treatment or mental health questionnaires, should 
be given in the family’s language of proficiency. Patience and understanding should 
be given to refugee children and their parents who may not be literate in their pri-
mary language, or who may have visual impairments to reading documents. While 
mental health questionnaires can be a quick way to gather information prior to an 
interview, clinicians should be mindful to use scales that are culturally and contex-
tually validated. Many refugee children may feel uncomfortable and guarded about 
filling out such questionnaires that they are unaccustomed to using. Culture can play 
a role in the consent process, with some refugee children and referral sources look-
ing to the interpreter for guidance on whether to sign or if the clinician can generally 
be trusted.

 Clinical Mental Health Interview

 Deciding Whom to Interview

Refugee children may be accompanied by extended family members or social sup-
ports. While it is important to help refugee children define who is in their family and 
acknowledge the importance of influential people in their lives, the interview itself 
should initially be limited to those most integral to the child’s life. Other family 
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members can be interviewed subsequently, as appropriate, so as not to disorganize 
the interview or become overwhelmed with simultaneous competing voices.

 Logistics of the Mental Health Assessment

While mental health clinicians working with refugee children will each have their 
own time constraints, a 2-hour evaluation with all concerned persons – child, care-
giver or referral source, and clinician – is ideal. This allows observation of the inter-
action between child and caregiver, which can provide information on the relational 
strengths and struggles. Observing the family as a whole can be informative to 
understanding how the family supports or hinders each member and how they per-
ceive a problem. If the child is under 13 years old, an interview with the parents 
would be followed by an interview with the child. If the child is over 14 years old, 
typically the adolescent is interviewed first. Adolescents may have more to discuss 
and may have more developmental awareness about their own emotional health and 
capacity to maintain an alliance with the clinician. Interviewing the child indepen-
dently from the caregiver can avoid exposure to criticism by an adult and allow an 
opportunity to learn about social or family issues that may not be appropriate for the 
child to hear. At the end, time is reserved for all parties to return to discuss the diag-
nostic formulation that includes the socio-cultural impact on a child’s emotional and 
behavioral well-being as well as discuss potential interventions or a care plan for 
going forward.

 Assessing the Impacts of the Humanitarian Setting
In humanitarian settings, such as refugee camps, staff may have difficulty finding a 
private area to conduct a proper interview for such a long period of time. Privacy is 
of paramount importance to minimizing stigma, making the client feel as comfort-
able as possible, and allowing disclosure of emotional experiences. These consider-
ations (Box 6.1) can be considered in such settings.

Box 6.1 Considerations in Humanitarian Contexts
• If only tents/caravans are present, clinicians can try to walk in private with 

the child
• Children and their parents can be asked to choose a location where they 

feel safe and comfortable
• Best attempts should be made to allow adequate time to conduct a thor-

ough assessment
• Parents should always be approached first, to obtain consent for a mental 

health assessment and describe the process, including risks (of eliciting 
stressful emotional responses) and benefits (developing a plan to ease emo-
tional or behavioral distress)

• Parents and children should be told that they can share as much or little as 
they are comfortable with
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 Building an Alliance

The alliance, or relationship, between the child and clinician is of paramount 
importance, as is the alliance between clinician, family, and any collaborating 
agencies. Because the assessment is the beginning of the clinician’s engagement 
with the child and family, it begins the clinician-client-family alliance and sets 
the tone for the efficacy of the intervention. An alliance incorporates building 
trust and negotiating to identify shared goals [5]. While an alliance can be built 
quickly, refugee children and their families may be guarded or protective of each 
other to give their recent history of persecution. A compassionate and profes-
sional demeanor may help the client feel more at ease to be able to share their 
true experience and emotions. Following a child’s interest while maintaining 
structure and purpose to the interview is both intuitive and a learned skill. 
Different age groups may respond to different techniques for engagement (refer 
to Box 6.2).

There is a balancing act between being able to obtain the information needed 
and staying present with the child and discussing what topics the child would 
like. If the child is focused on current problems, such as not having friends, the 
clinician should listen and re-direct if needed, but not impose his or her own 
order of pre-planned questions. When there is an appropriate moment, the clini-
cian could ask their related question. For example, if the clinician wants to ask 
about the child’s mood, but the client is focused on the boredom of school, the 
clinician could identify the connection between the two and first address the 
child’s concerns. The clinician could say, “I wonder how school is different now 
than when you were at home…” Then link the child’s concern to the clinician’s 
inquiry, “How does it feel to be at school now?” and prompt if necessary: “Sad? 
Angry?” This allows the clinician to both hear and address the child’s concerns 
while also obtaining information the clinician needs to complete an assessment. 
If the child becomes distressed when sharing emotional difficulties or sensitive 

Box 6.2 Example of Approaches to Build Alliance with Children

Younger children Older children/adolescents
•  Creative means such as play, drawing, 

use of stuffed animals
•  Gentle guidance and patience upon an 

initial meeting can show respect
•  Talk to children at their developmental 

level using language and expressions 
that a child at a certain age would 
understand, mindful that younger 
children may be more susceptible to 
suggestion

•  Engaged directly, perhaps starting with 
“neutral” topics, such as their prior 
hobbies or music choice

•  Engage the child in asking their view 
point of their perspective and why they 
are seeing a mental health clinician
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topics, the interviewer should reassure the child and defer these unresolved 
questions to another contact.

 Caregiver Interview

 Engaging the Caregiver

The caregiver interview will inquire about the reasons for the referral, child’s cur-
rent difficulties as well as strengths, and impact of the child’s difficulties on his/her 
social, academic, and family functioning. If multiple caregivers are present, they 
may have differing opinions on the youth’s presenting problem as well as personal 
beliefs or stigma against seeking mental health care. Sensitivity, engagement, and 
multiple visits may be needed to adequately understand the family’s perspective. 
Important in discerning the cause and manifestation of emotional and behavioral 
problems is identifying whether problems are evident at home, school, other set-
tings, or all of the above. Asking direct, closed questions can be useful to obtain 
data on time-related events and details, and open-ended, exploratory questions 
may be helpful for relational and emotional information [10].

 Practical Issues with the Caregiver Interview

The caregiver should be interviewed separately to discuss issues that may be 
uncomfortable or inappropriate to discuss in front of the child, including sexual-
ity, substance abuse, or exposure to traumatic experiences. Oftentimes, caregiv-
ers will have differing opinions as to the child’s behavior and social and academic 
functioning. Cultural values may dictate how parents and children communicate: 
some children may feel they are showing respect to elders by not responding to 
questions or speaking unless granted permission. Clinicians should consider how 
cultural etiquette may dictate who should be addressed first in the assessment as 
well as how family members should be addressed. Interviewing parents alone 
and children alone can help both more freely communicate. Caregivers can 
describe the impact of the child’s symptoms on the family or home life and the 
response of influential people. Caregivers can also fill in historical information 
about a child, by asking about developmental milestones, early life experiences, 
past and present medical history, and the course or progression of mental health 
symptoms. Caregivers should be asked about family history of psychiatric or 
medical disorders that may be relevant. In the case of unaccompanied refugee 
minors, it may be that no adult has information on their previous developmental 
history.
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 Resilience Approach Toward the Child and Caregiver

Clinicians can inquire about what the family has already done to address the prob-
lem and how that strategy has been working. As well, clinicians should engage the 
caregivers in helping to understand what the child’s life was like before displace-
ment to help identify the contribution and influence of the child’s environment on 
his/her current behaviors. Discussing the child’s positive personal characteristics 
and behaviors before displacement and how they have/have not changed can help 
caregivers give a more longitudinal view of their child [17]. Clinicians should seek 
to understand a parental well-being and social supports during the interview, as 
both are strong protective factors for a child’s resilience [11].

 Assessment of Developmental History

Assessment of physical development is also critical, especially when working with 
children who may have neurological symptoms or intellectual/cognitive disabilities. 
An understanding of fine and gross motor development, puberty, illnesses, hospital-
izations, and serious injuries can be related to mental health symptoms. Comparing 
a child’s emotional, physical, social, cognitive, language (expressive and receptive), 
and learning capacity in the context of their chronological age will help identify 
areas of delay which could be targets for interventions, as well as to note strengths 
for resilience building.

Developmental history includes conception and pregnancy, birth, postnatal 
phases, and any major cognitive, social, or emotional issues of the youth, as well as 
any major life events or stressors during the first few years of life. If evaluating an 
adolescent, the history can also include the developmental assessment of social 
skills including prosocial behavior. For refugee children, understanding develop-
ment in the context of the family system during war or persecution, migration, and 
post-migration processes can help obtain critical information of the impact of 
changes in the family (refer to Box 6.3).

Box 6.3 Example of Questions to Caregivers of Children About Developmental 
Histories
• What concerns do you have for your child?
• When did this [concern] begin, and what do you think is the cause?
• Has anyone else in the family had this problem? Has anyone in the family 

had any major emotional or behavioral problems?
• What does your child do well?
• What do you like about your child?
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 Mental Health Interview for the Refugee Child

 Considerations for Refugee Children

While adults may be more verbally communicative about the presenting problem, it 
is important to also engage children in asking the children’s viewpoint of why they 
are coming to see a mental health clinician and what is going on in their life. Initially, 
children may be guarded and hesitant to speak with a clinician. This is developmen-
tally appropriate, and clinicians should be mindful that refugee youth may feel other 
adults have broken their trust or that they have been harmed by government or 
political officials (with whom they may be associating you). Therefore, clinicians 
should be clear about roles, purpose of the interview, confidentiality rules, and 
expectations from the assessment. Then, clinicians can begin the interview with 
neutral topics such as past hobbies, favorite games, or favorite songs/music.

Box 6.4 Considerations for the Mental Health Interview for Refugee Youth
• A child’s ability, motivation, and eagerness to engage with a clinician may 

vary if in a new culture and context
• Those who have experienced interpersonal traumatic events may not be 

forthcoming or feel at ease with a clinician whom they have never 
met before

• Children may/may not describe or conceptualize well their emotions, asso-
ciated causes and events, or what may help their distress

• Children may have difficulty in adapting to multiple insecure environments
• Managing with traumatic loss, cultural bereavement, and grief
• Children of all ages may regress to developmentally younger behaviors, 

such as bed-wetting

Medical/family history Developmental history
Has your child had any surgeries? 
Hospitalizations? Illnesses or infections 
such as malaria?
Is your child on any medication? Has he/she 
ever taken any in the past? Does she have 
any allergies to medication?
How does your child play? Is your child 
able to play well with other children of the 
same age?
Do you know if your child is engaged in any 
substance abuse?
Do you think your child is engaged in any 
risky behavior or behavior you disapprove 
of?

Were there any main stressors on the 
mother when she was pregnant with the 
child?
Were there any complications during 
pregnancy, labor/delivery, or afterward?
Were there any abnormal feeding, eating, 
or toileting issues in the first few years of 
life?
Did your child hit developmental 
milestones?
Was the child separated from parents for 
a period of time? Under what 
circumstances?
Have there been any major stressors in 
the child’s life thus far?
What has been the quality of your child’s 
peer relationships since toddlerhood?
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 Assessing for Mental Health Concerns

As many humanitarian staff may not be mental health clinicians, the purpose of the 
mental health evaluation is not necessarily diagnostic, but rather to develop an under-
standing of the child’s presenting problems in order to inform a care plan. A mental 
health assessment tends to be one interview, though a cross-sectional evaluation of a 
child at a particular point in time may not accurately reveal overall level of function-
ing or distress. If possible, more than one interview with the child can give a more 
representative overview of the child’s distress and strengths. The severity, timing, 
duration, associated factors, and help-seeking behavior around the symptom or prob-
lem should be assessed. Furthermore, the child’s safety should be assessed via a risk 
assessment as part of the assessment process; for example, whether the child has past 
or present suicidal ideations, plan, or attempts and whether there is a risk that the 
client is a harm to himself/herself or others. Clinicians should further assess for self-
injury and whether the child feels safe in his or her environment. Box 6.5 provides an 
overview of potential emotional or behavioral problems that may be seen in children.

 Presentation of Mental Health Problems
The clinician must obtain an accurate picture of the youth’s developmental func-
tioning, nature and extent of the child’s behavioral problems, any impairment of 
functioning, and subjective distress. Mental health problems may present similarly 
but have different causes and hence different intervention strategies. For example, 
aggression is a common concern, and when due to the experience of abuse or expo-
sure to community violence such as war conflict, aggression may reflect the youth’s 
difficulty with emotion regulation. However, if aggression is due to learned behav-
ior from peers, this may be a sign of conduct problems. These two underlying condi-
tions require different strategies  – attachment-focused or trauma-focused 
interventions for abuse survivors and behavioral and social strategies for youth with 
conduct problems. These two types often co-occur, requiring both approaches, and 

Box 6.5 Broad Types of Mental Health Problems [26]

Category of mental health problem Potential symptom/problem
Internalizing (emotional) Sleep problems

Avoidance of certain situations
Physical presentations of distress

Externalizing (behavioral) Acting out
Aggression
Defiance/yelling

Neurodevelopmental Physical overactivity
Attention impairment
Language delay
Repetitive behaviors
Impaired social reciprocity

Somatic/body-brain Sleep problems
Feeding and eating disorders
Somatoform and related disorders
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a thorough assessment can give a detailed understanding of these patterns to match 
the youth’s needs with intervention goals.

 Somatic Concerns
Refugee children may present with somatic concerns (relating to the physical body) 
either due to cultural reasons or because they have difficulty articulating their emotional 
distress [1, 3, 12]. Any underlying physical cause of emotional distress or pain should be 
ruled out and youth and families can be asked what they believe the meaning, etiology, 
and treatment of the symptom to be. When physical investigations have been conducted 
and found negative, children and parents should not be challenged by emphasizing the 
lack of physical etiology. An approach that shows respect and curiosity about their symp-
toms can improve the alliance and help youth be open to engaging in interventions.

 Unusual Beliefs or Sensory Experiences
Another difficulty in a mental health evaluation can be establishing the nature of 
unusual beliefs and sensory experiences, usually visual or auditory, that could indi-
cate the onset of a psychotic illness. One needs to consider the cultural connotations 
of such thoughts and beliefs and children’s potential expression of fear and distress 
through sensory perceptions. Children who experience trauma and abuse may 
describe sensory experiences that sound like psychotic hallucinations but are really 
disturbances consistent with trauma, for example, seeing illusions or hearing the 
voice of a perpetrator at night.

 Ecosocial Assessment

As discussed throughout this book, each child is situated in a complex ecological 
system consisting of multiple levels (Benounna et al., in progress; Reis et al., in prog-
ress; Snider et al., in progress; Song et al., in progress). Each of these levels therefore 
requires an assessment of the influence they have on the child (refer to Box 6.6).

Box 6.6 Ecosocial Assessment

System Example
The individual Age

Gender
Microsystem Family

Peers
School

Mesosystem Interactions between more than one microsystem
Religious groups
Home

Exosystem Local government
Social welfare system
Friends of family
Mass media

Macrosystem Social and cultural context, such as ideologies, 
values, and attitudes
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 Cultural Environment

 Acculturation
Acculturation is the process by which one becomes competent in navigating more 
than one culture [15]. Acculturative stress is the psychological impact of adapting to 
a new culture. When family members vary in their acculturation processes, refugee 
children can feel more or less supported, which can influence mental health symp-
toms and expression. Acculturative family stress can negatively impact child mental 
health and therefore be acknowledged and explored as a potential target for inter-
vention (refer to Box 6.7). Potentially traumatic events may interfere with refugee 
children’s acculturation processes, which may cause a fear of involvement with 
police or authority figures and forming new trusting relationships or avoidance of 
engaging in activities that may remind them of their trauma.

 Culture and Expectations
The cultural environment the refugee child is in presently should be compared to the 
cultural environment from which the child is from. Cultural differences may account 
for child or family stigma around conceptualization of mental and physical health, 
seeking mental health services, and emotional expression. Exploration of cultural 
ideas around family roles, child-rearing practices, education, and communication is 
important to understand the issues present in the family. The child’s religion and 
spirituality may also be culturally bound and may be inextricably linked to how the 
client views wellness, disease, healing, life, and loss. This discovery process will 
help the clinician not only to understand the context surrounding the child’s present-
ing issues but also identify assets and protective factors as well as potential barriers 
to treatment adherence.

 Family Environment

The family will be stressed by external forces such as exposure to violence, loss of 
loved ones or forced separation from their supports and community, as well as inter-
nal forces that change the roles, expectations, and ways of interacting between fam-
ily members (refer to Box 6.5). The refugee child and his/her family may be 
struggling with cultural bereavement for the loss of homeland, culture, and associ-
ated memories left behind [4].

Box 6.7 Acculturation Considerations for Refugee Children
• Client and family’s relative degree of comfort with aspects of main-

stream culture
• Client and family’s primary language spoken at home
• Exploration of potential bi-cultural stress
• Exploration of sources of support

Adapted from the Cultural Assessment Interview Protocol [6]
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 Evaluating the Roles and Expectations of Family Members
The caregiver and child can be asked of the family’s roles and expectation. 
Understanding the child’s relationships to family members can help identify pri-
mary sources of nurturing and support, as well as who meets which of their 
needs. Children can be asked to draw their family or to map out who is in their 
family system and be asked about their relationships to everyone they draw or 
leave off the map. Clinicians should explore how family roles and expectations 
have changed with the migration and experiences the family has recently gone 
through.

Since refugees may arrive to a new country without family members, clinicians 
can ask whether all family members are present: Is anyone missing? Are all family 
members safe? If a family member is missing, clinicians can query how the family 
roles have changed: Is a primary caretaker or financial supporter missing? Who is 
filling that role presently? [22].

 Historical Structure and Functioning of the Family
Understanding the historical structure and functioning of the family is useful to 
be able to identify available resources to promote well-being and prevent emo-
tional distress. Families should be defined from the child’s perspective, aware 
that non- blood relatives, extended family, or deceased loved ones may be per-
ceived as critical family relationships. Clinicians may ask about how the family 
is organized and what the family’s overall strengths are. It is important to inquire 
about the family beyond the presenting problem to obtain a sense of everyday 
life, which can give a lens into family norms and expectations. A clinician may 
explore family functioning, family roles, caregiver-child attachment, typical pat-
terns of communication among family members, and methods of discipline 
employed by caregivers.

Box 6.8 Potential Changes in Family Dynamics for Refugee Children
• Changes during the refugee experience
• Birth and loss of loved ones
• Family exposure to violence
• Ambiguous loss of loved ones
• Long-term absence of a parent
• Potential witnessed interpersonal or community violence
• Forced separation from friends, family, community
• Overall level of acculturative stress
• Change of parental role
• Marital conflicts about roles and responsibilities
• Children assuming a parental role
• Family conflicts about what constitutes acceptable behavior
• Changes in social or economic status
• Communication patterns among family members
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 Assessing the Supportive Role of Families
The primary system in a child’s life is family. Children may need support grieving 
for lost loved ones or their family system as they once knew it. Consideration of 
how the child and family members typically cope with adversity can give open com-
munication about ways in which individual coping styles are helpful or stressful for 
other family members. For example, if a parent tends to cope by turning inward, 
finding solitude, and seeking silence, but the child copes by talking, engaging, and 
interacting, the child may feel his/her needs are not met, which can influence emo-
tional and behavioral presentations.

Furthermore, ambiguous loss of family members may occur when it may be 
unknown whether a loved one is deceased or alive, or perhaps when a loved one 
is physically present but psychologically absent. The child may feel he/she has 
little support from a family member that is unavailable. In situations of ambigu-
ous loss, the ambiguity of the loss itself needs to be validated and presence and 
tolerance for ambiguity should be enhanced [21]. Traumatic events experienced 
by parents or grandparents can also have a negative impact on the health and well-
being of future generations, as evidenced by attachment style in relationships, 
family functioning and communication, and anxiety, depression, and post-trau-
matic stress levels of offspring [19], which can further the difficulty in children 
feeling supported.

 Social Environment

The context in which the child is embedded should be evaluated, as discussed pre-
viously in this book (Chaps. 3, 7, and 12). Since the lack of basic needs like hous-
ing, poverty, school enrollment, available food, and safety have been linked to 
mental health (social determinants of health), identifying and prioritizing a 
response to the child’s basic needs can be a critical step to understanding emotional 
and behavioral concerns. For refugee children, evaluation of the social environ-
ment also includes identifying past and ongoing potentially traumatic experiences, 
which are always external to a child. Such an evaluation would include the safety 
of the child and family (e.g., secure housing, safe neighborhood, potential of inter-
personal violence); exposure to war- related events; community violence, and 
abuse; and the migration experience (if applicable). Moreover, sources of stress 
and support should be defined, as a lack of protective networks due to a breakdown 
of families and social systems can lead to greater risks of violence, exploitation, 
and abuse. Peer and community supports can be elicited and incorporated into care 
plans, to help restore a sense of belonging.

Involvement in school with educational attainment and social inclusion may be 
evaluated, since children typically spend the majority of their days in a school set-
ting. Children may have experienced lack of access to schools or interrupted educa-
tion, which can negatively impact education level and social development [11]. 
School challenges such as interrupted education, acculturation and language diffi-
culties, and struggles with learning, coping, and adapting to a new environment 
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should be discussed proactively and additional services provided such that a child 
always has a place to feel safe, to learn, to implement structure, and to belong.

 Formulation

The case formulation is the integration of all previously described information from 
history, corroboration with other agencies, observations, and interview with the 
child and his/her parents into a coherent, distilled, and nuanced story that leads to 
the development of a hypothesized understanding of the child’s presenting problem 
as well as a care plan. The formulation describes signs, symptoms, and areas of 
resilience where symptoms are not present and embeds these in family, social, edu-
cational, and cultural contexts (see Box 6.9). The formulation further makes diag-
noses and provides hypotheses and justification, as well as describes intervention 
options based on all of these considerations [8]. This formulation can and should 
involve the family and, in a developmentally appropriate way, the child and is 
merely a hypothesis that can and should change with further understanding of the 
child and context.

Two models are used primarily as the structural basis for a formulation: the 4Ps 
and the biopsychosocial models. The Biopsychosocial Model incorporates biologi-
cal, psychological, social, and even spiritual and cultural factors into the conceptu-
alization of the client as a complete and complex person. The 4Ps Model for mental 
health formulation asks specifically about chronology and etiology based on predis-
posing factors, precipitating factors, perpetuating factors, and protective factors. It 
is also possible to mix both models together, or these models with other models, for 
an even more nuanced formulative approach [8].

 Integrating the Biopsychosocial and 4Ps Models

The Biopsychosocial Model ensures that an evaluation of the client is informed by 
biological, psychological, ecosocial, and even spiritual and cultural factors so as to 
prevent reductionism. It includes a mental status exam, complete individual and 
family history, developmental history, social and environmental supports and chal-
lenges. These aspects are taken together to form the diagnoses, hypotheses, and case 
formulation, which then inform the care plan goals.

The 4Ps Model organizes a formulation by predisposing, precipitating, persist-
ing, and protective factors. According to the 4Ps Model, some Predisposing or vul-
nerability factors will be obvious such as exposure to war trauma and migration, 
while others such as the impact of trauma on parenting can be missed. Doing so 
could exclude parents from an intervention that only focuses on the effects of trauma 
on the child. Precipitating factors can “push” a child’s capacity over the threshold, 
for example, in the case of bullying. For refugee children, perpetuating/maintaining 
factors are likely to be related to current disadvantage such as protracted time spent 
in a humanitarian environment, poor housing conditions, unemployment, or a par-
ent’s own emotional distress. These also remind the assessor that focusing only on 
the child, particularly on past trauma, is unlikely to suffice. Finally, amidst all the 
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concerns and anxieties that usually focus on problems, it is common to miss the 
identification of resilience or protective factors. These are particularly important in 
the face of multiple vulnerabilities, by pointing out at strengths within the child and 
their environment that could help break the cycle. A clinician should be attentive to 
personal characteristics and environmental supports that led the child to survive and 
participate in a mental health assessment in the first place.

 Formulation for Refugee Children

In the context of a forced migration situation, negative emotions related to extremely 
difficult life circumstances and reactions to accumulative stress or past traumas or 
losses are often normal responses to abnormal events. Clinicians should avoid diagno-
ses for symptoms that can be better accounted for by normal adjustment to a new situ-
ation, typical human development, or usual adaptations following a traumatic event. 
We can take care to consider the particular circumstances and ongoing stressors related 
to the refugee experience while also seeking to understand the child’s personality, 
symptoms, protective factors, and coping strategies before the forced migration.

 The Influence of Attrition Stressors on Mental Health
A case formulation should seek to identify different manifestations, causes, and 
context behind the diagnosis (refer to Box 6.9). Unlike some types of clinical 
depression best targeted by pharmacology and brief psychotherapy, depression in 
refugees may be more related to situational, attrition symptoms. Attrition symptoms 
such as hopelessness, despair, demoralization, and helplessness are best targeted 
with distinct psychotherapy interventions, such as mobilizing hope, and resilience- 
focused psychotherapy, and identity transformation [7].

Box 6.9 Case Formulation as Informed by the 4Ps Model and 
Biopsychosocial Model

“P” 
characteristic Biological Psychological Social
Predisposing
“Why at 
risk?”

Compromised immune 
system

Temporary separation 
from attachment 
figure at early age

Fled home due to 
war and sectarian 
conflict

Precipitating
“Why now?”

Malnourishment Grieving loss of friend Acculturation stress
Starting new school

Perpetuating
“Why still?”

Poor medical follow-up 
due to lack of resources

Coping skills 
breakdown due to 
several external 
stressors

Protracted stay in 
refugee camp

Protective
“What to rely 
on?”

Now aware of accessible 
medical resources and 
personal motivation for 
medical follow-up

Quick improvement 
of adaptive coping 
skills

Extended family 
supports and faith 
community

Adapted from IACAPAP Textbook of Child and Adolescent Mental Health [8]
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 Culture and the Formulation
Particular attention in the formulation should also be paid to culture. If the child is 
experiencing distress related to racial, cultural, or physical relocation, consider at 
which stage the client is on the cultural identity development model: conformity, 
dissonance, resistance and immersion, introspection, or integrative awareness [23]. 
Clinicians can work to understand cultural concepts of distress, illness, and culture-
bound syndromes and consider how the child is experiencing his distress and 
expressing using a cultural lens as a lens distinct from Western-oriented psychiatric 
symptoms [8, 18]. A clinician may want to consult, with the client and family’s 
consent, with religious leaders or community leaders deemed important and trust-
worthy so as to collaboratively create plan for care which is respectful of the client’s 
beliefs and likely to succeed.

 The Role of Family in the Formulation
Considering how the family can be part of the solution and including the family in 
psychoeducation sessions can help identify “sticking” points for client progress, 
make plans for accountability, and improve family communication. Care may 
include bringing lost family members into the room symbolically or enhancing the 
child’s capacity to engage parents on questions of family secrets related to trauma 
or engaging parents and children together in discussions related to intergenerational 
acculturation difficulties.

 Multimodal Care Planning

Once the case formulation is shared with the caregivers and the child, the clinician 
takes the next step of developing the care plan together with the caregivers and the 
child (if age appropriate). The clinician should work together with the family to 
prioritize issues to be worked on in the mental health-care process, transforming 
these issues into care goals to be worked on. The clinician should note symptoms or 
behaviors to target with care goals and propose recommended interventions for each 
goal. Questions from the child/adolescent and caregiver should be gently solicited 
and encouraged while also addressing concerns. A discussion of the risks and ben-
efits of the proposed interventions should occur, to ensure children and families 
understand the impact of the intervention. Potential barriers to adherence could be 
brainstormed, with proactive ways to enable optimal efficacy of care.

 Multimodal Approach to Care

Since refugee children and their families have a high risk of exposure to potentially 
traumatic events as well as complex daily life stressors, taking an approach that 
incorporates not only psychological functioning but also social and cultural adapta-
tion and ongoing psychosocial functioning may be able to address some of the 
wide-ranging needs [14]. Such a multimodal approach would address the family, 

S. J. Song and J. Oakley



97

social, and individual psychological lives of children. A public health approach to 
refugee children may take a pyramidal interventional approach that targets mild 
distress or behaviors with social and family interventions and serious mental health 
symptoms with specialized treatment [2].

 Ecosocial Targets for Care
The post-migration environment for a child is typically comprised of difficulties with 
language proficiency, unstable housing, lack of a sense of belonging, and lack of peer 
relationships when first arriving to a new country. Clinicians should consider how to 
leverage the child’s access to community resources to reduce stressors in the child’s 
current environment [20]. Addressing these daily life struggles through advocacy and 
support can help to ease the burden on the refugee child. Some social programs can 
foster a sense of connectedness and draw upon social networks integral to a collectiv-
ist culture such that they might be more appropriate than individual therapy. Since 
school is a critical environment for children, addressing school needs – both academic 
and social – can impact mental health [28]. A systematic review of community and 
school-based interventions for forcibly displaced children found interventions used 
both socio-ecological approaches and trauma-focused interventions [27].

 Family-Centered Approaches
Family-centered interventions may be the most accepted intervention for refugee 
children, as parental support has been a consistent protective factor for children’s 
mental health [25]. Children found to be experiencing minor emotional distress in 
congruence with their situation may best be aided by being connected to family 
support together with family psychoeducation, increasing community participa-
tion, and/or developing a sense of belonging in the current environment. A study 
among Afghan refugees in a Pakistani refugee camp showed that improvements in 
caregiver mental health via peace-building and violence prevention family pro-
grams were associated with improvements in child mental health [16]. Restoring 
social support networks for children and families [9] as well as cultural resources 
and extended family networks [24] are an important component of care for refu-
gee youth.

 Severe Mental Health Symptoms
When severe symptoms, such as suicidal plans or psychotic symptoms, have been 
identified, children will need to be referred to more specialized treatment. For 
example, children with psychotic symptoms not fully explained by a cultural per-
spective, with mood instability that significantly impairs daily functioning, will 
need to see a specialist. Children with psychosis in humanitarian settings are at risk 
of neglect, exploitation, and abuse [20]. Pharmacotherapy may be indicated for chil-
dren whose symptoms significantly impair their daily functioning, who appear to 
have a biological predisposition to their psychiatric illness, or whose symptoms do 
not resolve using other evidence-based treatments. Children who may pose a danger 
to themselves or someone else should be evaluated for risk placed into emergency 
care if indicated.
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 Conclusion

This chapter has sought to provide a practical approach to the mental health assess-
ment for children who are refugees. Often in humanitarian settings, or with children 
who have emotional or behavioral issues that are difficult to manage, clinicians and 
helpers may feel the urge to jump to treatment or interventions, without a compre-
hensive assessment. Doing so may be counterproductive and more time-consuming, 
as a quality mental health assessment aims to efficiently and effectively formulate a 
hypothesis of understanding the child’s present experience to address through a care 
plan, which should incorporate a socio-ecological approach. From assessment to 
development of a care plan, a resilience lens that highlights current and past strengths 
to draw upon, both in the individual refugee child and his/her social and cultural 
resources, may serve to promote well-being and prevent worsening of mental health 
problems.
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7UNICEF Community-Based Mental 
Health and Psychosocial Support 
(MHPSS) Operational Guidelines

Leslie Snider and Zeinab Hijazi

 The Importance of Community in MHPSS

Stable, secure, and positive environments are fundamental to supporting children 
and their caregivers to recover from stressful experiences and for children to learn, 
play, grow, and develop their full potential. Increasingly, however, contexts for chil-
dren grow more threatening, due to conflict and displacement, as well as due to 
poverty, violence, and exploitation in many forms. The escalation and protracted 
nature of conflicts around the world, and the large-scale migration of families in 
search of safety and economic opportunity, have had significant impacts on the 
development and overall wellbeing of children. In such situations, vulnerable chil-
dren and adolescents can also be targeted by violent extremist groups and may expe-
rience various forms of violence or recruitment into extremist ideologies. Combined 
with terrorism, disease outbreaks, intensifying natural disasters, and the impacts of 
climate change, the changing dynamic of threats has led to a child protection crisis 
presenting the humanitarian and development community with acute challenges.

Children and their caregivers in these contexts may lack adequate security, access 
to dignified basic services and livelihood opportunities, and school for months and 
sometimes years. They also often lack access to mental health and psychosocial 
support (MHPSS) services to address their varying and complex needs and to help 
them to cope in the face of challenging circumstances. These threats also damage 
community resources, structures, systems, and social cohesion – the “social eco-
logical” fabric of community life that provides critical safety and support to its 
members, including families, teachers, and other child caregivers. Children’s 
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development benefits from positive attachment to caregivers [1], with the presence 
of a stable, caring adult mediating children’s responses and coping in crisis situa-
tions. Emerging findings presented during the symposium “Growing Up in Conflict: 
The impact on children’s mental health and psychosocial wellbeing,” convened by 
UNICEF, the government of the Netherlands, and a wide range of humanitarian and 
academic partners [2], reinforce the importance of the social environment of chil-
dren and families in reducing risk and promoting wellbeing through factors such as 
cultural adherence, social cohesion, material resources, and identity. Participants 
described MHPSS interventions as helping to “promote resilience by aiming to 
strengthen protective factors in children’s lives so that they are able to develop 
attachments and rebuild hope and agency” (UNICEF 2015, p 15).

To strengthen these protective factors in children’s lives in humanitarian settings, 
there is renewed focus on ensuring MHPSS interventions are grounded in communi-
ties. UNICEF and members of the Inter-Agency Standing Committee (IASC) 
Reference Group for MHPSS in Emergencies promote a holistic, community-based 
approach to child programming as a quality standard of practice. Still, there is a 
need to reaffirm and better operationalize this commitment in evolving humanitar-
ian contexts and crises, due to:
 1. The protracted nature of conflict and displacement: The number of people flee-

ing their homes in search of safety worldwide increased from 43.3 million in 
2009 to 70.8 million people by the end of 2018, about half of whom are children, 
and 78% are in protracted displacement situations [3]. As the average duration of 
displacement for refugees is 20  years [4], many refugee children spend their 
entire childhoods “in displacement” and are thus at risk of disrupted access to 
education and its promotive effects for their safety and development [5]. Also, 
61% of refugees in 2018 were living in urban areas [3], with important implica-
tions for host communities and local service systems and resources. Traditional 
humanitarian aid systems geared toward short-term aid and camp environments 
have had to adapt to this new reality, and there is a greater need to assess and 
strengthen community resources and care systems to meet the long-term and 
complex needs of evolving humanitarian crises.

 2. Emerging evidence on standard interventions for children in emergencies: 
Establishing child-friendly spaces (CFS) is an important first-line intervention to 
ensure children have a protected space in emergencies to gather for supervised 
and structured psychosocial support activities. They are intended to be embed-
ded in and implemented together with local communities. However, models cen-
tered on CFS have demonstrated certain limitations in engaging families and 
communities, necessary for transitioning CFS from early emergency response to 
recovery and regular programming. Evaluations of CFS approaches also empha-
size the need to improve both the scale and quality of MHPSS interventions in 
these spaces to improve children’s wellbeing [6].
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 3. The need to better contextualize programming: Interventions with a single 
focus on treatment of psychological symptoms demonstrate similar limita-
tions. There is a need to shift to “contextually appropriate, multi-layered 
systems of support that build on existing resources” [7] – including strength-
ening refugee communities’ own capacities for protection and psychosocial 
wellbeing. While approaches may have many similarities across contexts, 
caution is needed, and adaptation or modifications may be critical to the suc-
cess of MHPSS programs.

These findings and lessons learned from decades of MHPSS programming in 
humanitarian settings inform the UNICEF Community-Based MHPSS Operational 
Guidelines [8] that serve as the main source material for the content in this chapter. 
The guidelines offer practical information and tools (see information about accom-
panying Compendium of Resources in text box below) to implement a range of 
MHPSS interventions to rapidly address the protection, mental health, and psycho-
social support needs of children and families, in parallel with specialized MHPSS 
interventions and referral for those most in need. The guidelines present an opera-
tional framework that emphasizes engaging actors at all levels (children and care-
givers, community service providers, humanitarian workers across sectors, and 
governmental actors) to design and implement MHPSS strategies that are locally 
relevant, comprehensive, and sustainable. Restoring, strengthening, and mobilizing 
family and community supports and systems ultimately aims to support child and 
family wellbeing by:
 1. Reducing and preventing harm and enhancing coordination of quality, culturally 

relevant interventions.
 2. Strengthening the resilience of children, families, and communities to recover 

from adversity and promoting their full participation.
 3. Improving the care conditions that enable children and families to survive and 

thrive and to receive referral to ensure MHPSS needs are met.

Developed through a wide consultative process and evidence review, the 
UNICEF Community-Based Operational Guidelines include an online 
Compendium of Resources available through the open-access platform 
MHPSS.net. The various resources, guidelines, training manuals, and tools in 
the compendium can be used as references in designing and implementing 
MHPSS approaches in different contexts. It will be continually updated with 
new resources and evidence-based approaches as they become available, 
including the IASC MHPSS guidance note on community-based approaches 
to MHPSS, World Health Organization’s Scalable Interventions, and others.
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 What Does it Mean to Design and Implement 
Community-Based MHPSS?

As part of a strategic psychosocial and mental health approach, community-based 
MHPSS aims to build on existing individual and community resources, capacities, 
and resilience. See the box below for key elements in designing and implementing 
community-based MHPSS.

 Skills Needed to Strengthen Natural Community Supports 
and Systems

At the heart of community-based MHPSS is the meaningful engagement and par-
ticipation of the community through all phases of the program management cycle, 
working in ways that enhance, rather than damage, natural family and community 
supports to children. This requires skills and knowledge, time, commitment, and 
flexibility. Working through a community’s natural supports and systems can 
strengthen the overall care environment for children and families – including more 
effectively identifying those most vulnerable, reducing stigma and discrimination, 
and ensuring their inclusion in interventions and relief efforts. It also recognizes the 
resilience, capacities, skills, and resources for coping that all people have, even if 
those may be weakened by the emergency. Community-based approaches further 
ensure interventions are relevant to local realities, cultural values, and understand-
ings; strengthen childcare systems for broad impact; and promote ownership of pro-
grams for long-term sustainability.

It is important to remember that a community is diverse and dynamic, constantly 
changing to adapt to new realities, environments, challenges, and resources – par-
ticularly when familiar ways of life are disrupted by an emergency. For example, 
people displaced by an emergency may or may not be identified as part of the same 
community. Subgroups may or may not feel included, safe, or respected. Host com-
munities must also be engaged, and their relationship with displaced communities 
examined. There may also be harmful practices in communities, and some groups 
may historically have been marginalized or excluded. Community-based MHPSS 

A community-based MHPSS approach:
• Strengthens natural supports and systems.
• Makes use of community knowledge and capacities.
• Requires skills and a thorough analysis of local practices and resources to 

ensure the principle of “do no harm”.
• Engages the community in all phases of programming.
• Addresses interventions at all layers of the IASC MHPSS pyramid.
• Includes both non-specialist and professional services and psychological 

and social supports.
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programmers must be able to critically examine and effectively and respectfully 
address these issues to ensure interventions align with international human rights 
standards. They must also learn the nuances of the community, including appropri-
ate entry points, power structures, and other political, social, and cultural dynamics 
that influence who is included and who participates in decision-making. As stated in 
the IASC MHPSS Guidelines (IASC, 2007, p. 100),

Communities often include diverse and competing subgroups with different agendas and 
levels of power. It is essential to avoid strengthening particular subgroups while marginal-
izing others, and to promote the inclusion of people who are usually invisible or left out of 
group activities.

Box 7.1 outlines the principles for inclusion and participation of communities, and 
the  case study below underscores the importance of deep understanding of and 
engagement with communities.

Box 7.1 Inclusion and Participation
Inclusion and participation of all community members in MHPSS is based 
upon certain principles:
• A rights-based approach that incorporates an age, gender, and diversity 

analysis to ensure broad participation of community members.
• The value of empowering individuals to understand their situation,  

make informed decisions, and assume ownership of solutions for 
sustained impact.

• Transparency and accountability of all stakeholders.

Case Study. Importance of Community Engagement in Ebola Response in the 
Democratic Republic of Congo
In the midst of the tenth Ebola outbreak in the Democratic Republic of Congo, 
UNICEF and its partners integrated MHPSS into all areas of the public health 
response, acting on lessons learned from previous Ebola outbreaks. Locally 
led psychosocial commissions were set up in various Ebola affected areas, 
staffed with non-specialist MHPSS providers identified and trained from 
within the communities. MHPSS workers were able to use existing social 
networks and in-depth understanding of cultural norms to reach children and 
families that might have otherwise been hesitant to seek assistance. Services 
provided included family tracing; temporary care and durable solutions for 
orphans and unaccompanied children; daily individualized household visits to 
mitigate the discrimination, stigma, and isolation associated with Ebola; and 
addressing psychosocial problems that may result following an Ebola case. 
This model of engaging communities aimed to reduce child and family dis-
tress and promote healthy behaviors and recovery.
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 Involving the Community in All Phases of Programming

Community engagement and participation involves the following six steps:
 1. Learn about the context – beginning with a desk review, a situation analysis can 

elucidate the sociocultural context for children and families and maps the risks, 
resources, and priority areas for intervention in the emergency context.

 2. Identify and meet community stakeholders – a stakeholder analysis undertaken 
with the community helps to ensure inclusive representation in community 
engagement activities including government and civil society actors, childcare 
organizations (e.g., school boards), religious organizations, youth and women’s 
groups, women leaders, people with disabilities, and others.

 3. Conduct an inclusive, participatory assessment of needs and resources  – this 
requires bringing diverse voices to an understanding of the community, how the 
emergency has affected coping capacities, and how different communities see 
their own risks and resources. Care should be taken to safely and appropriately 
engage boys and girls, women and men, and vulnerable or marginalized children 
and families.

However, following community attacks on Ebola treatment centers, 
community- based needs assessments among Ebola-affected communities 
revealed pressing social, humanitarian, and infrastructure needs beyond the 
Ebola public health response.

UNICEF and partners then called for mainstreaming MHPSS throughout 
the response to better strengthen community ownership and engagement in 
addressing the complex needs and continued mistrust toward the (inter)
national Ebola response. This included:

• Developing MHPSS capacities of local staff to provide psychoeducation 
and support community engagement, accountability, and mobilization.

• Strengthening MHPSS support to (suspected) and recovered patients, their 
families, and the wider community in dealing not only with Ebola virus 
disease, its stigma and sequelae, but also the wider concerns and needs 
of the communities (e.g., socioeconomic and conflict/violence-related 
concerns).

• Reinforcing coordination and referral mechanisms to improve both intra- 
agency collaboration and closer engagement and active participation of the 
communities, creating a co-owned localized Ebola response.

• Including community sensitization at the heart of the response, through 
prevention and control messages by teachers in schools, by religious lead-
ers in sermons and other religious teachings, and by community volunteers 
through house-to-house visits and community meetings.
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 4. Facilitate inclusive participatory planning of solutions and interventions  – 
ensure the stakeholder analysis and participatory assessment findings are shared 
with stakeholders (such as a planning committee representative of diverse 
voices) to plan the way forward together. Ensure children, youth, and families 
have the opportunity to input into the design of programs relevant to their needs. 
It is often necessary to support members of planning committees to be able to 
participate effectively, particularly if they are unaccustomed to speaking up and 
having their opinions regarded seriously.

 5. Support program implementation by community actors  – the role of external 
agencies is usually to support program implementation with technical and 
 financial assistance. Wherever possible, this means maximizing community and 
governmental resources for sustainability, supporting existing community initia-
tives, and building capacity of the community to sustain their own solutions (see 
text box below on capacity building).

 6. Monitor and evaluate interventions together – ensuring a wide range of voices 
(including boys and girls and marginalized children and families) in feedback 
about program outcomes and effectiveness gives a comprehensive and clear 
view of the impact and shortcomings of interventions and is critical for transpar-
ency and accountability.

 Non-specialist and Professional Supports

There is a close relationship between the social and psychological aspects of chil-
dren’s wellbeing and development, and MHPSS approaches therefore cover both 
social and psychological interventions. These utilize both non-specialist and profes-
sional staff to meet the needs of children and families within the community. Both 
non-specialist and professional staff must have relevant competencies for their 
tasks, and setting minimum standards and qualifications for all providers is impor-
tant in a successful community-based MHPSS program. For example, professional 
staff such as doctors and nurses may provide clinical psychological or psychiatric 
services (e.g., medication for treatment of neurological or mental disorders, coun-
seling), and social service professionals may provide specialized protection and 
social services (e.g., case management). With training and supervision, non- 
specialist providers can provide nonclinical support to children and families, such 
as peer support, psychological first aid1 [9], and identification and referral of those 
in need of specialized help.

1 Psychological first aid involves assessing needs and concerns; helping people address basic 
needs; listening to and comforting people and helping them feel calm; helping connect to informa-
tion, services, and social support; and protecting people from further harm  – as described in 
Psychological First Aid: Guide for Field Workers, World Health Organization (WHO), War Trauma 
Foundation and World Vision International, WHO: 2011.
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Take the following steps to ensure program implementers have the skills, knowl-
edge, and systems to implement community-based MHPSS interventions and track 
their quality and progress over time (see Box 7.2).

 How Was the Content Structured and Developed?

The UNICEF operational guidelines were constructed upon two frameworks: 
(a) the social ecological model [10] which illustrates the importance of net-
works of people and structures that surround children, safeguarding their well-
being and supporting their optimal development, and (b) the intervention 
pyramid within the IASC guidelines on MHPSS in emergency settings (IASC, 
2007). The operational guidelines combine these two frameworks demonstrat-
ing how MHPSS interventions, designed across layers of the pyramid, with 
referrals between layers according to the needs of children and families, can 
best protect and support children by strengthening and enhancing connections 
between the personal, family, and community resources in each context. A mul-
tilayered, community-based MHPSS system helps to create the conditions for 
child and family wellbeing and protection.

 The Social Ecological Model of Children’s Development

Children’s development is inextricably connected to the social and cultural influences that 
surround them, particularly the families and communities that are children’s ‘life support 
systems’ [11].

Box 7.2 Steps for Implementing Community-Based MHPSS
 1. Recruit staff or volunteers locally, being careful to ensure cultural and gen-

der appropriateness; to screen for child protection concerns; and not to 
weaken existing structures by pulling away skilled staff members.

 2. Train and supervise local staff and volunteers through participatory, skills- 
based training and ongoing, regular supervision. Set minimum qualifica-
tions for various roles and ensure they are equipped for their tasks. It is 
absolutely essential to include staff care strategies in addition to regular 
supervision – this is fundamental to both quality programming and pre-
venting burnout.

 3. Establish information management systems and standard operating proce-
dures (SOPs) as an essential part of any program. Ensure these systems 
meet ethical requirements (e.g., confidentiality), are user-friendly, and that 
local program implementers are trained in them.
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Fig. 7.1 The social ecological model of children’s development

The social ecological model is a framework that examines the multiple effects and con-
nections between social elements in an environment, recognizing the relationships 
between the child and their environment at multiple levels at which risk and protective 
factors operate. The model explores how the environment and child continually interact 
at various levels of the social ecology to influence human development and life transi-
tions, and how children develop and cope with change. Interactions between the child 
and their context influence growth not only in obvious domains such as physical devel-
opment but also in cognitive, psychological, and social areas [12].

The model (see Fig. 7.1 below) illustrates the child nested within networks of 
people and structures that safeguard children and promote their wellbeing and opti-
mal development. The relationships and networks that exist within and between the 
circles provide for children’s social and practical needs, protection, learning, 
belonging, and identity as well as their recovery from critical events. Children are 
active agents in this rich social ecological dynamic, being influenced by and, in turn, 
influencing their environment. Their “wellbeing” and “resilience” (see definitions in 
the text box below) are similarly influenced by personal factors, such as the pres-
ence or absence of a disability, genetic factors, and the child’s personality, and their 
capacities depend upon their age and developmental stage.
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As stated in the IASC Guidelines for MHPSS in Emergencies (IASC, 2007), 
“Emergencies create a wide range of problems experienced at the individual, fam-
ily, community and societal levels. At every level, emergencies erode normally pro-
tective supports, increase the risk of diverse problems and tend to amplify 
pre-existing problems of social injustice and inequality.” The resilience of children 
in emergencies results from their innate strengths and capacity for coping, and the 
risk and protective factors in their social and cultural environments (e.g., positive or 
negative family environments, supportive teachers, access to essential services and 
protection).

MHPSS interventions work to reduce risks and strengthen protective factors for 
children – building capacities both within the child (e.g., problem-solving abilities) 
and within their care environments. Caregivers are also directly affected in emer-
gencies, and attention to caregiver wellbeing is essential to their ability to provide 
the necessary safety, stability, and nurturance that help children maintain optimal 
development in the face of adversity.

Key Terms: Multilayered Interventions, Integrated Services and Mainstreaming
Several terms are used to describe how community-based MHPSS programs 
can best be implemented: multilayered interventions, integrated services, and 
mainstreaming across sectors.

Multilayered: The term multilayered interventions refers to the comple-
mentary, multiple layers of MHPSS approaches that are needed to meet the 
continuum of needs of all children and families in emergencies – from those 
with needs for general support to those with more specialized needs includ-
ing mental, neurologic, or substance abuse (MNS) disorders or serious protec-
tion needs (see the section below for an elaboration of multilayered supports).

Definitions of Wellbeing and Resilience
In MHPSS work, wellbeing is commonly understood in terms of three domains:
 1. Personal wellbeing: positive thoughts and emotions such as hopefulness, 

calm, self-esteem, and self-confidence.
 2. Interpersonal wellbeing: nurturing relationships, a sense of belonging, and 

the ability to be close to others.
 3. Skills and knowledge: the capacity to learn, make positive decisions, 

effectively respond to life challenges, and express oneself.
Resilience is the capacity to overcome adversity and adapt after difficult 
experiences.

For more information, see Chap. 4, by Videvogel., S., and Verelst, 
A. Supporting mental health in young refugees, a resilience perspective.
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 Community-Based MHPSS Activities Across the IASC 
Pyramid Layers

In emergencies, children are affected in different ways and require different kinds of 
supports. A key to organizing MHPSS approaches is to develop a multilayered sys-
tem of complementary supports that meets their needs, as described above. The 
pyramid demonstrates how mental health specialists, protection actors, social ser-
vice staff, community members, and other actors and systems operate together to 
support child and family wellbeing. It is essential to view the layers of the pyramid 
as connected, with functional referrals up and down the layers (see Fig. 7.2 below).

Fig. 7.2 The IASC MHPSS pyramid (adaptation) (This is an adaptation of the IASC MHPSS 
intervention pyramid that continues to benefit from application in the field and further discussion 
among experts. Original source: IASC MHPSS Guidelines in Emergencies, IASC (2007).)

Integrated services: Community-based MHPSS services are most effective 
when integrated within community structures, such as local health centers, 
schools, community centers, or youth clubs. In this way, community-based 
MHPSS approaches support and strengthen existing structures and ensure ser-
vices are accessible to all children and families. Integrating within existing 
supports also helps to reduce the stigma of children and families who may 
seek MHPSS services.

Mainstreaming: Mainstreaming MHPSS interventions across different 
sectors of humanitarian response  – such as education, health, protection, 
camp management, and water and sanitation – improves the way in which 
other sectoral services are delivered in support of children and families who 
have experienced very distressing events. This can enhance the protective 
qualities of humanitarian interventions and reduce their potential risks. It also 
improves the reach of MHPSS interventions and the access of children and 
families to dignified, humane, and supportive humanitarian services.
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All layers of the pyramid are important and should ideally be implemented con-
currently. The layers include the following:

Layer 1: Once basic survival needs (food, shelter, water, basic health care, control-
ling communicable diseases) are met in supportive and socially appropriate ways 
and safety and security have returned, most children and families will go back to 
functioning normally without professional support.

Layer 2: Some children and families will need specific support to restore the protec-
tive factors within family and community systems. Useful responses in this layer 
include family tracing and reunification, supportive parenting programs, formal 
and non-formal educational activities, livelihood activities, and the activation of 
social networks, such as through women’s groups and youth clubs.

Layer 3: The third layer represents the support needed for the still smaller number 
of children (e.g., survivors of gender-based violence or recruitment) who also 
need more focused individual, family, or group interventions. These interven-
tions are delivered by workers who are trained and supervised but who may not 
have had years of training in specialized care.

Layer 4: The top layer of the pyramid represents the additional support required for 
the small percentage of the population whose suffering, despite the supports 
already mentioned, is intolerable and who may have significant difficulties in 
basic daily functioning. These children may have pre-existing mental disorders 
not related to the disaster but worsened by it, or they may have been exposed to 
traumatic events or serious protection risks [13].

 UNICEF Operational Guidelines: A Framework 
for Implementation

The UNICEF Community-Based MHPSS Operational Guidelines join the Social 
Ecological Model and the IASC MHPSS intervention pyramid into one framework. 
MHPSS approaches and specific activities are suggested at each of the IASC pyra-
mid layers and across child, family/caregiver, and community tiers. They include 
tables and intervention examples elaborated at each layer, offering ideas for MHPSS 
intervention strategies that can have sustained beneficial impacts. Users of the 
guidelines can select from among the approaches to develop implementation strate-
gies for particular programs. In each program, different intervention strategies may 
be prioritized depending on needs, resources, and contextual realities. An accompa-
nying Compendium of Resources further provides useful resources at each layer of 
the pyramid, including training manuals, toolkits, and guidance documents. 
Examples of resources from the Compendium are indicated throughout the text.

 Layer 1 Interventions

Layer 1 interventions are aimed at advocating for service delivery that fosters inclu-
sive and participatory community engagement; gives special attention to the 
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sociocultural context in how aid is delivered, and security is achieved; and ensures 
appropriate services reach the most vulnerable children and families. Examples 
from the guidelines include:

IASC Pyramid Layer 1: Social considerations in basic services and security: fulfilment of 
basic needs and security in dignified, safe, and culturally appropriate ways

Tier of intervention
Child Family/caregivers Community
•  Work with the community 

and other sectors to ensure 
children’s access to safe 
living, playing, and 
learning areas (e.g., 
communal areas, formal/
non-formal school 
structures)

•  Work with health and 
nutrition actors to identify 
and include vulnerable 
children in basic health 
care and to promote a 
psychosocial perspective in 
nutrition programs and 
feeding practices for 
infants and children

•  Raise awareness and 
promote access for 
vulnerable families to basic 
services (e.g., shelter, 
infant, and/or school 
feeding programs)

•  Work with other sector 
actors to ensure appropriate 
shelter accommodation for 
the privacy and comfort of 
families

•  Make sure age, diversity, 
and gender are reflected in 
the design and delivery of 
basic services and security 
for children and families

•  Advocate across sectors 
for safe spaces for children, 
women and families

•  Include children and 
parents/caregivers with 
MNS disorders or 
disabilities in basic service 
delivery and security

 Layer 2 Interventions

Family and community supports are the foundation of enabling environments for 
children’s safety, wellbeing, and optimal development. When these foundations are 
disrupted due to displacement, poverty, and loss of or separation from key family 
and community members in emergencies, strengthening the ability of families and 
communities to reestablish routines and normalcy and supportive connections can 
greatly enhance the capacity for coping and recovery. Examples from the guidelines 
for layer 2 interventions include:

Layer 1 field example. Terre des Hommes Sports Clubs in Sri Lanka 
engage  children and youth  participation in sports activities. They aim  to 
develop children and youth’s active role in the development of sports in their 
communities, and to rebuild relationships based on trust, peer support, mutual 
respect, and an appreciation of the value of rules and fair play. By emphasiz-
ing rights and inclusion, the project contributes to gender and minority equal-
ity and to a greater participation in sports and community life of disadvantaged 
groups such as widows and low-caste communities.
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IASC Pyramid Layer 2: Strengthening family and community supports: enabling environments 
for children’s optimal development, including positive social relationships and learning

Tier of intervention
Child Family/caregivers Community
•  Support identification, 

family tracing, and 
reunification and 
appropriate care, for 
separated children

•  Support children’s access 
to quality, psychosocial 
structured activities (e.g., 
creative and expressive 
activities) within the 
community (e.g., in 
child friendly spaces)

•  Support the inclusion and 
meaningful participation of 
vulnerable children (e.g., 
children with disabilities, 
marginalized children) in 
community activities and 
services

•  Strengthen family care and 
nurturing family 
environments through 
positive parenting training 
(e.g., how to help children 
of different ages and 
developmental stages cope 
with emergencies)

•  Help to strengthen networks 
of support for parents and 
other child caregivers in the 
community (e.g., support 
groups for mothers, safe 
spaces for women, self-care 
strategies)

•  Build capacity and self-care 
of teachers to create 
positive, safe classroom 
environments

•  Support integration of child 
and family MHPSS services 
in other sectors (e.g., health 
care, social services, 
education, and protection)

•  Work with schools to 
strengthen safe, positive 
school environments for 
children’s protection, 
recovery, wellbeing, and 
social and emotional 
learning

•  Develop community 
awareness campaigns to 
promote awareness of 
appropriate coping and 
recovery strategies and 
support child protection 
messaging to reduce risks 
to children’s safety

 Layer 3 Interventions

Although most children and families can cope and recover well if their basic needs 
are appropriately met (layer 1) and with strengthened family and community sup-
ports (layer 2), focused care may be needed for a smaller number whose coping 
capacity has been overwhelmed. This may include children and families in acute 
distress due to exposure to serious stressors such as violence or abuse; who have 
been exposed to protection risks and require psychological, health, and legal 

Layer 2 field example. International Rescue Committee’s Parenting Skills 
Training in Liberia [14] aims at decreasing violence in the home and improv-
ing parenting practices and parent-child relationships. Through behavioral 
skills training, parents learn child development concepts, negative effects of 
punishments, and positive parenting skills. The training supports parents in 
managing the challenges of raising children in the midst of crisis and helping 
their children to cope with the severely distressing events and displacement 
they have witnessed or experienced. Through the parenting skills training, 
Syrian parents gain a better understanding of their own stress, and  learn 
ways to support their coping and healing. The also learn to enhance the role 
that they play in their children’s wellbeing, including through communica-
tion, nurturing practices, empathy and positive behavior, and understanding 
and providing support to children with psychosocial needs.
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support; who are survivors of severe human rights violations such as trafficking; or 
who are unable to make use of existing services and support networks to meet their 
basic needs (e.g., children or caregivers with specific health or mental health prob-
lems or disabilities). Layer 3 interventions are delivered by trained and supervised 
nonclinical staff, and examples include:

IASC Pyramid Layer 3: Focused care: person-to-person support to address psychosocial 
distress and protection challenges

Tier of intervention
Child Family/caregivers Community
•  Ensure access of children 

to age- and gender- 
appropriate individual and 
group psychosocial 
interventions by trained, 
non-specialized staff

•  Build capacity of children 
of different ages in 
self-care and appropriate 
support to their peers 
(e.g., adolescent peer 
support)

•  Build capacity among 
community MHPSS 
workers in identification, 
referral, and case 
management for children 
in need of specialized 
care (layer 4 services)

•  Provide focused psychosocial 
care for distressed parents and 
caregivers – including 
psychological first aid [9] and 
WHO scalable interventionsa

•  Support outreach services to 
vulnerable families for 
psychosocial support, 
protection services, and 
referral to specialized care 
and other sector services as 
needed

•  Train and supervise non- 
specialist staff to provide 
individual and group 
psychosocial interventions for 
vulnerable caregivers/families 
(e.g., support to mothers with 
postpartum depression, 
interpersonal group therapy)

•  Strengthen social service 
systems for coordinated 
care, case management, 
and referral for children 
and families with MHPSS 
and protection needs

•  Raise awareness and build 
capacity in school systems 
to support children with 
distress, MNS disorders, or 
intellectual disabilities, 
including identification and 
referral of at-risk children

•  Promote mental health and 
community awareness 
campaigns about available, 
focused care and supports 
for children, caregivers, 
and families in need

aEvidence-based individual and group interventions developed by a range of agen-
cies (including WHO) that show promising results in helping parents and caregivers 
in emergencies. Scalable interventions can be delivered by non-specialized provid-
ers with proper training and regular supervision by mental health clinicians.

Layer 3 field example. Save the Children’s Psychological First Aid (PFA) 
for Child Practitioners (2013) [15] is a defined set of skills and competencies 
that any staff working with children in crisis should have, to be able to reduce 
the initial distress of children caused by accidents, natural disasters, conflicts, 
or other critical incidents. The approach developed by Save the Children is 
fully in line with the WHO’s orientation manual in PFA and adapted to the 
specific needs of children according to child development theories. PFA for 
Child Practitioners is for anyone working with children in distress, particu-
larly social workers, volunteers, aid workers, and other staff. The tool is rel-
evant for colleagues across sectors and not limited to those working in child 
protection or psychosocial programming.
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 Layer 4 Interventions

In any emergency, a small percentage of children and caregivers will require special-
ized care, such as clinical mental health care by mental health and social service pro-
fessionals. This includes care for children and caregivers with pre-existing MNS 
disorders and disabilities that can worsen in crisis situations; child survivors of serious 
protection violations or traumatic events; and parents and caregivers who have expe-
rienced serious stressors and require specialized care for their own coping and recov-
ery and to be able to meet the needs of their children. It is important that children and 
families can access specialized services without the risk of stigma, isolation, or addi-
tional harm. Examples of layer 4 interventions from the guidelines include:

IASC Pyramid Layer 4: Specialized care: clinical mental health care and professional social 
services for MNS disorders, developmental disabilities, serious distress, or serious protection 
violations
Tier of intervention
Child Family/caregivers Community
•  Ensure referral and 

access to appropriate 
clinical MHPSS care 
and professional social 
services for children 
with MNS disorders or 
exposed to serious 
protection risks

•  Facilitate the 
management and support 
of children with MNS 
disorders or serious 
protection risks (e.g., 
assisting their access to 
medications and 
follow-up appointments)

•  Assist referral and access 
of vulnerable families to 
therapeutic interventions 
(e.g., psychotherapy) and 
specialized social services

•  Build capacity and 
support the work of 
mental health and social 
service professionals (e.g., 
school psychologists, 
clinical social workers) in 
working with at-risk 
children and families

•  Work with health and mental 
health professionals to support 
and strengthen available, 
accessible, high-quality clinical 
MHPSS care for children and 
families within health and 
mental health systems (e.g., 
hospitals, child and adolescent 
mental health units, community 
mental health systems)

•  Promote quality standards for 
clinical care of MNS disorders 
(e.g., mhGAPa training for 
mental health care providers)

aThe WHO Mental Health Gap Action Programme (mhGAP) aims at scaling up 
services for mental, neurological, and substance use disorders in countries espe-
cially those with low and middle incomes. The program asserts that with proper 
care, psychosocial assistance, and medication, tens of millions could be treated for 
depression, schizophrenia, and epilepsy, prevented from suicide, and begin to lead 
normal lives – even where resources are scarce.

Layer 3 and 4 field example. Key program description and examples of 
focused, non-specialized, and specialized supports for children include 
International Medical Corps MHPSS and child protection case management 
services set up throughout the Middle East in response to the Syria crisis. A 
multidisciplinary team of social and para-social workers are trained and super-
vised to work within the primary healthcare system and IDP shelters. They 
ensure a continuum of effective services for affected populations that have 
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 Summary and Next Steps: Scaling up and Scaling Deep

Existing resources and capacities are not sufficient to meet the significant MHPSS 
challenges posed by protracted, large-scale conflicts, such as those seen from the 
Syria crisis and other countries hosting displaced populations. Displaced popula-
tions tend to reside in the most deprived areas where locals are already struggling 
with inadequate services, few support systems, and few mental health professionals 
available to meet demand. Scaling up in these contexts is needed, and there is will-
ingness and drive to do so within the international MHPSS community. At times, 
however, providing MHPSS to a more significant number of people AND ensuring 
quality and effectiveness of approaches – scaling “deeply” – can be considered a 
trade-off. Nonetheless, there have been valuable experiences in scaling up 
community- based MHPSS interventions and lessons learned that can inform future 
implementation and sustainability.

The UNICEF-Community Based Operational Guidelines recommend approaches 
that emphasize the need to improve both the scale and quality of community-based 
MHPSS in humanitarian settings, promoting interventions for prospective scale-up 
based on implementation science research that contributes to the evidence base of 
those interventions. The guidelines include a monitoring and evaluation framework 
to assess facilitators and barriers to quality implementation at scale – limiting the 
risks of compromising effectiveness while improving reach. Furthermore, UNICEF 
launched the guidelines in a field test version in 2018 [16] and will continue to col-
lect feedback from users and pilot agencies through 2020, incorporating lessons 
from the field in the final version and maximizing their utility and relevance among 
various humanitarian actors in complex contexts.

The benefits of community-engaged MHPSS programming are myriad. As 
described in the UNICEF operational guidelines (UNICEF 2018, page 41), com-
munity engagement ensures programs:
• Are relevant to local realities, cultural values, and understandings.
• Make the best use of local resources.
• Effectively identify children and families who are vulnerable or have special 

needs and actively promote their inclusion in interventions and relief efforts.
• Strengthen the natural supports in families and communities to care for children.
• Strengthen the capacities of childcare systems for broad impact.
• Promote local ownership of programs for long-term sustainability.

multiple and complex needs and require a comprehensive mental health and 
psychosocial case management approach. In Syria, International Medical Corps 
has also developed psychosocial support and child protection training packages 
and has developed the capacity of volunteer frontline and childcare workers 
supporting IDP families in inaccessible areas outside of Damascus.
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Quality, community-based MHPSS programming is a worthwhile investment, 
but it requires sufficient time, skills, and resources. Longer-term funding across the 
emergency-development nexus is necessary to develop the capacities needed on the 
ground to meet the demands of the current child protection and developmental cri-
sis. Community-engaged work requires particular skills and knowledge in travers-
ing social, cultural, economic, and political particularities in each context, reducing 
threats of various kinds to positive mental health and psychosocial wellbeing of 
children and families (e.g., stigma, marginalization, violence) and maximizing the 
potential resources that already exist among caregivers, communities, and within 
children and adolescents themselves. This foundational work in capacity building is 
a starting point to “build back better” [17] protection and care systems for children, 
and to strengthen systems that ensure solid safety nets and seamless MHPSS care 
for children and families in the short term. It is also essential to the work of address-
ing the global disparities in adequate mental health care and social service financing 
and structures within national healthcare systems in the longer term [18].
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 Introduction

Why do we grieve? Wouldn’t life be much simpler if we did not experience all 
those painful emotions that occur when someone we love dies? Perhaps so: no 
weeping and wailing, no stoical silence, no anger and irritation, no smiling and 
carrying on as usual, no sudden flood of pain and memories to overwhelm and 
paralyse, or the rush of tears when you hear a familiar tune. That sounds much 
easier. The trouble is that grief is actually the price tag on another emotional 
experience without which human life would be quite unbearable. We grieve 
because we love. Love is the essential emotion that keeps us connected and 
attached to family and friends and allows us to survive as rather puny animals in 
a hostile world. If we did not love, we could not suffer loss, but neither could we 
survive in selfish isolation.

This chapter provides a brief introduction to understanding grief and loss in fam-
ilies who have been displaced by disaster and conflict and provides some guidance 
as to how to support them. It will address the following questions:

• What losses are experienced by displaced and refugee individuals and groups?
• How is grief related to attachment and do we grieve in stages?
• Is grief an illness?
• How does bereavement affect our health?
• When is grief abnormal?

This is an adapted and updated version of the chapter that appeared in: Maternal and Childhealth 
Advocacy International (2014). International Maternal & Child Health Care: A practical manual 
for hospitals worldwide. London, Radcliffe
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• What is mourning and why does it matter?
• What happens when large numbers die at one time?
• What happens when it is not clear if someone has died or not (ambigu-

ous loss)?
• How do we distinguish between the effects of traumatic events and the effects 

of loss?
• What is ‘cultural bereavement’?
• How does bereavement affect children?
• What can we do to help grieving families and children?
• Should we tell children the truth about death?
• Some guidelines for grieving children.

Most children will be seen in the company of their surviving adult relatives 
whose own mental state will have a profound effect on the child. A health worker 
must therefore be responsive to, and able to assess and support, the whole fam-
ily. For this reason, this chapter looks at grief in both adults and children. It 
outlines a general approach to supporting families and children but does not 
give detailed management advice on the wide variety of specific symptomatic 
problems that can occur in grief (e.g. bedwetting or sleep disturbance). Readers 
interested in specific management guidance on this topic can consult existing 
manuals [6, 29].

Some notes on terms and definitions: The terms grief and bereavement are often 
used interchangeably. In this chapter I use the term bereavement to mean the experi-
ence of loss and the term grief to mean the emotions, thoughts and behaviours that 
occur in response to the experience of bereavement.

 What Losses Are Experienced by Individuals and Groups 
in Conflict and Disaster Settings?

The central experience for almost all those displaced by conflict or disaster is 
loss. Even if no one in your family dies, something will be lost. You may be 
injured or lose your health. Your home or your school may be destroyed, the 
neighbourhood swept away. Your friends or workmates may be killed or flee. 
When you flee, you lose everything that made up your world and kept you rooted 
and connected. As well as the external losses just mentioned, you may lose 
aspects that are internal to your sense of self: feelings of being safe and in con-
trol and your sense of identity as a mother, father, schoolchild, farmer or shop-
keeper. Some possibilities are illustrated in Table  8.1. Their effect can be 
overwhelming. Understanding how people react to such losses, how to distin-
guish between normal and abnormal grief and how to assist in appropriate 
mourning will be one of the key tasks for health workers in these contexts. It is 
also essential to understanding other psychological reactions such as PTSD and 
set them in context.
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 How Is Grief Related to Attachment and Do We Grieve 
in Stages?

The ability to form strong relationships with others is necessary for our survival as 
human beings. We call this ability attachment. The sense of loss we feel when a 
loved one is absent results in us searching them out. Attachment is the glue that 
keeps families and groups connected and together. Human beings could not have 
survived in previous eras if they did not live in groups which would enable them to 
cooperate, feed and shelter themselves. Loss is the sense of sadness, fear and inse-
curity we feel when a loved person is absent. It can also be felt for things and places.

In the 1950s the British psychiatrist and psychoanalyst John Bowlby became 
interested in what happened to small children when they were separated from their 
mothers. In Britain in those days, if a child went to hospital for an operation, the 
parent was not allowed to remain with them. John Bowlby and his colleague James 
Robertson observed the infant to see how they reacted, how they adapted to the 
separation and how they behaved when the parent returned [5]. Bowlby described 
behaviours which might be observed in any infant separated from its mother and 
then reunited with her [4].

There would first be a period of loud and angry protest. The child would hope 
that its cries would bring mother running back. When this did not happen, a period 
of despair and withdrawal followed in which the child would cry, not wish to 
engage with others, and not eat or play. Later the child might appear to ‘adapt’. She 
would start eating again, play with other children, make friends with the nurses and 
appear detached and indifferent to her loss. Indeed, if the parent reappeared in this 
stage, the first response might be to ignore them and then if they did engage to be 
naughty and angry. Only after some time would the original relationship reform and 
re-engagement occur. Bowlby noted that this attachment/separation behaviour is 
most visible in children of 6  months to 3  years old. However, these behaviours 
might reappear in any of us throughout the life cycle when faced with separation 
from someone we love:

Table 8.1 Some of the losses 
experienced by those exposed 
to conflict, disaster or life as 
refugees. Can you think 
of others?

Internal External
Control Family members
Autonomy Friends
Security Home
Identity Community/country
Self-respect Work/school
Belief in future Money and other material possessions
Sense of 
belonging

Physical health

Trust Religion
Past Language
Meaning of life Familiar life
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Attachment behaviour is any form of behaviour that results in a person attaining or main-
taining proximity to some clearly identified individual who is conceived as better able to 
cope with the world. It is most obvious whenever a person is frightened, fatigued or sick, 
and is assuaged by comforting and care-giving. At other times the behaviour is less in evi-
dence. Nevertheless, for a person to know that an attachment figure is available and respon-
sive gives him a strong and pervasive feeling of security and so encourages him to value and 
continue the relationship. Whilst attachment behaviour is at its most obvious early in child-
hood, it can be observed throughout the lifecycle, especially in emergencies. Since it is seen 
in virtually all human beings (though in varying patterns), it is regarded as an integral part 
of human nature and one we share (to a varying extent) with members of other species. The 
biological function attributed to it is protection. To remain within easy access of a familiar 
individual known to be ready and willing to come to our aid in an emergency is clearly a 
good insurance policy - whatever our age. (Bowlby [4], p. 27).

Many writers, including Bowlby himself, noted the similarity between a child’s 
behaviour after separation from a parent and our reactions to the loss of a loved 
person who has died. Death reactivates attachment behaviour. Faced with the per-
manent loss that death represents, we may find ourselves angrily protesting, search-
ing and yearning, trying our best to maintain and hang onto the connection. Or we 
may experience periods of indifference and denial as a way of avoiding the pain. 
Many people move between periods of acute grieving and yearning and periods of 
avoidance/detachment. In the past some have argued that these feelings occur in 
stages. Elisabeth Kubler-Ross constructed a stage model of grief in which the indi-
vidual was said to progress through periods of (1) denial, (2) anger, (3) bargaining, 
(4) depression and (5) acceptance [17].

It was suggested that people could become stuck at different stages and that 
‘grief work’ was necessary to progress through all the stages to recovery. However, 
although this approach continues to be popular and widely taught, some decades of 
research have failed to show scientific foundation for this theory. What has become 
clear is that ‘most people do not grieve in stages. Using stages as a guide in work 
with the bereaved is unhelpful and may even cause harm’ [24].

How people grieve and how they cope will depend on multiple factors interacting 
with one another. What were their experiences as a child? Were they loved and 
securely attached to those who cared for them or abused or insecure? This will 
affect the way they form relationships with other people and the way they experi-
ence loss; so will their age, sex and the experience of previous losses. It will also 
depend on the nature of the loss and how it occurred: was it sudden or expected? 
Was it violent, unjust, part of a massive loss or after a prolonged illness? What did 
the loss mean to the person? Were they thrust into isolation and poverty or, possibly, 
liberated from an abusive relationship? In all cases social factors such as cultural 
and religious beliefs and community and family dynamics will play a role in deter-
mining how grief is experienced and expressed. As will the current social situation: 
is the family in flight, still in danger or settled in a camp? If in a camp, are their 
familiar neighbours close by, or do they live next to strangers? Does anyone speak 
their language? Is there social support or are they isolated? What material resources 
are there? Do they face legal difficulties because of the loss? The case examples 
below all illustrate these variations.
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Table 8.2 illustrates the wide variety of emotional, cognitive, behavioural and 
physiological changes that can occur in reaction to bereavement. An individual may 
have some, all or none of these. The reactions may occur in many patterns and com-
binations depending on the factors above. Some individuals experience few, others 
more. In some people reactions change over time or come in varying 
combinations.

People may feel anger and sadness at the same time. An anniversary or a particu-
lar place may trigger a memory, which reactivates the feelings of grief again, years 
after the event, perhaps interrupting a long period of acceptance. Some have 
described grief as a ‘relapsing illness’. Stroebe and her colleagues have created a 
model to show how many people may fluctuate between a ‘loss orientation’ of 
yearning and sadness and a ‘restoration orientation’ of more avoidant states of 
denial and getting on with things [22, 23] (see Fig. 8.1).

Which feelings and behaviours occur, which state dominates and what is regarded 
as normal for both children and adults will depend very much on how grief is 
expressed in that culture, by that family and in that individual as well as the reli-
gious values, temperament and personality of the individual. For example, in 
Bosnia, it is regarded as appropriate for Serbian women to attend the funeral and to 
display their emotions visibly, keening and weeping. Many Muslim cultures value a 
more stoical approach and see the vivid display of emotions as inappropriate. In 
some cultures, for example, in parts of Southeast Asia, vivid dreams may be regarded 
as appropriate messages from the dead. In Western culture, dreams may be seen as 
an upsetting form of sleep disturbance. In Kosovar families with whom I have 
worked, there was often one individual (usually an older adolescent girl), who might 

Table 8.2 Reactions to bereavement

Affective Cognitive Behavioural
Physiological- 
somatic

Depression, 
despair, dejection, 
distress
Anxiety, fears, 
dreads
Guilt, self-blame, 
self-accusation
Anger, hostility, 
irritability
Anhedonia – Loss 
of pleasure
Loneliness
Yearning, 
longing, pining
Shock, numbness
No reaction

Preoccupation with 
thoughts of deceased, 
intrusive ruminations
Vivid memories
Sense of presence of 
deceased
Lowered self-esteem, 
self-reproach
Helplessness, 
hopelessness, pessimism 
about future
Suicidal ideation
Sense of unreality
Memory, concentration 
difficulties
Suppression, avoidance, 
disbelief
Fantasies

Agitation, tenseness, 
restlessness
Fatigue, apathy
Overactivity
Searching
Weeping, sobbing, 
crying
Social withdrawal
Normal behaviour 
and continuation of 
normal activities
Agitation, tenseness, 
restlessness
In children:
Acting out
Regressive behaviour
School difficulties
Rapid maturing
Bedwetting

Loss of appetite
Sleep disturbances
Energy loss, 
exhaustion
Somatic complaints
Physical complaints 
similar to deceased
Endocrine and 
immunological 
changes
Susceptibility to 
illness, disease, 
mortality

Source: Stroebe et al. [22]
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cry a great deal, hyperventilate and faint, while the rest of the family remained stoi-
cal. The fainting girl might cause concern but also seemed to play a role in vividly 
expressing grief for the rest of the family, whose concern for her also acts as a form 
of distraction from the loss.

 Is Grief an Illness?

Near the end of his life Sigmund Freud was consulted by a woman who had become 
depressed following the death of her husband. After listening to her, Freud quietly 
stated, “Madam you do not have a neurosis, you have a misfortune”. (Wahl 
[26], p. 104)

Acute grief may be painful and feel like an illness, but it should be understood, 
in all its variety, as a normal reaction to loss. Some combinations of reactions do 
appear to mimic some acute mental illnesses. For example, loss of appetite, com-
bined with sleep disturbance, sadness, ruminations and various somatic complaints, 
appears similar to clinical depression. But the diagnosis should not be made if 
someone has suffered an acute loss [29, 30]. Some individuals may adopt the behav-
iours of the deceased, dress in their clothes, act strangely or hear their voice, see 
them and talk to them. Again, this should not be regarded as psychotic behaviour but 
as a possible manifestation of acute grief. Or there may be flashbacks, vivid intru-
sive thoughts and dreams of the deceased, and the individual may be anxious and 
aroused, similar to those with post-traumatic stress disorder (PTSD). None of these 
reactions are necessarily pathological.

Everyday life experience

Oscillation

Restoration-
orientated

Attending to life changes
Doing new things

Distraction from grief
Denial/avoidance

of grief
New roles/identities/

relationships

Loss-
orientated

Grief work
Intrusion of grief

Relinquishing-continuing
relocating bonds/ties
Denial/avoidance of
restoration changes

Fig. 8.1 The dual process model of coping with bereavement. (Source: Stroebe et al. [22])
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 How Does Bereavement Affect our Health?

That is not to say that bereavement does not have physical and mental health conse-
quences that require attention, understanding and support [25]. Bereaved people 
experience more physical complaints, make more health consultations, use more 
medication and experience more hospitalisations. Paradoxically, those grieving 
intensely actually make less health consultations than the normal population, and 
high-intensity grief is a predictor for more severe physical disorders a year later. 
Perhaps this is because early warning signs are missed. Regarding the impact of 
bereavement on mental health, the majority of people recover, but there is a greater 
vulnerability to depression, anxiety and PTSD [22].

Bereavement is associated with increased mortality from many causes. People 
who have suffered a recent bereavement are more likely to die of alcohol-related 
disorders, coronary artery disease, unnatural deaths and suicide. It is thought that 
the additional risk may be due to a variety of factors: loneliness, changes in social 
circumstances, less material resources and lack of care. The risks are higher in the 
earliest months and greater in specific groups: particularly those who have lost a 
child, spouse or sibling [22, 31]. So it is not nonsensical to say that you can die of a 
‘broken heart’.

 When Is Grief Abnormal?

The decision as to what is abnormal and inappropriate grief will depend on an 
understanding of the individual, the family, the culture and the context from which 
they come. You cannot decide what is abnormal without this cultural and personal 
knowledge. The community and family may be able to tell you when they feel the 
grief is too intense or too long or unusual in its manifestations. In the newly released 
ICD-11, the definition for prolonged grief disorder is as follows:

Prolonged grief disorder is a disturbance in which, following the death of a partner, parent, 
child, or other person close to the bereaved, there is persistent and pervasive grief response 
characterized by longing for the deceased or persistent preoccupation with the deceased 
accompanied by intense emotional pain (e.g. sadness, guilt, anger, denial, blame, difficulty 
accepting the death, feeling one has lost a part of one’s self, an inability to experience posi-
tive mood, emotional numbness, difficulty in engaging with social or other activities). The 
grief response has persisted for an atypically long period of time following the loss (more 
than 6 months at a minimum) and clearly exceeds expected social, cultural or religious 
norms for the individual’s culture and context. Grief reactions that have persisted for longer 
periods that are within a normative period of grieving given the person’s cultural and reli-
gious context are viewed as normal bereavement responses and are not assigned a diagno-
sis. The disturbance causes significant impairment in personal, family, social, educational, 
occupational or other important areas of functioning (World Health Organization [28]).

Epidemiological research around this concept is still in the early days. In nor-
mal circumstances it is thought that approximately one in ten bereaved persons 
suffer from prolonged grief disorder although the variations in definition and 
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different methodologies used in research mean that specific risk factors have yet 
to be agreed [19]. However, recent studies of PGD in refugee and displaced popu-
lations show that they may be particularly vulnerable. Among Iraqi Mandaean 
refugees in Australia, 17% experienced prolonged grief disorder, while 16% suf-
fered from a combination of PGD and PTSD [20]. A study of 308 internally dis-
placed victims of conflict in Colombia found that 25% suffered from PGD alone 
and 27% from combined PGD and PTSD [11]. This research suggests that pro-
longed grief disorder is a relevant and distinct condition in refugee and displaced 
populations, characterized by particular risk factors: traumatic loss, experiencing 
more abusive and assaultive events, being older and/or female, the loss of a close 
relative and experiencing difficulties in adapting to the new environment. PGD 
was characterized by distinctive symptoms: separation distress, longing and 
yearning, difficulties in accepting the death and bitterness. Knowledge of these 
risk factors and symptoms may assist health workers in identifying those at 
risk of PGD.

 What Is Mourning and Why Does It Matter?

Mourning is the name for those processes which help people to cope with bereave-
ment. All societies and cultures mourn but in different ways. Mourning processes 
usually include methods for acknowledgement and acceptance of the death, saying 
farewell, time periods for grieving, processes to continue attention towards the dead 
and to move beyond it and make new attachments. It might be helpful to take a 
moment and jot down on a piece of paper the ways that you mourn the dead in your 
own society. Try answering the questions in Box 8.1:

Box 8.1 Questions to Reflect on Mourning in your Own Society
• How do other people know that someone has died or that you are bereaved?
• What happens at the funeral?

• What are the burial customs?
• What happens to the body?
• Who visits the bereaved?

• What are the different roles, if any, for men and women?
• What do younger and older children do?
• Are there different ceremonies at different time periods after the death to 

mark different stages of mourning?
• What ways do you use to remember the dead?
• What is the role of dead person in continuing family life?
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Different societies have different time periods set aside for mourning, and dif-
ferent ideas about what is appropriate behaviour for different family members. 
They may also have different views on the appropriate role of children in these 
rituals. Sometimes families may be in conflict over what is appropriate to com-
municate to children and what is the appropriate way to mourn. This is particu-
larly the case in communities in flight or whom have been displaced (see 
Vignette 1).

 What Happens in Situations of Massive Loss?

As we noted above, all displaced people have experienced losses, even if not the 
loss of a person. The loss of culture and familiar landscape may be overwhelming, 
but there are no formal mourning rituals for such losses, which may contribute to 
prolonged feelings of yearning and distress that are not recognised. When it comes 
to the loss of people, conflicts, disaster and displacement all disrupt the possibili-
ties of appropriate mourning. There may be uncertainty over missing relatives (see 
the section on ambiguous loss below). The body may have been lost, abandoned, 
treated inappropriately or buried in a mass grave. The normal mourning rituals are 
impossible to carry out during flight. Other processes also occur in large-scale 
upheavals. For example, in Aceh after the 2004 tsunami, displaced people found 
themselves living in a landscape swept completely clean by the wave, where every 
familiar marker had disappeared along with their communities, families and liveli-
hoods. There were no bodies and no places to go to remember the dead. In Haiti, 
after the earthquake, people camped out among crushed houses that entombed their 
families. Massive losses that affect whole communities may remove entire social 
networks of support and the resources needed to make grief endurable and mourn-
ing possible.

Even in functioning communities, massive losses have the effect of depriving 
each individual of the normal support that they would have received if their loss 
had been singular occurrence. Because everyone is affected, few are in the posi-
tion to play the role of visitor and comforter. There is no one to come round, 
help the bereaved widow with the child care and household tasks, arrange the 
funeral and cook a meal, because everyone who survived is in the same situa-
tion. Everyone struggles alone. And the bereaved may become more reticent 
than usual about their own feelings, not wishing to burden similarly affected 
neighbours. At the same time, the pain of the loss is amplified by the knowledge 
that the bereaved person’s loss is one of many in a community. The outside 
world is focussed on the scale of the event: ‘300,000 dead, half a million killed’. 
Lost within these figures, the individual bereavement may seem insignificant – 
just one of many thousands. This lack of significance adds to the pain of the 
survivor.
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 What Happens When It Is Not Clear if Someone Has Died or Not 
(Ambiguous Loss)?

Imagine that you had to flee your home abruptly. Bombs were falling on the city, or 
a flood threatened. In the chaos loved ones were left behind and you have no idea 
what happened to them. You sit with other survivors who tell you everyone in that 
place died. That is what the news reports say as well. And yet there is no list of the 
dead, no body, no clear information as to what actually happened  – maybe they 
escaped as well, maybe they are in another camp somewhere, maybe they are trapped, 
maybe they were forcibly recruited or abducted. The months and years pass and still 
there is no information. Grieving and mourning would mean giving up hope for the 
person and in some sense betraying them, letting them down, abandoning them. But 
continuing to hope means continual preoccupation, searching, anxiety. It roots you in 
the past, may fill you with longing and yearning and prevents you starting life anew. 
You do not know where to settle in case they cannot find you. Should you save 
money to spend on someone you may never see again? Should you look for employ-
ment that will take time from searching? This is ambiguous loss, unfortunately a 
common experience for many displaced by war and disaster. Some have argued that 
this continuing preoccupation with the missing person should be treated as prolonged 
grief disorder, as many exhibit the same symptoms. In a qualitative study of parents 
in Northern Uganda whose children had disappeared between 8 and 28 years earlier, 
the majority described persistent yearning, continuing emotional pain, anger and bit-
terness on a daily basis. The combination of hope and despair created a constant state 
of anxiety and restlessness ( [13], p. 298). One of the Ugandan families explained:

It is very important to have someone confirmed dead and buried in the compound. It is bet-
ter than the thought that the person is still alive, this feeling is accompanied with the feeling 
that the person is dead. This is so painful. So we are never settled. We are always living in 
unrest. There is the hope, but the hope is always accompanied by the worries and the sad 
feeling that the person is dead. There is no closure. (Hollander [13], p. 298)

Ambiguous loss may generate additional stresses. Families may break up because 
of differing views on what has happened to the missing person. The survivors may 

Case Example: The Dead Mother
Giving significance to loss: In early 2005 I was working on the East Coast of 
Sri Lanka after the tsunami. On one occasion, walking along a completely 
deserted, devastated street, a man came running up to me. I was holding my 
camera and assumed I might have offended him by taking pictures. ‘No, no’, 
he said, ‘please take a picture of THIS HOUSE’. I looked at the gutted empty 
building and did as he requested and then turned back. He was near to tears. 
‘My mother died here’. We sat on the ground and he talked for some time about 
his mother. I suddenly realised that for this man I was more than just a sympa-
thetic ear, I was the outside world witnessing and memorialising his individual 
loss. Not just 10,000 dead, but his mother. I was making her significant.
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find themselves isolated from their community because ‘culturally condoned grief 
has an expiration date’. People no longer know what to say to them. Or they may be 
stigmatised because of questions over the role a missing person is playing in con-
tinuing conflict. There may be cultural and spiritual stress because the family cannot 
carry out the normal mourning rituals. For all these reasons, many argue that ambig-
uous grief should not be regarded as a pathological disorder, because in spite of its 
similarities to PGD, the problems are caused by these external stressors and pathol-
ogising does not help. To date the most useful therapeutic approaches have been 
those that offer group support, address isolation, restore relationships and focus on 
normalising the ambiguity, so that people can learn to live with it while looking 
forward and finding enjoyment and meaning in life once more [13].

 Traumatic Experiences, Grief and Mourning

Exposure to traumatic events can interfere with mourning. Avoidance that may be 
protective in coping with the memories of a traumatic event may make it difficult for 
the bereaved to mourn their loss because the memories of the lost person are always 
accompanied by painful memories of the circumstances of the loss, so ‘remember-
ing’ is too painful. In such circumstances, the traumatic symptoms may need treat-
ment before the bereaved person is able to mourn. Table 8.3 illustrates the differences 
in emotional cognitive and behavioural reactions that may occur.

Table. 8.3 Distinguishing the impact of traumatic events and loss

Reactions to Loss Reactions to Traumatic Event
Separation anxiety Anxiety about threat posed by recurrence of traumatic 

event
Sadness more than anxiety Anxiety more than sadness
Yearning and preoccupation with loss Fearful, anxious and preoccupied with traumatic 

event
Sense of security intact Personal sense of safety challenged
Primary relationships disrupted Primary relationships intact
Intrusive memories are images and 
thoughts of the deceased

Intrusive memories of traumatic event plus 
re-experiencing accompanying emotions

Memories sought after positive and 
comforting

Uncontrollable intrusions: Negative and distressing

Dream of dead person is comforting Nightmares of event are terrifying
Seek out reminders of loved ones Hypervigilant, scanning environment for threat
Avoidance of reminders of absence of 
loved one

Avoidance of reminders of threat

Anger at loss Irritable, diffuse unfocussed anger and rage
Guilt at not doing enough Guilt at surviving
Mourning as a tribute to dead
Sleep EEG normal Increased REM sleep intensity
Coping involves reconstructing life 
without loved one

Coping involves re-establishing sense of safety

Recovery: Resolve attachment issues Recovery: Habituate to fearful responses

Source: Hendricks [12]
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 Cultural Bereavement

When working with displaced or refugee populations, you may find the concept of 
‘cultural bereavement’ more useful than trying to decide whether or not someone is 
suffering from a ‘disorder’. The term was coined by the Australian anthropologist 
and child psychiatrist Maurice Eisenbruch to encompass the experiences of massive 
losses and uprooting suffered by refugees.

Cultural bereavement is the experience of the uprooted person - or group - resulting from 
loss of social structures, cultural values and self identity: the person - or group - continues 
to live in the past, is visited by supernatural forces from the past while asleep or awake, 
suffers feelings of guilt over abandoning culture or homeland, feels pain if memories of the 
past begin to fade, but finds constant images of the past (including traumatic images) intrud-
ing into daily life, yearns to complete obligations to the dead and feels stricken by anxieties, 
morbid thoughts and anger that mar the ability to get on with daily life. It is not in itself a 
disease but an understandable response to catastrophic loss of social structure and culture. 
(Eisenbruch [8])

In his work with Cambodian adolescents, Eisenbruch found that those refugee 
children, who had been encouraged to assimilate rapidly into a new culture, suffered 
more cultural bereavement than those encouraged to participate in traditional cere-
monies and cultural practices. He believes that the concept allows for a more inte-
grated and culturally sensitive approach to the experience of loss, than attempting to 
classify any disabling symptoms only in terms of pathological categories according 
to Western diagnostic criteria such as PTSD or traumatic bereavement. Disabling 
symptoms may be best addressed by a combination of restoring appropriate cultural 
practices and, if necessary, symptomatic relief.

 How Does Bereavement Affect Children?

These are some frequently asked questions about children who have suffered a 
bereavement:

• Do children grieve?
• Are they too young to understand?
• Should we protect them from unpleasantness and distress?
• Will loss in childhood cause later mental or physical illness?

 Children’s Understanding of and Reactions to Death

Children’s reactions to death are as variable as those of adults, and any or all of the 
reactions listed above in Table 8.2 may occur. The most important point to note is 
that their understanding of death changes according to their development and life 
experiences. The following notes are based on Western experiences and should be 
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taken as a guide only. For example, working with displaced and refugee children in 
many low-resource settings has taught me that in many societies, particularly rural 
ones, children understand death at an earlier age.

 Under 5 Years
There is little understanding that death is final. For example, a 4-year-old child in 
England, having helped to formally bury his dead pet rabbit in the garden, then 
asked if he could now dig it up so that he could have the rabbit back. He had not yet 
understood that death is forever. Magical thinking results in misconceptions about 
causes and effects. An egocentric view of the world can lead to feelings of respon-
sibility. ‘Mummy won’t come back because I was naughty’. Reactions are similar to 
those following any separation: The longer the absence, the greater the distress. It 
may be followed by detachment, so that the surviving family may think the child 
does not care. Clinginess and reluctance to be separated from the surviving carer is 
very common, as is regressive behaviour. Soiling, wetting, sleeplessness and minor 
illnesses can all occur.

 Over 5 Years
Children begin to understand that death is irreversible, that certain physical changes 
occur and that there is permanent separation. They may still not regard it as some-
thing that can affect them. They may continue to have some magical, concrete and 
egocentric thinking. At this age, children more commonly use concepts of good and 
bad, they are curious about cause and effect, and they are able to articulate concern 
for others.

There is a desire to stay connected to the dead parent. Many children dream 
about and talk with the dead parent frequently; feel the dead parent is watching 
them; and keep physical objects associated with them. One study found that 43% of 
children in a large community sample thought about the dead parent on a daily basis 
1 year after death. The reactions are variable. Boys are already learning to suppress 
feelings. 91% of the children in the same study cried on the first day; 50% had tran-
sient emotional and behavioural problems. Concentration and school work are 
affected. Repetitive play is very common [21].

 Ten to Adolescence
There is a growing understanding of abstract concepts: that death is universal and 
inevitable and can affect them personally. There is a growing concern with justice 
and injustice, and an awareness of inconsistencies. The conflict between the desire 
for autonomy and need for closeness can be resolved by ‘indifference and detach-
ment’, or by identification and nostalgia. In a group of adolescent refugee boys 
‘ethnically cleansed’ from Northern Bosnia (all had lost their homes; some had lost 
their family), all spoke passionately and with great longing about their home towns, 
describing them as the ‘most beautiful place to live’ [14]. Revenge fantasies are not 
unusual. There are less somatic and behavioural problems, and a depressed mood is 
common. Poor concentration and lack of interest occur at school. The oldest child 
who has lost a same-sex parent is at greatest risk.
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As in adults, the reactions to bereavement at all ages are enormously variable: 
age, personality, closeness to the deceased, culture and family values, especially the 
way the parents or surviving caretakers react, will all affect the expression of grief. 
There is an increased vulnerability to psychiatric disorder. Sudden death in particu-
lar is associated with higher rates of PTSD and depression, particularly if it is 
accompanied by disruption in the child’s social networks and their sense of security. 
These risk factors are of obvious relevance to refugee children [10, 16].

Children within one family exposed to the same losses may all handle grief in 
different ways. (See ‘Case example: Telling the story’.) Children need to understand 
that the experience of grief may wax and wane. When discussing grief feelings with 
children, I sometimes use the image of a wave.1

I ask them to imagine they are standing at the edge of the sea and a big wave 
comes along and knocks them over. They feel terrible, overwhelmed. There may be 
a whole mix of emotions, anger, tears, bewilderment, despair, but somehow, they 
manage to struggle to their feet. Then there is a period of calm water before the next 
wave. Perhaps it is a significant date – a birthday – or they hear a favourite tune 
which acts as a reminder. But this time they are more prepared, so that when the next 
wave – and all those painful feelings – comes along, it does not knock them over 
because they saw it coming and braced. What will happen over time is that, although 
the waves never go away completely, the periods of calm sea grow longer, the waves 
get smaller, and the child grows stronger and more able to cope.

 Long-Term Effects

Unfortunately, if children experience the loss of someone significant early in life, it 
may have long-term health effects. A large three-country cohort study of more than 
seven million young adults in Scandinavia showed that those who had lost a parent 
between 6 months and 18 years of age had a 50% greater chance of dying from any 

1 This is only appropriate for children familiar with the sea and obviously not in the context of loss 
caused by a tsunami or flood.

Case Example: The Surviving Brother
G is a 13-year-old boy. During a long and brutal war, his elder brother was 
killed on the front line. G was always very close to his brother. Three years 
later he continued to think about him on a daily basis. He visited the grave 
frequently and watched the video of the funeral once a week. He did not like 
to sleep alone and felt sad much of the time, although he was doing well at 
school. He talked about his brother a great deal. He wanted to be as much like 
his brother as possible, whom he believed was one of the bravest and most 
incorruptible people. He was angry about the peace agreement. He felt it was 
unjust and made a mockery of the aims for which his brother fought.

Source: Jones [15], p 64–65.
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cause (natural or unnatural) in young adulthood than those who had not. The authors 
argue that genetic susceptibility only accounts for a small part of the risk and that a 
number of other causes should be considered including biological responses in the 
immune system to early life adversity; changes in behaviour including increasing 
risk behaviours; and more social and economic adversity, all of which are relevant 
to refugee populations [18]. Research evidence also suggests that children who suf-
fer an early bereavement do have an increased risk of psychiatric disorder and 
poorer psychological wellbeing in the long term, particularly if the loss is associated 
with other disruptions in the child’s life [1, 9, 15].

Life events research shows that the following events are the most likely to be 
associated with later mental illness:

• Those that require people to undertake a major revision of assumptions about 
the world

• Those that are lasting in their implications
• Those that take place over a short period of time without preparation

The intangible losses of displacement after conflict and disasters as well as trau-
matic bereavement can have all these features. However, there are significant factors 
that can mediate the impact of both the innumerable losses experienced by a refugee 
and bereavement. The child’s long-term mental health also depends on:

• The response and wellbeing of the surviving parent or relatives
• The availability of other support
• Subsequent life circumstances
• The degree of continuity in the child’s life
• How the loss is viewed by others
• What resources are available

This list provides an immediate guide as to what needs to be done to enhance a 
child’s resilience and coping in the face of loss. The ‘Case example: Different girls’ 
from Pakistan illustrates how important these aspects are and how much difference 
the behaviour of surviving relatives can make: Such behaviour will in part depend 
on the resources and support given to them.

Case Example: Different Girls, Different Ways to Grieve
After the Pakistan earthquake in December 2005, I worked with children 
who had lost their parents. Contrast the experiences of two young teenage 
girls from the same rural, Islamic society, affected by the same terrible 
event but living in somewhat different settings with quite different responses 
from those caring for them and the support systems around them. Samira 
was 14 and living with her aunt and uncle and her six younger brothers and 
sisters in one tent in a displaced persons camp. Her village had been com-
pletely destroyed and her mother and father killed. Samira acted as mother 
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 What Can We Do to Help Grieving Families and Children?

Not all grieving families require a health worker’s intervention. But in situations of 
conflict, disaster and displacement, the natural sources of social support are absent 
for the reasons listed above. In this case, the health worker is the supportive com-
munity. Some key activities are listed in Table 8.4.

Your role may be to accompany, support and advocate for the bereaved as any 
neighbour might do in normal times. Obviously if a family lacks basic resources 

to her sibs and helped her aunt care for her cousins. The aunt and uncle had 
told the children ‘your mother is in the village and will come soon’. Samira 
and her smaller sisters looked ill-kempt and neglected. They cried con-
stantly, which suggested the comforting lie was not working. They knew 
their house had been turned to rubble, so where was their mother now? 
When I asked Samira what she thought, she told me in a whisper that her 
mother was dead. The aunt and uncle gave me permission to explain to all 
the children what had actually happened. Their calm reaction suggested I 
was confirming something they already knew. Samira also told me she 
would like to get out of the tent. As Samira was the eldest girl, she carried 
the burden of household tasks and childcare, and her aunt was very reluc-
tant to let her go the camp school or any other of the activities arranged for 
children. However, she let the younger children attend and their improved 
mood was obvious. Samira continued to weep and neglect herself. Finally, 
when the Aunt herself was engaged in a livelihood programme with other 
camp women, she became more cheerful and gave Samira permission to go 
to school. This had the immediate effect of alleviating some of Samira’s 
sadness.

In contrast, 12-year-old Aisha still lived in her village higher up in the 
mountains above the town. She too lost her mother when the house was 
destroyed. She moved in with her grandmother but stayed in her village. I met 
her laughing and playing with other village children. She had just had her 
hands hennaed in beautiful flower patterns. She had been told her mother was 
dead and said she still felt very sad. But she liked living with her grandmother 
and she did not cry all the time. When playing with other village children, she 
was able to be happy, and she told me she had many relatives and friends that 
cared about her.

These two stories illustrate the vital role of continuity in a child’s life and 
the importance of the wellbeing and support for the carer as well as the ben-
efits of honest communication. It is harder to achieve these things with dis-
placed families under stress, but the Samira’s story illustrates that it is possible.
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or is not safe, helping to address these basic needs is a priority. Help may be 
needed to connect to agencies like the International Committee of the Red Cross, 
to trace missing relatives or identify them. Outsiders may have a significant role 
to play simply by encouraging and partaking in the normal processes of mourn-
ing. This may be through assisting an individual to organise a funeral or it may 
be helping a community. If any individual has symptoms of distress that are so 
great they cannot function or carry out necessary tasks, providing symptomatic 
relief will help.

Regarding discussion of the loss, you should follow the lead of the bereaved. 
With both adults and children, this means being able and available to listen without 
forcing talking. There is no evidence that ‘grief work’, that is the experiencing, 
confronting and working through of negative emotions, is helpful. There is some 
evidence that it may have long-term negative consequences. Contrary to some popu-
lar Western stereotypes, positive emotions in the early period after loss are indica-
tive of good outcomes, not pathology. Individuals who choose the more avoidant 
orientation (see Fig. 8.1) are not in harmful denial, and this does not have to be 
challenged [7, 24, 27].

Nor is it necessary to ‘break down’ continuing attachment to the deceased. Good 
memories assist mourning and give pleasure and comfort. This connection may be 
maintained throughout a bereaved person’s life without pathological effect. 
Depending on the culture, it may involve regular visits to the grave, talking actively 
or praying to the dead, frequent dreams or visions. Indeed, ritualised celebrations of 
connection with the dead in some societies actually strengthen living family bonds 
as they bring families together [2, 3]. A continuing connection should only cause 
concern if continuing yearning, searching and longing causes misery and dysfunc-
tion, dominates life in the long term and prevents the bereaved from forming any 
new attachments.

If the loss has occurred as a result of some form of political injustice or abuse, 
unresolved issues of reparations and justice may prolong grief and make mourning 
difficult. Helping victims to access justice may be another part of your role. See 
Case example: When to tell the story.

Table 8.4 Key actions to 
support grieving families

Attend to basic needs
Access resources
Assist mourning in culturally appropriate manner
Answer questions; provide information
Accompanying
Available
Attention to individual loss: Give significance
Altruism opportunities
Avoidance as required
Advice as needed
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Case Example: When to Tell the Story
The family consisted of 3 surviving children (2 girls and a boy) who had 
witnessed the death of their mother and aunt and 15 other members of 
their extended family. They had been physically injured in the attack and 
spent some time in hospital. At our first meeting 4 months after the event, 
two of the children did not believe their mother was dead. They hoped she 
had survived as they had. We sat together with the children’s father who 
told them gently that he thought that in all probability she was dead. The 
children cried and we did not discuss it further that day. The following 
week the bodies had been identified, funeral notices posted and the funeral 
arranged. The family had returned to the house where the massacre had 
occurred and appeared to be functioning well. The boy had no symptoms, 
although the younger girl was sad and quiet. When asked if they wanted to 
talk about what happened, she said no. Her brother said that he had already 
talked with journalists and did not feel a need to go over it again. The elder 
girl (14) had some intrusive thoughts and memories, and poor sleep and 
appetite. She wanted to walk me around the site and retell the events 
in detail.

The other children did not wish to join in. During the walk the elder girl 
told me that she now knew her mother was dead. All the children then 
wanted to show me all their old photographs, and all the children partici-
pated in identifying their dead relatives and telling me stories about their 
life before the war. After the funeral (which only the elder girl attended at 
her own request), the children appeared more cheerful, and all were looking 
forward to school. The surviving family provided an extremely loving and 
supportive network, and although the father was extremely sad, he allowed 
the children to talk about their mother whenever they wanted. Later the 
whole family was sent to another country for medical treatment for the chil-
dren. They attended local schools where they learnt English and appeared to 
be adjusting well.

A year after the events, the International Criminal Tribunal wished to inter-
view them regarding the massacre, and the three children insisted that they 
would like to give their accounts. All the children made statements recorded 
on video and gave similar detailed stories about the events surrounding the 
massacre. Although they found it distressing, each obviously regarded it as 
significant and important and was pleased to have had the chance. This exam-
ple illustrates that children in the same family will not all deal with their grief 
in the same way. If given the opportunity, they will find the most appropriate 
time to tell their own stories in the way that will give it significance and mean-
ing for themselves.

Long-term follow-up of these children 16 years after the massacre showed 
that all are doing well.
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 Should We Tell Children the Truth?

Many families present to health workers because they have concerns about the long- 
term impact of events on the child and want advice on how to talk about such abnor-
mal events with their children. The health worker’s role should be to facilitate the 
process of normal grieving, help to sustain and support the protective aspects men-
tioned in this chapter. While treating pathology where it is evident, you should take 
care to avoid pathologising where it is not. A particularly important role may be facili-
tating clear communication between family members. As some of the case studies and 
the vignette illustrate, many families are concerned that telling the child what hap-
pened will cause unnecessary distress and that as the child is ‘too young to under-
stand’, it is better to lie or avoid the subject when it comes up. Children are very 
protective of surviving parents and quick to sense when a question causes distress. 
They may avoid asking for information because the questions make the parent cry. 
False information leads to confusion and a lack of trust. There is research evidence to 
suggest that this lack of trust may have an enduring effect in adult life [9]. The follow-
ing case, Case example: Telling the truth, illustrates the benefits of telling the truth.

 Guidelines for Grieving Children

 1. Provide consistent, enduring, appropriate care.
• Reunite children with their families or extended families as soon as possible.
• In the absence of family, create enduring family-type networks with a low 

ratio of caretaker to children.
• Consistent caregiving by one or two caretakers, not multiple different volun-

teers (however well intentioned), is essential to prevent attachment problems 
particularly in younger children.

Case Example: Telling the Truth
The father was a member of a ‘Liberation Army’ and killed in the fighting. 
His 32-year-old wife had two surviving children of 8 and 9 and continued to 
live with her husband’s relatives. She told the children their father was work-
ing in another country. The children would frequently ask her why he did not 
phone and if he would bring them presents. They were confused because other 
children in the village told them their father was dead. When they questioned 
their mother, she would start to cry, so they became nervous of asking her. 
Mother and brother-in-law asked for advice as to what to do and accepted my 
suggestion of sitting with the children and explaining in simple terms what 
had happened, answering all the children’s questions as they came up and 
sharing the experience of grief. Mother told me that the relief of not having to 
lie to the children had slightly eased her own distress and made it easier to 
respond to them. Moreover, rather than being bewildered by their father’s 
silent absence, the children now talked about him in the village with pride.
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 2. The more continuity with the child’s previous life the better.
This is difficult to achieve with bereaved refugee children who may be griev-

ing over both the loss of a parent or close relative and the loss of all that is 
familiar: home school, normal routines, familiar food, and pets. The following 
are examples of steps that can help:

• Re-establish familiar routines including school in their own language.
• Allow families that have fled together to live close to one another.
• Provide facilities and support for families; allow them to cook their own food.
• Provide culturally appropriate space for religious worship.

 3. Support the carers by attending to basic needs and their own mental states.
Help them to access the appropriate agencies to solve the practical problems 

they will encounter. Attending to basic needs is essential. Engaging in the pro-
cess of rebuilding their lives helps families to come to terms with their losses.

 4. Facilitate normal grieving and mourning.
This can be done with memorials and rituals for absent bodies, and appropri-

ate religious ceremonies
 5. Don’t hide the truth.

• Children need clear, honest, consistent explanations appropriate to their 
level of development.

• Answer the child’s questions about the dead relative honestly in an age- 
appropriate way.

• They need to accept the reality of the loss, not be protected from it.
• Magical thinking should be explored and corrected. What is imagined may 

be worse than reality, and children may be blaming themselves for events 
beyond their control.

 6. Grief work and debriefing may not be therapeutic or appropriate.
The insistence on getting a child to ‘debrief’ or tell the story of their loss 

may not be therapeutic or appropriate. Not all cultures put a high value on the 
ventilation of individual feelings, as Western culture does. The therapist’s goal 
should be to encourage a supportive atmosphere for the children, where open 
communication is possible, difficult questions answered, and distressing feel-
ings tolerated. This means that the child will be free to express their grief in the 
manner they find appropriate to the person they most trust, and at a time of their 
own choosing.

 7. Provide symptomatic relief.
Help the family to cope with traumatic symptoms such as bedwetting, night-

mares, and regressive behaviour, if they exist. Give the parents information as 
to what to expect and straightforward management advice.

 8. Restart normal educational and play activities as soon as possible.
Encourage communities and families to create or rebuild structured, safe 

opportunities for children to play and restart their education. This might be in 
the form of child friendly spaces or school classes.

 9. Help the child maintain connection with the lost parent.
Encourage the carer/surviving parent to allow the child to choose a memento 

to keep, access to photographs, or let the child draw a picture, make objects, 
create a memory box.
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 10. Help the child access justice.
The question of justice will be important for families in situations of politi-

cal violence. Many will state that they cannot come to terms with their losses 
while the fate of loved ones is unknown, bodies unidentified, or perpetrators at 
large. These issues will affect the children, and older children may bring them 
up spontaneously and wish to discuss them. Health workers may be asked their 
own views. Stating a willingness to learn and understand, along with an aware-
ness of one's own biases and subjectivity is the most helpful position. Political 
and cultural literacy are essential. The family should be put in touch with the 
appropriate human rights or justice agencies if they wish to give formal evi-
dence, so that the therapeutic and confidential nature of your own work remains 
clear and the family are not confused as to the purpose of the interview. Giving 
testimony to such agencies should always be at their own request. In this case it 
may prove therapeutic (see Case example: When to tell the story).

 Vignette 1: Complex Needs in a Displaced, Grieving Family

Alba was a high school student of 18, living in a rural area in the heart of a conflict 
region, the second eldest of seven children (four girls and three boys). She wanted 
to study medicine. Her life and health were normal, until the shelling began and her 
family fled to the forest, where they spent 3 months. The local police of a different 
ethnic origin found them and separated men from women and elderly men and sent 
the latter home. They got home to find their village full of army and police and 
themselves under siege at their home, where they were harassed and sometimes 
beaten. Meanwhile their invalid, pensioner father was shot in a massacre of ten men 
from the village. He was buried while they were under siege. I first met Alba 
one month after these events, living with seven family members in one room of their 
fire- damaged house. She was extremely sad and frightened. She was crying all the 
time, ruminating about her father being captured. She found everywhere frighten-
ing, and was too frightened to go to sleep, but when she did fall asleep, she woke 
early. She had no appetite, and a diurnal mood swing.

However, when I visited her a week later to my surprise, Alba was a great deal 
better, her sleep and appetite having returned to normal over the week. She informed 
me that she felt this was because of feeling she had someone to talk to, and who 
‘wanted to come and visit’. However, all the female members of the family were 
preoccupied with father’s death, tearful in discussion of it, and in conflict over how 
to manage the grief. The mother and one sister no longer wanted to wear the sym-
bolic mourning clothes and to move on. The other three sisters were wearing black 
mourning bands in their hair and wanted to do so for the appropriate period of a 
year. One of these sisters complained she was having some panic attacks. They also 
all felt angry and concerned about their material circumstances. They had no access 
to father’s pension as this would have meant going to a police station run by the 
ethnic group in power to get new identity papers (all burnt) and identifying them-
selves as from a conflict area, and as members of a family that had lost a relative in 
a massacre. Anxiety made sleep difficult. Interestingly, the boys in the family (14, 8 
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and 7) appeared cheerful, busy and well, insisting they were symptom-free, although 
they missed their father. All the boys attended school regularly. The girls did not go, 
as there was no money for books. They therefore sat around at home with little to do.

We agreed to have family meetings to help them resolve their conflict about how 
to grieve, and relaxation therapy to provide some symptomatic relief. We did this as 
a group, and they practised themselves on a daily basis, mother running the group. 
Over the weeks there was a marked improvement in the whole family. The three 
girls continued to wear their mourning bands and the mother was more tolerant of 
this. Alba began to press me to help her get an ID card so that she could go to a 
nearby town, get a job and earn some money. However, the security situation dete-
riorated too much for this to be possible. My last visit before evacuation was dis-
tressing, as there was fighting on the nearest main road and the sound of shelling of 
nearby villages. We all knew that they might have to flee again in the near future.

I returned to the family 3 months later. They had spent these months internally 
displaced pushed from one village to another, with very little to eat. During this time 
the 14-year-old son, who had separated himself from the family believing he endan-
gered them, had been killed along with another male relative. The family had 
returned to their home to find it completely burnt to the ground except for an out-
house. They had nothing left and were using an ammunition box as a table and 
sleeping under a small piece of plastic in the garden, because the outhouse attracted 
snakes. As previously, the healthiest members of the family appeared to be the 
smallest boys, who denied any symptoms except some tearfulness now and then. 
They appeared active and cheerful except when witnessing their mother’s distress. 
The mother was devastated and could not stop crying. She could not sleep or eat or 
function and expressed suicidal ideas. Alba had moved to an aunt in a nearby town 
and had a number of somatic symptoms. We provided clothes and basic material 
equipment for the house. The mother was started on antidepressant therapy.

The family then lost contact with our service for 6 months. They had been provided 
with materials to build a warm room, but the aid agency had failed to realise that with 
no adult males left, there was no one to build it. The family therefore moved into a 
grim damp refugee flat in town. The mother had found the antidepressants helpful but 
had run out of medication. Two daughters had escaped the situation by marriage. The 
boys were well and attending school. The other daughters remain trapped within the 
prison of their mother’s unremitting grief. They spent all day in the flat with their 
mother talking and crying. She did not wish to be left alone. They wanted to show her 
how much they cared for her and insisted on doing every household task, which added 
to her feeling of being a useless burden. We began ‘family work’ again: encouraging 
the girls to join the free local youth club and to allow the mother to re-establish her 
maternal role in the family, supporting her by restarting the antidepressant medication 
at her request, and getting in touch with the aid agency about their house.

Some Reflections on this Case.

For most families of this particular ethnic group, the immediate and respectful 
burial of the dead is crucial. This is followed by 7 days of visiting by friends and 
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family, who sit all day with the bereaved and discuss the dead. These normal mourn-
ing processes had not been possible either for the father or son. It seems likely that 
the surprisingly sudden symptomatic relief Alba gained from my initial intervention 
was through my contribution to some of this normal mourning by being an outsider 
who visited and listened. A family approach meant that differences could be brought 
out in the open in a respectful way. The family also formed a natural group that 
could encourage and support each other in doing relaxation work. Attending to 
human rights concerns such as identity papers and security was also important. 
However, all this was undone by the second round of conflict and loss. There is 
something particularly devastating about loss coming again immediately after hav-
ing begun to work one’s way to recovery. Being made homeless and not being given 
support to rebuild their house has contributed to their sense of bereavement and 
powerlessness and prolonged the period of grief. The mother told me repeatedly that 
if she could start rebuilding her house, she would feel better.

Some families are strongly patriarchal. There are different coping strategies 
available to boys and girls. All the women in this family came across as strong and 
capable, but all felt that the loss, first of an invalid father, and then of the eldest boy, 
had destroyed the family’s capacity to function at all. Much of the work with griev-
ing female survivors has to address their insecurity and lack of confidence in their 
own self-worth. This family required a complex approach: participation in normal 
mourning; attention to basic needs; help with family communication; symptomatic 
relief; and help in re-establishing normal family roles and adapting to new ones in 
the absence of male support.

 Additional Notes on Approaches to Assessing 
Grieving Children

I am often asked how I approach conducting an assessment with a grieving child. 
The following notes are drawn from 25  years of clinical experience with war- 
affected and displaced children:

 Basic Principles

 1. The assessment should be therapeutic.
 2. Work with children within their surviving families if possible.
 3. Give children the opportunity to talk to you on their own if they would like 

to do so.
 4. Be well-informed – always get the ‘story of what happened’ from a surviving 

carer. If the child is unaccompanied and no one knows, go to 5.
 5. Do not force talking but be able to listen.
 6. Create situations where it is comfortable and possible to talk if desired.
 7. Ask about distressing symptoms.
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 8. Ask about daily life problems.
 9. Offer symptomatic relief.
 10. Explain what you are going to do next:

 (a) See the child again – when and where.
 (b) Explain how you plan to address any problems they have raised.

 11. All communication should aim to foster children’s natural resilience and the 
resilience of the communities in which they live.

Initiating discussion with a grieving child can be very difficult. Below I describe 
two approaches that have worked well for me:

 Family Trees: An Interviewing Approach

When dealing with familial loss, I have found the joint construction of a family tree/
family network is helpful particularly when there have been multiple losses. I meet 
with the child (or children) and their surviving family together and ask the child to help 
me draw the family tree. The pace of the activity is set by the child. I start with whoever 
is present in the room and ask the child to tell me what their relationship to the child is. 
Even children as young as 3 quickly understand how the diagram works with circles for 
women and squares for men and how connecting lines between them work. If working 
with smaller children, we made add faces and decoration to enhance it.

I then ask the child: Is anyone missing from the picture? This allows the child to 
name absent family members and say as much or as little as they wish about them. 
I do not ask why they are not there, or what happened. On most occasions children 
have spontaneously identified and named dead or missing relatives (see case exam-
ple below), often to the surprise of the observing surviving adults. Any further dis-
cussion is up to the child. The advantages of this systemic approach are:

 1. It is a collective act: everyone joins in; everyone introduces themselves and 
explains their connection to others.

 2. It is interesting for the children. I usually place a large piece of paper on the floor 
in the centre of the room and use coloured crayons.

 3. Asking the children to include those who are missing or dead allows the whole 
family to learn what the children already know and facilitates truth telling.

 4. Naming the dead allows the person to be identified and honoured. Symbolically 
putting a black simple line through the names gives ritual significance.

 5. How much that is said about that person or what happened is up to the family. 
The naming opens up the possibility for story telling but does not force the issue.

 6. Whatever is said about the dead is said in front of the whole family so that there 
is a collective narrative from which the children are not excluded.

 7. The picture allows for children to identify who is the network of support around 
them. They can add in lines to other people, friends, and neighbours who matter 
to them. We then colour and strengthen these lines.

 8. The picture can be kept as a basis for discussion in other sessions.
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 Using Puppets to Open Discussion with Younger Children

Puppets are a particularly useful tool with younger children as they provide an 
external object onto which they can project their feelings. They may not want to talk 
about themselves, but they may be happy to talk about the puppet. I usually carry a 
glove puppet in the form of a familiar non-threatening animal and hold the animal 
up in a gesture that can be interpreted in multiple ways.

For example, my cat puppet can cover both its eyes with its paws. I then ask:
What is the cat doing?
Crying. (I have also had children say, playing hide-and-seek which would sug-

gest less distress on their part and can also be followed up with the question below).
How is she/he feeling? (I will give the cat the same gender as the child).
Very sad.

Case Example: Using Family trees to Explore Loss
Family B had lost more than 20 members – mostly female and children – in a 
massacre. I was asked to visit because of concerns for the mental health of the 
surviving children who had witnessed the attack and were all under 6. At the 
first session, most of the remaining extended family, including the children, 
had gathered to meet me in the only intact room of a house where they had 
taken shelter.

I already knew the outline of what had happened and used this first meeting 
to draw a family tree. This is particularly useful in cultures where extended 
family is of central importance. On this occasion the children all pointed out 
when I had missed a dead person, but we did not discuss the massacre. Once 
the genogram was done, the family told me their concerns about the children 
and their own fears about letting the children talk as it seemed to upset them. 
At this meeting I gave the simple advice about communication outlined above 
and arranged to meet the family regularly and to do non-directive play therapy 
with the children.

I continued with family meetings and play therapy over the next 6 months. 
During this time the oldest child (5 years) of the section of the family in 
which the mother had died began to tell his father fragments of what he had 
seen and to ask questions about his mother. The father had taken out photo-
graphs of her to show to all the children. At no point did the children tell the 
story to me, nor did I insist upon it, seeing my role as facilitating and sup-
porting communication within the family. Over the following year, the chil-
dren changed from tearful and withdrawn to outgoing, cheerful, 
communicative and energetic. They all attended the formal reburial of their 
family. Their father remarried and their new step-mother was well accepted. 
He began on the process of rebuilding his house. They remained well at fol-
low-up, and when I visited 15 years later, all the children were in productive 
employment and doing well.
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I am sorry to hear that.
Her mummy died (children often provide concrete information).
I am so sorry, poor cat; that is terrible; no wonder she is crying. (Pause to see if 

child wants to say more. If not continue with concrete questions.)
Is cat sleeping/does cat eat breakfast/go to school, etc.?
Note: I only ask what and how concrete questions focussed on the present to 

learn how she is feeling at present and how she is functioning. I avoid why questions 
and questions about the past as I do not want to push the child to discuss anything 
she does not wish too, even indirectly, although the child may spontaneously pro-
vide information as above. At the end I will ask if the cat is worried about anything 
or has any questions. I will make clear that anytime the cat wants to talk more about 
how she is feeling now, any difficulties she is having or what happened, she 
can do so.
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9Intervening to Address the Impact 
of Stress and Trauma on Refugee 
Children and Adolescents Resettled 
in High-Income Countries

Cécile Rousseau and Melanie M. Gagnon

 Introduction

War and displacement have always been associated with high exposure to stress and 
potentially traumatic events for children, youth, and their families. The characteris-
tics of war and organized violence in the countries of origin and of transit and the 
multiple forms of structural violence in host societies considerably influence the 
refugee predicament. In the last two decades, the receiving country contexts in 
North America and Europe have been rapidly changing with an upsurge in xenopho-
bia and the emergence of anti-refugee discourses [34]. This has major consequences 
for refugee families but also for the clinicians or community workers caring 
for them.

The process of legitimization or de-legitimization of refugees and migrants is not 
a new issue. It has always been a socio-politico-historical phenomenon, product of 
a specific time and space, which directly influences the ways in which refugee fami-
lies and their children are represented. In the last two decades, and certainly after 
9/11, as migrants and refugees were increasingly perceived as potential criminals, 
refugee children have become the object of growing ambivalence, as if the threaten-
ing other was overlaying the vulnerable child [21]. In the present international con-
text, discourses of criminality and vulnerability are associated with representation 
of both helpless and irresponsible children, unable to have a voice of their own [24].

Negative perceptions and negative mirroring of migrants and refugees have pro-
gressively eroded the access to health, education, and other services in high-income 
host societies. Rights which have a universal valence are slowly replaced by ideas 
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of deservingness and entitlement, which are relative and vary with time and subjects 
[52, 56]. Even more important than the erosion of available resources, the increase 
in direct and structural discrimination against refugees and the associated public 
representations contributes to a very insecure environment, which hinders both 
healing and resettlement processes [17].

In this ambivalent, and at time toxic, social environment, what can we do to pro-
tect refugee children and their families from further stress, buffer the ongoing 
stressors, and favor a healing environment from past trauma? This chapter addresses 
the exposure to stress and direct and indirect trauma of refugee children, describes 
the main consequences for their mental health, and delineates some perspectives to 
propose contextually and culturally adapted interventions.

 Being Overwhelmed and Deprived: Child Exposure to Direct 
and Indirect Social Adversity

Armed conflicts, flight, and resettlement experiences inevitably expose refugee 
families to multiple forms of adversity which have a range of consequences for 
children. When these form of stress clearly exceeds the adaptation capacities of the 
child or his or her family, these may lead to the development of mental health prob-
lems and be considered as traumatic. However, what is considered traumatic vary 
across cultures and contexts, with some events being universally considered as 
potentially traumatic (rape, torture, executions), although often associated with dif-
ferent meanings [11]. Thus it may be more pertinent for clinicians to consider a 
continuum of stressful events and conditions which may have additive effects than 
to establish an arbitrary cutoff between diverse stressors and traumatic events. 
Because children are highly dependent on their families, particularly when they are 
very young, the assessment of stress and trauma exposure should not only consider 
whether they directly experienced adversity but also if they were indirectly exposed 
to it through their family, a process often referred to as intergenerational transmission.

 Direct Exposure to Stress and Traumatic Events

Disruption of their daily environment may have a significant impact on children and 
youth. Partial or total interruption of schooling may be associated with under stimu-
lation but also with the loss of a protective and child-friendly space. During armed 
conflict and flight, play and exploration, which are key to development, often resume 
in unsafe spaces in which children are at increased risk of being hurt and abused. 
Food deprivation is also common and can also interfere with normal physical and 
cognitive development [50]. For example, iron deficiency, which is frequent in refu-
gee children and may manifest through sleepiness and learning difficulties, is often 
missed because the child difficulties are attributed to linguistic or familial problems.

Many children are witnesses of war and violent events in their proximal environ-
ment and the media. Witnessing family members being hurt, humiliated, or killed is 
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very painful for children who experience not only impotence because they cannot 
prevent these events from happening but also a loss of trust in adults who they 
before considered as being able to protect them [48]. Some children are physically 
hurt, assaulted, or abused, although this does not always have more consequences 
than witnessing other loved ones being hurt.

Age and gender are major determinants of exposure to direct stress and trauma 
(cite). Prenatal exposure is often forgotten or minimized despite vast literature 
emphasizing the evidence of harm to the future child [45]. Food deprivation during 
pregnancy and a stressful maternal environment may affect the fetus. Extreme 
trauma (rape, torture) during pregnancy is relatively common, with children of rape 
being at higher risk since they may be seen as embodying the aggressor and may 
experience rejection from their mother, family, and community [22]. Other high- 
risk groups are adolescents and preadolescents who get affiliated with armed forces 
and armed groups and may be exposed to and involved in high levels or violence 
and sexual abuse and unaccompanied minors who travel alone and resettle without 
the support of their family [13].

Finally, exposure to stress and trauma is often prolonged and cumulative [15] 
making it difficult to disentangle the effects of trauma from the loss of a protective 
environment.

 Intergenerational Transmission of Trauma

If the family plays a key role in enhancing or undermining the child’s capacity to 
face stress and recover from trauma, these events may also shatter the capacity of 
the family to provide an optimal environment for the child. Importantly, family 
trauma is not automatically associated with children psychopathology [46, 51] and 
may actually endowing children with a mission [38]. Intergenerational transmission 
of trauma should thus be conceptualized as a multilevel process related to intrafa-
milial communication about trauma, the ways in which parent-child relation and 
family functioning are affected by trauma and the transformation of the family envi-
ronment (Fig. 9.1).

How a family communicates about trauma can impact children. Unfiltered dis-
course, a situation in which parents speak in front of the child without acknowledg-
ing that (s)he can understand or be affected, has been associated with more distress 
in children [10]. Modulated disclosure, in which the explanations given by the par-
ents vary with the child’s age and needs, may be more protective for a child’s mental 
health [23]. While the literature centers mainly on within family disclosure of 
trauma and meaning-making processes, certain authors have insisted on the idea of 
validation, which acknowledges that children often have more experiential knowl-
edge than what adults think and that they require a confirmation of their intuitions 
and experiences [2, 4].

Trauma-related parental psychopathology (usually post-traumatic stress disorder 
or depression) may affect child well-being because they are distressed by their par-
ent’s anxiety, sadness, or fear of their anger [14]. Parental trauma may also affect 
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parent-child attachment since parents may be psychologically unavailable [47] or 
have emotional regulation problems associated with insecurity and ambivalence 
toward the parent.

The systemic family adaptation to trauma is not the sum of individuals conse-
quences. Stresses and trauma may transform family functioning in different ways. 
Sometimes the family may internalize environmental adversity, which can exac-
erbate pre-existing couple and parent-child tensions [30]. In other cases, trau-
matic experiences may improve family relations, and family cohesion may 
increase to better confront to external adversities [3]. These dynamics have impor-
tant consequences for children who may suffer from the conflict but also some-
times feel overprotected by parents who perceive the external world as uniformly 
dangerous.

Finally, the chain of negative events following trauma and exile may profoundly 
transform the family environment. This change may become more important for 
children than the traumatic events themselves. Parental changes in social status, loss 
of family social networks, difficulties with employment, and direct and structural 
discrimination may have cumulative effects to shatter the protective nature of a fam-
ily [12, 16, 17].

 Stress and Trauma Consequences for Children and Youth Mental 
Health and Development

Although the literature emphasizes the importance of the post-traumatic stress dis-
order (PTSD) diagnosis for refugee children [59], an approach considering the 
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continuum of stress-related disorders and their relation to time both in the exile 
trajectory, and with relation to child development, may be more appropriate to 
guide action.

Different clinical issues are related to three moments of the resettlement process 
of refugee children: arrival, the first 2 years after resettlement, and long term. The 
NICE guidelines (2005) and subsequently the guidelines for PTSD in migrants and 
refugees of the Canadian Medical Association [40] emphasize a phased approach to 
treatment. Settlement and social issues should be at the forefront of intervention in 
the first phase after arrival of the refugees in a host country. All international guide-
lines emphasize the importance of (1) including social considerations in addressing 
basic needs and providing essential services and security and (2) the importance to 
support to families and communities in providing protective and supportive envi-
ronments for children [1, 18, 54]. Specialized therapeutic intervention, if required, 
becomes a focus of the second phase.

 Around Arrival
When arriving from refugee camps or armed conflict settings, refugee children may 
exhibit symptoms of acute stress (with a whole range of internalizing and external-
izing symptoms) which will quite rapidly decrease in the first month if a warm and 
reassuring environment prevails. Normal mourning processes may also be very dis-
ruptive in the first months after arrival.

During this period, disturbing behaviors may stem from traumatic experiences or 
losses, but they can also reflect survival behavior.

Schools often have mixed feelings about these new students, expecting both cat-
astrophic trauma symptoms and adaptation difficulties. In addition, the wide ten-
dency to ignore or minimize the cognitive consequences of trauma exposure [31] 
frequently leads to a misinterpretation of learning difficulties. Refugee children can 
be diagnosed with attention deficit hyperactivity disorder (ADHD), oppositional 
defiant disorder (ODD), and autism spectrum disorder (ASD) and quickly pre-
scribed psychotropic medication. During the arrival period, formal education test-
ing may constitute a form of humiliation for children who have been under-schooled 
and whose cognitive capacities may still be affected by traumatic symptomatology 
and deprivation [58].

Because of the high risk of stigma associated with early intervention, schools and 
primary care health services may choose to withhold specialized mental health and 
education evaluations during the early resettlement period until a strong alliance 
with the child and his or her family is established. School teams can be trained to 
emphasize the restoration of safety and focus on the establishment of routines and 
daily rules of peaceful interactions. In the first months, academic performance 
should not be a priority. The focus should be on encouraging broad forms of learn-
ing and socialization. Teachers and school staff have not all chosen to work with 
refugee children. Influenced by media anti-refugee portrayal, they may see them as 
damaged children, as fraud, and/or as dangerous. Holding and appeasing their 
beliefs around refugee children and reframing their sense of urgency to intervene 
and to mobilize specialized resources may be useful steps to empower school teams, 
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help to restore a sense of normalcy in the school environment, and decrease the risk 
of stigma for refugee families.

 The First 2 Years: A Key Period?
A few months after arrival, the distinction between children who are re-engaging in 
life and learning and those who remain with difficulties is much clearer. 
Distinguishing stress-related symptoms from pre-existing difficulties becomes an 
important issue.

Both the DSM5 and the ICD11 emphasize the specificity of PTSD in children 
and the associated challenges in diagnosis. The DSM-5 revision of the PTSD diag-
nosis has incorporated a number of recommendations to draw the clinician’s atten-
tion to maturational processes and their associated age-related PTSD manifestations 
[32]. They specify the form that the adult PTSD criteria can take in children (reen-
actment, nightmares without specific themes). Reckless or self-destructive behav-
ior, frequent in adolescents, has been added as an example of the possible alterations 
in arousal and reactivity. Studies have shown that identifying PTSD in children aged 
6 or under was difficult and that there was a need to modify the diagnosis process 
[44]. The alternative age-related criteria proposed in DSM5 is meant to be used only 
for children under 6 even if it has been shown to identify PTSD in the 7 to 10 age 
group better than the previous criteria [44]. This has important clinical consequences 
for these age groups for which the most disturbing comorbidity manifestations 
(concentration problems, agitation and aggressivity, acting-out behaviors) often 
lead to erroneous diagnosis like ADHD, ODD, or conduct disorder if the traumatic 
exposure is not given enough attention.

Because of the relative nonspecificity of externalizing, symptoms, when a his-
tory of traumatic events and attachment disruption is present, stress-related disorder 
assessment and treatment should be prioritized. Only after ruling out a stress-related 
disorder and/or treating them adequately, if other problems interfere with the child 
adaptation, should a co-morbidity be considered.

With respect to cognitive difficulties, the first 2 years constitute a key period to 
distinguish possible intellectual disability and language difficulties from the cogni-
tive effects of the war context [31]. Too often, cognitive evaluation may be delayed 
year after year due to language proficiency, resulting in persisting impairment and 
eventually a chronic course of problems.

Because stress-related disorders are associated with a favorable prognosis, it is 
important that they can be recognized and treated in a timely fashion, in a cultur-
ally safe environment. Paying attention to the multiple manifestations of stress-
related disorders (particularly externalizing symptoms) is important because they 
may confirm in the adult of the child new environment the circulations social 
representations about the dangerous/criminal refugees, and this may result in stig-
matising interventions (very commonly assigning the child to a behavior and 
learning difficulty class). Attention to persisting problems during these 2 first 
years requires a prolonged joint mobilization of education and health profession-
als, a mobilization which may be challenging in a context of scarce health and 
education resources [34].
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 Long-Term Intervention
As life goes on, previous experiences tend to be forgotten by the school and clini-
cal milieu. But the reactivation of trauma, separation, and other difficult relational 
experiences may happen at any time and can be associated with external or family 
triggers, or with more internal processes, like the transformations of adolescence. 
The literature emphasizes that the host-country practitioner has to be culturally 
competent [19]. Beyond cultural competence, as sensitivity to cultural and contex-
tual differences, they also need to be aware that the families may have good histori-
cal and social reasons not to trust that country institution and thus lack cultural 
safety. Because of this frequent lack of cultural safety for the youth and families, 
and of their subsequent distrust of health personnel, the role of external social 
stressors, like discrimination or ostracism, tends to be missed or minimized, result-
ing in serious alliance problem between the families and the practitioners. 
Furthermore, after a few years, some persistent symptoms may not well be repre-
sented by the PTSD diagnosis. Often associated with cumulative trauma and depri-
vation, some children present challenges acting-out and risk-taking behaviors 
which may lead to a diagnosis of conduct disorder, personality disorder, or delin-
quency. A more applicable diagnosis for those youth may be complex post-trau-
matic stress disorder (CPTSD), which describes the consequences of exposure to 
stressors of an extreme or prolonged nature, from which escape is difficult or 
impossible. The symptom pattern of CPTSD is defined by re-experiencing, avoid-
ance, emotional dysregulation, self-concept changes, and disturbances in relational 
functioning. Although not child-specific, this diagnosis is particularly important 
for refugee children and adolescents because they are very commonly exposed to 
chronic interpersonal trauma and deprivation, and may not have the capacity and 
resources needed to escape, given their situation of dependence associated with 
normal development. Services are often ill-equipped to respond to the need of 
these children who tend to receive multiple unrelated diagnoses with an emphasis 
on behavioral control [7, 42]. In countries with high resources, specific treatment 
for CPTSD may benefit children [5]. A sequenced therapy, with interventions tai-
lored to specific symptoms set, appear to be most promising [6]. This includes 
emotion regulation strategies, narration of traumatic events memory, cognitive 
restructuring, anxiety and stress management, and interpersonal skills as first-line 
interventions. Importantly, this diagnostic category may play a role in promoting 
understanding and social support for many children who have endured chronic 
adversity, relational problems, or social rejection. Presently, the behaviors (and 
anger) of youth with CPTSD can easily be misinterpreted or seen as criminal ten-
dencies to confirm the negative representations of refugees. These children will 
need firm limits, warmth, and empathy.

 Assessment and Intervention

A few general principles should structure interventions to address the consequences 
of stress and trauma for refugee children:
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• Systematic screening of children for PTSD should be avoided as there is no evi-
dence of added benefits. Intrusive questioning may instead cause some harm. 
However, clinicians should remain alert if behavioral, emotional, or cognitive 
difficulties or unexplained medical symptoms are present and consider potential 
exposure to traumatic events [40].

• Family and community strategies and resources need to be identified, valued, 
and incorporated in the intervention plan.

• Power dynamics in the clinical context can be a significant barrier for refugee 
children and families. Approaches which are too directive must be used cau-
tiously since they could suggest that families and children do not have the capac-
ity to help or to “heal” themselves which in turn may fuel feelings of 
helplessness.

• An eco-systemic model which considers the whole environment of the child 
from the assessment to the intervention plan is to be favored [25]. In this perspec-
tive, reestablishing a protective environment and enhancing family and commu-
nity resources may be more important than addressing directly symptoms.

In terms of assessment, it is important to remember that exposure to traumatic 
events from wars is variable. Prematurely pushing disclosure about traumatic expe-
riences may cause harm and severe potential alliance with the child or his or her 
parents (Song & Ventevogel, in process). Assessment can be viewed as a process 
unfolding through time rather than a discrete encounter. For acute stress and cogni-
tive difficulties, evolution of the symptoms and response to the intervention may 
confirm the initial hypothesis and complete the assessment.

A first level of intervention is aimed at reestablishing safety and normalcy in the 
child’s environment. Different psychological first-aid guidelines such as the World 
Health Organization (WHO) psychological first-aid toolkit [55], the Save the 
Children Guidelines [43], or the Structure, Talking and time, Rituals, Organized 
play, Parents support (STROP) guidelines elaborated by the Rehabilitation and 
Research Centre for Torture Victims (RCT) [33] may be helpful to organize these 
nonspecific interventions with the community and the schools.

During this initial phase, the aim is to reestablish socialization processes, provide 
positive reinforcement for acquired skills, propose verbal and nonverbal expression 
spaces, and buffer anxiety and aggressive impulses through physical activities.

Schools are a privileged environment to support the shift from a survival predica-
ment to normal life and should be the key actor during this first phase. Schools are 
highly valued by parents and children, who do not feel stigmatized by general popu-
lation interventions but may resent being singled out and targeted by special 
interventions.

If after this first phase of resettlement symptoms or impairment persists, more 
specialized treatment may be warranted. Presently, there is limited evidence that 
medication is helpful to treat children with PTSD, and WHO clearly discourages the 
use of antidepressants in children with PTSD [53, 57]. It should thus not be a first 
choice for treatment and may be used only exceptionally if clinically justified for 
targeted symptoms. Different forms of psychotherapy can help children to heal 
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from trauma [20]. The choice among then should be guided by availability, cultural 
appropriateness, and of course parents and children preferences.

Therapeutic approaches with a focus on trauma typically focus on pre-migratory 
traumatic experiences. Some researchers and clinicians who advocate for these 
approaches suggest that post-traumatic symptoms may be addressed sooner, even if 
resettlement issues are not resolved [28].

Trauma-focused cognitive behavioral therapy is the most common evidence- 
based approach for children who display symptoms of post-traumatic stress disor-
der following a traumatic event (TF-CBT) [8, 9]. This approach’s main components 
are shown below in Fig. 9.2:

Empirical findings in young refugees have confirmed its potential usefulness for 
this group [26, 49] as well as for children from diverse ethnocultural background 
who were exposed to multiple complex traumas [9].

The narrative exposure therapeutic approach [27] has been specifically designed 
for persons who have experienced war and torture and is also adapted to children [27]. 
This therapeutic approach implies the creation of a timeline representing the child’s 
life from birth to the present, which comprises a detailed narration of traumatic events. 
The narrative aspect can help refugee children “heal” from the trauma by providing a 
collective interpretation of their experiences, by reinforcing their cultural and histori-
cal identity, by diminishing their feelings of personal responsibility, and by providing 
them a perspective for the future. Studies with young survivors of armed conflict and 
refugee children have shown significant improvement in post-traumatic stress symp-
toms [41]. The approach can also be used with a family focus, to support family 
meaning-making and overcome intergenerational transmission of trauma.

Lin is a 7 years old boy of Chinese origin referred by the school to child-psychiatry because 
of isolated symptoms of elective mutism in an otherwise well-adjusted child. Family inter-
view reveal that both parents had survived Pol Pot death camps because their parents 
instructed them to stop talking, in order to hide their identity. The disclosure of the family 
story in front of Lin, and the invitation to the parents to share some of their past with their 
son resulted in a rapid resolution of the symptoms.

Psychoeducation
About possible reactions

to trauma

Relaxation and
mindfulnesse

Affect identification
and regulation
Ability to manage

emotions

Cognitive coping
Ability recognize
thoughts and to
reorganize them

Gradual exposure
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Parental practice
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better parental practices

Parent-Child
relationship

Ability to improve the
parent-child

communication skills

Fig. 9.2 Trauma-focused behavioral therapy main components
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Integrative interventions have been applied in school contexts for children and 
refugee youth, which combine creative therapeutic techniques (e.g., music therapy, 
creative games, and theater) and verbal treatment of past traumatic experiences. The 
school can provide an informal and non-stigmatizing context which can convince 
refugee children engage in therapy [49]. Art-based therapy [39] can offer a viewpoint 
which transcends cultural and language barriers and are nonthreatening because they 
do not push disclosure and are usually not considered stigmatizing expression [35–
37]. All of these interventions are not to be used exclusively by psychologists and can 
be adapted so that other professionals from the school context can use them.

Confronted with stories of horror, it is however important to remember that a 
focus on trauma can also sometimes be harmful and not culturally appropriate. 
When undertaking supportive or structured therapies with children and families, 
consideration should be given to the potentially protective elements, and so working 
“around the trauma” rather than an approach that focuses directly on the traumatic 
experience can be more culturally sensitive [29]. Evidence is there to provide tools, 
not to replace clinical judgment.

 Conclusion

In summary, the shift of our collective representations of refugee children interacts 
with our clinical and educational approaches. These polarized representations of the 
children as victims or aggressors are weaved in with our expectations about the 
temporal evolution and resolution of the problems. Decreasing our sense urgency 
around arrival, preserving an awareness of the long-term effects of their experiences 
on these children and youth, while being alert to the multiple impacts of the host 
society and international context on the safety of the resettlement process, may be 
helpful to balance the impact of these extreme representations.

With the increased number of displaced children and families in recent years, 
clinicians and community workers will meet more and more refugees. The root 
causes of refugee suffering are multiple and most closely related to social adversity, 
both in their home countries and in host societies. In addressing the mental health of 
refugee children and adolescents, clinicians and community workers should take an 
eco-systemic approach that contextualizes child distress into wider family, social, 
and global perspectives.
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Peter Ventevogel and Joop T. V. M. de Jong

 Introduction

Depression and anxiety disorders are characterized by persistent emotional distur-
bances such as worrying, fear, anxiety, and unhappiness. In adults, the hallmark of 
depression is a pattern of excessive and persistent inner sadness paired with an 
inability to experience pleasure that is not or only partially responsive to changes in 
the immediate context, such as involvement in activities that are usually pleasur-
able, attention from loved ones, or finishing tasks. In younger children, however, 
depression may manifest primarily through somatic symptoms and irritability [56]. 
Anxiety disorders are characterized by a pattern of anxious emotions that are exces-
sive in intensity, duration, or appropriateness to context. The term “emotional disor-
ders” is often used in children because of the overlap in symptoms. The most 
commonly seen emotional problems in refugee children are depression, separation 
anxiety, social phobia, and generalized anxiety. Emotional disorders are often 
accompanied by avoidance and behavioral withdrawal. It is not the intention of this 
chapter to give an extensive overview of the diagnostic criteria for emotional disor-
ders as these can be found in the International Classification of Diseases [73] or the 
Diagnostic and Statistical Manual [1]. Neither will we exhaustively discuss extant 
treatment protocols [15, 48, 71, 74]. Rather, the chapter focuses on salient aspects 
of emotional disorders in refugee children, particularly those aspects that have rel-
evance for the identification and management of such conditions in refugee 
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children. The main reason to discuss conditions related to depression and anxiety in 
one chapter is the large overlap in symptoms, leading to high level of “comorbidity” 
[24] particularly in children seen in primary care [37]. Moreover, the subdivision of 
syndromes may be artificial, with the concept of separate disorder categories poten-
tially being flawed [10]. In child psychiatry, depressive and anxious symptoms are 
often grouped together as “internalizing symptoms,” more common among girls. 
Boys may more often display externalizing symptoms, reflected in reckless, risk-
taking, or antisocial behavior. Examples of problems on the internalizing spectrum 
include anxiety, depression, avoidance, separation anxiety, and enuresis. In preado-
lescent children, anxiety may be more commonly recognized than depression. This 
pattern reverses in adolescents where sizeable numbers of children develop depres-
sive symptoms, which fuels the hypothesis that anxiety problems in younger chil-
dren can develop into depressive disorders during adolescence.

 Types of Emotional Disorders in Children

 Depression

Most children have short periods of feeling sad and unhappy This is norrmal, but 
when these states become prolonged or are very intense, it may be appropriate to 
consider the diagnosis of depressive disorder [19]. The core signs of depressive 
disorder include persistent feelings of sadness or hopelessness and the inability to 
enjoy things that were previously pleasurable (anhedonia). However, in children, 
depression symptoms may be expressed differently than in adults. Younger children 
may not have anhedonia, and do not necessarily have sadness all the time. Additional 
symptoms may include a lack of energy, wish to be dead, sleep problems, feeling 
constantly bored, and diminished appetite. Younger children are often not able to 
verbalize their feelings, and diagnosis will be informed by behavioral observations 
and collateral information. In children, depressive states may manifest primarily 
through irritability, anger, aggressive behavior, being easily upset, and have a reluc-
tance to go to school or social situations [56]. In adolescents, depression may be 
characterized by hopelessness, social withdrawal, and thoughts about death and sui-
cide, which can lead to abuse of alcohol and drugs, involvement in self-destructive 
behavior, truancy, and running away from home. Many children may, at one period 
or another, have transient symptoms, often related to changes in their life situation 
or as part of their development. It is therefore important to assess if there is a per-
sistent pattern of such symptoms and to weigh in whether the symptoms can be 
directly attributed to an identifiable stressor such as the death, absence, or sickness 
of a caregiver or sibling, or in the context of major changes in life circumstances 
such as going to a new school, migration, or other stress factors. It may also be rel-
evant to ask caregivers about the child’s prior level of functioning and symptoms. 
Bedwetting or speech problems may be related to a child’s regression to an earlier 
developmental level.
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 Separation Anxiety

Normal childhood development includes a phase in which the young child (usually 
between 18 months and 4 years) experiences significant anxiety when the primary 
caretaker leaves temporarily. There are significant cultural differences here, based 
on the way child care/parenting is organized – in extended families where elder 
siblings, aunts, grandmothers, and others play major roles in child rearing, separa-
tion of the mother or father will often be less manifest, while it may be stronger in 
children who are raised by single parents or in nuclear families without much 
social support. In general, separation anxiety in children under 4 years is consid-
ered normal unless the child is seriously and consistently troubled when the pri-
mary caretaker leaves. If strong separation anxiety occurs in children older than 
4 years, there may be a reason for clinical concern, particularly when the child 
refuses to go to school, develops persistent worries about danger that may happen 
to the absent caretaker, or refuses to sleep without the mother. Children may not 
always be able to verbalize their feelings but may develop stomachaches, head-
aches, or other physical symptoms. Separation anxiety disorder is the most com-
mon childhood anxiety disorder.

 Social Phobia and Excessive Shyness

One speaks of social phobia when children are extremely uncomfortable in social 
situations, such as in school, or when the child has the feeling of being looked at or 
been asked to talk. This could lead to being “socially mute” (“selective mutism”) in 
more extreme cases when a child talks normally within the household but not in 
other social situations.

 Generalized Anxiety Disorder

The key feature of generalized anxiety is excessive and uncontrollable worry. This 
could include worry about personal safety and that of family members, things that 
may go wrong, and in particular, worry that the child may be doing things wrong. 
These are the same concerns that any child may worry about, but children with 
generalized anxiety disorder do so in excess, leading to problems in social func-
tioning and/or great intrapersonal suffering. Generalized anxiety disorder has 
many commonalities with depression. Often, children present physical symptoms 
such as muscular tension, headaches, palpitations, tears, and stomach upset. 
Generalized anxiety disorder is relatively common particularly among school chil-
dren and adolescents. It often starts gradually with symptoms worsening in stress-
ful periods.
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 Prevalence

Globally, the point prevalence of depressive disorders in children is thought to be 
around 1–2% in preadolescent children and 3–8% in adolescents [7]. Globally, 
the 6–12-month prevalence of anxiety disorders in children ranges from 2% to 
24%, with the caveat that the distinction between normal and pathological anxi-
ety is often not clear cut [53] and shows major variations across cultural contexts 
[3]. In the normal emotional development of children, fears and anxieties are 
typical age- bound phenomena that do not necessarily represent psychopathol-
ogy. Infants and toddlers are fearful of immediate, concrete environmental 
threats, but when children become older, their fears will incorporate potential 
future events and stimuli of a more imaginary or abstract kind [5]. Symptoms 
may become full-blown anxiety disorders if they become persistent, are exagger-
ated given the context, or occur beyond normal developmental trends. While 
there are universalities across cultural contexts, there is also significant cross-
cultural variability in the expression of anxiety symptoms with individuals from 
“non-Western” societies often presenting more or less cultural specific constella-
tions of somatic symptoms as a key aspects of pathological worry and depressed 
emotional states [35, 38].

Research with refugee children finds the prevalence of emotional disorders to 
be generally higher than in non-refugee children with up to 30% of resettled chil-
dren suffering from depression [8]. The higher prevalence of emotional disorders 
in refugee children is linked to increased occurrence of risk factors for these dis-
orders such as adverse experiences (including loss of or separation from parents 
and violent experiences) and to anxiety/depression in parents [5, 7]. Frequently 
occurring risk factors for refugee children include experience of extreme stress 
during the flight and re-exposure to stressful events after the flight. However, pre-
dictors of depressive and anxiety or other internalizing problems go far beyond 
the traumatic events of the past and are significantly influenced by factors in the 
current or more recent social context, such as having a stressful life in exile, low 
family cohesion, low parental support, absence of parents, feeling discriminated 
or marginalized, loss of supportive social structures in the community, financial 
hardships, repeated migration in the host country, poor accommodation, and chal-
lenges in accessing legal, health, and social services [23, 43, 55]. The detrimental 
effects of parental mental health problems on the mental health of their children 
has not been well researched, but there is growing evidence that these effects are 
significant [21, 41, 49].

 Cultural Aspects of Emotional Disorders

Terms related to emotions can be confusing in psychiatric assessment with refugee 
children and adolescents, even when using interpreters. It is important to realize this 
when working with refugee children and adolescents.
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 Emotional Terminology

In the English language, a distinction is often made between fear as a reaction to a 
current threat that is perceived as more or less imminent, leading to an alarm reac-
tion, and anxiety as a future-oriented emotion characterized by an elevated level of 
apprehension and lack of control [70]. However, this distinction is not easy to cap-
ture in languages with a different emotional lexicon. For example, during our own 
research with war-affected children in Burundi, we faced considerable challenges in 
the translation of research questionnaires on anxiety disorders into Kirundi, the 
national language that has a complicated vocabulary for emotional concepts. Terms 
such as “panic,” “anxiety,” and “fear” could not be easily differentiated in Kirundi 
[66]. After a careful translation and validation of the instruments [69], we had to 
make again many minor changes in the wording of the instruments in another study 
[12] in a different part of the country, likely due to variations in dialect and with 
change of language over time.

 Cultural Idioms of Distress

Definitions of mental disorders are strongly connected to the ways people view the 
world and how they conceptualize personhood [36]. This leads to important varia-
tions in how people express that they are unhappy and distressed, for example, by 
using “cultural idioms of distress”: common modes of expressing distress within a 
culture or community. Such cultural idioms link bodily distress and patterned dis-
sociative behavior with social and psychological factors, and as such are important 
markers of depression and anxiety [34]. We illustrate this with a few examples of 
large refugee groups currently in the world: Rohingya (1.1 million), Syrians (6.7 
million), and Afghans (2.7 million).

Rohingya refugees in Bangladesh and Malaysia most commonly use the term 
waushanti (or ashanti/oshanti) to indicate they are feeling emotionally not well. The 
term literally means “lack of peace” and is often translated as “sad” or “restless” but 
can refer to a variety of emotional states such as feeling stressed, grieving, and other 
forms of emotional pain [64]. When digging deeper in the language, there are 
Rohingya words that denote some aspects of depression such as monmora or cinta 
lager (feeling sad), mon horaf lager or dil hous kous lager (feeling low mood), and 
chhoit lager (not feeling well, losing interest in things, and restless mind). Most 
commonly, however, the experience of depression is expressed with terms such as 
gaa cisciyaar or gaa bish lager (pain in the body) and gaa zoler or gaa furer (burn-
ing sensation in the body) or unniyashi lager (feeling of suffocation) [64]. Similarly, 
Syrian Arabic has a range of idioms to indicate general distress (“heaviness in the 
heart, cramps in the guts” and other complaints); one idiom is habit qalbi, “failing 
or crumbling of the heart,” which is linked to the physical sensations related to sud-
den fear. The syndrome halat ikti’ab resembles depression with concepts such as 
brooding, darkening of mood, aches, and a gloomy outlook and may be 
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accompanied by a variety of medically unexplained somatic symptoms and fatigue, 
as well as signs of social isolation and avoiding to engage on conversations. 
Expressions often used by Syrian refugees to express helplessness are mafi natija, 
“there is no use,” and hasis hali mashlol, “I feel like I’m paralyzed [28]. Among 
Afghans in Kabul, various idioms were identified such as jigar khun “bloody liver,” 
occurring when a person has experienced painful event or chronic stress; asabi 
“being nervous”; and fishar, the feeling of emotional pressure and/or agitation, or 
conversely, of very low energy and motivation [42, 50]; while among Pashto speak-
ers in Nangarhar, common idioms were was-wasi (constant worry, thinking a lot, 
social isolation, and repetitive actions), wahmi, (unreasonable fear, easily being 
frightened, and frightening dreams), and peyran, being possessed by spirits with 
pseudo seizures and a variety of somatic complaints [68].

Although these idioms of distress have not been as widely explored among refu-
gee children, practitioners should be mindful that children are socialized in these 
idioms for expressing distress. It is not realistic for mental health practitioners to 
familiarize themselves in-depth with all languages and idioms of distress of refu-
gees, but it is important to realize the quandaries of translation of emotional terms, 
the application of diagnoses, and the use of diagnostic and research instruments 
across cultures. It can help to ask interpreters to translate as literally as possible, and 
to consult overviews on cultural aspects of mental health of specific refugee groups 
such as the ones we mentioned for Syrian refugees [28] and Rohingya refugees 
[64], or the overview for Somali refugees [11].

 Expression of Emotions and Cultural Norms

There are important normative differences between cultural contexts about how a 
child or young person should behave and should express their feelings. For exam-
ple, in some cultures, children are discouraged to express negative emotional states 
such as anger or sadness in public, while on others the expression of negative emo-
tions is more accepted. There are also often gendered patterns of what is perceived 
as normal. What in one culture may be seen as excessively shy can be perceived as 
perfectly normal in other cultures. Similarly, what in one cultural context can be 
seen as verbally aggressive and demanding behavior can be seen in another culture 
as within the normal border/population or individual norm. This is relevant for work 
with refugee children and emphasizes the need to put symptoms and behavior in 
context during assessment.

 Assessment for Emotional Disorders in Refugee Children

Assessment of children for depression and anxiety disorders follows the general 
assessment principles described elsewhere in this volume (Chaps. 5 and 6, [61]). 
For children under 12 years, an assessment of the child should routinely be accom-
panied by parental assessment. Since many young children do not verbalize their 
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emotional states, clinicians can inquire about sleep disturbances since this is almost 
always present in kids with anxiety [56]. Sleep disturbances are both manifestations 
of depression and anxiety, as well as perpetuating factors that maintain or worsen 
emotional health [13]. Since sleep disruptions may be a core feature of childhood 
anxiety disorders, children and caretakers may find it easier to discuss a child’s 
sleep disruptions than to directly verbalize mood states.

In settings where screening tools are routinely being used as part of the assess-
ment process, they can be applied for refugee children, but with certain caveats, 
such as ensuring that the child has sufficient understanding of the language in which 
the screener is offered and that the child realizes the purpose of the questionnaire. 
Refugee children may be unfamiliar with the use of such tools and could perceive it 
as an academic test or something they should perform well on. Culturally and lin-
guistically adapted versions of screening tools should be used if available [4].

As with other mental health conditions, it is important to use various sources of 
information when assessing a child with a potential emotional disorder. Sources 
could include (1) observations by the caregivers or others such as teachers, social 
workers, etc., (2) complaints as expressed by the child, and (3) clinical observations 
made during the interview. An assessment should not narrowly focus on the symp-
toms that are brought forward (such as emotional symptoms and social functioning) 
but also touch upon potential comorbid issues such as substance use problems, self- 
harm, and suicidality and on issues around coping with difficulties.

 Management of Emotional Disorders in Refugee Children 
and Adolescents

 General Management Principles

Feeling irritable, helpless at times, fearful, and worried about one’s future are all 
common experiences for refugee children and do not necessarily constitute a psy-
chiatric disorder. However, interventions should be considered for those who have 
more severe symptoms that affect their ability to function socially and academically, 
leaving them to suffer in silence. On the one hand, rates of emotional disorders in 
children globally are rising, possibly caused by more attention to child problems or 
a trend to label behavioral variations as psychiatric diagnoses. On the other hand, 
the vast majority of children with mental health disorders do not receive any treat-
ment while they could benefit from it [25]. Refugee children tend to have a much 
lower mental health care utilization and are therefore even more severely under-
treated. This is a concern, as mood disorders remain a leading cause of adolescent 
suicide. A staged approach to mental health problems would take a life course and 
preventative approach to identifying symptoms that have potential to worsen [52]. 
A multilayered public health or “stepped care” approach to mental health care is 
necessary for refugee children; for those with mild depressive and anxiety symp-
toms, strengthened family and community support may be enough to assist the 
child. Moderate symptoms may require targeted psychological interventions, and 

10 Depression and Anxiety in Refugee Children



172

severe symptoms that affect child functioning may require psychotropic medica-
tions [29, 67].

Mental health workers involved in the treatment of children or adolescents with 
emotional disorders should take time to build supportive and collaborative relation-
ships with the child and the family or carers. Treatment should start with an expla-
nation of the mental health care provider about the diagnosis. Such psychoeducation 
should target both the child and the caregivers and use appropriate language. 
Refugee children and families may have very different understanding of concepts 
such as “depression,” “anxiety disorder,” and “mental illness.” Therefore, a clear 
explanation of the signs and symptoms of a depression/anxiety disorder is impor-
tant – using careful language and where appropriate, referring to cultural idioms of 
distress, expected course of the illness, and the impact on different areas of social 
functioning, such as at school, at home, or with peers. It is essential to take sufficient 
time and to check whether child and caregiver understand and accept the diagnosis. 
If appropriate, such information can be given in group format, through group psy-
choeducation sessions or peer support groups.

It is important to provide general information about the benefits of regular exercise 
on emotional disorders, encourage the child to follow a structured and supervised 
exercise program where possible, and provide information about sleep hygiene [48]. 
A variety of interventions exist that are aimed at the promotion of emotional and 
social well-being of the child. These interventions are often multimodal, integrating a 
psychomotor component with play, games, and a broad range of artistic expressions. 
TeamUp is an example, helping refugee children to deal with anger and stress and 
interact respectfully with peers. It is active in the Netherlands, Uganda, Colombia, and 
the occupied Palestinian territory (oPt) (cf www.warchildholland.org). Another more 
recent and population wide initiative aims at interventions that strengthen resiliency 
and prevent the development of mental illness among refugee youth. Several of these 
interventions are based on principles of positive psychology and are less explicitly 
dealing with emotional disorders. These initiatives often use task sharing and task 
shifting to primary care professionals or lay people in the community.

 Psychotherapeutic Interventions

The preferred treatment for emotional disorders are structured evidence-based psy-
chotherapies such as cognitive behavioral therapy (CBT) and interpersonal therapy 
(IPT) [7, 53]. A major challenge is to adapt these methods to make them appropriate 
for age and cultural background [6, 47]. The theory underpinning cognitive behav-
ioral therapies poses that cognitive distortions and behavioral or emotional avoidance 
are causing or sustaining the problem. CBT treatment focuses on changing cogni-
tions, aiming to substitute negatively laden cognitions with neutral, realistic thoughts 
and on helping children overcome avoidance by confronting feared situations or 
thoughts and behavioral activation. Newer waves of CBT often incorporate elements 
of acceptance and commitment therapy and mindfulness techniques [62]. There is 
some evidence that involving parents in CBT sessions is effective [30]. CBT can also 
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be used in school-based group interventions. Studies into the effects of such inter-
ventions are inconclusive [51, 65]. More specific studies are required to better under-
stand what works and in which context. In settings with limited human resources, 
there have been successful research trials in which nonspecialized workers are 
trained and intensively supervised to provide CBT [45, 46], but there is a great need 
for more research in the provision of CBT-based interventions with refugees in low- 
and middle-income countries and how this can be integrated in routine systems of 
care. The World Health Organization (WHO) has developed the Early Adolescent 
Skills for Emotions (EASE) psychological intervention for young adolescents with 
internalizing problems. EASE is group-based (seven sessions for adolescents and 
three sessions for their caregivers) and can also be delivered by nonspecialist provid-
ers. It is currently tested in a trial in Lebanon and one in Jordan [9, 32, 58].

 Family Interventions and Parenting Skills

In times of armed conflict, families are the most important source of resilience to 
come to terms with distress, adverse events, and secondary adversities [17]. The 
family may serve as a protective context for processing the consequences of 
adverse events and providing a safe place [44, 60]. Forced displacement can 
undermine attachment and family relations, while cohesive families ensure that 
children have access to both emotional support, individuality, and privacy [39]. 
Over the last years, parenting and school-based interventions for conflict-affected 
populations have become increasingly popular. Parenting-based interventions for 
refugee children aim to support parents to provide a social environment with 
structure, security, and emotional warmth and to provide a safe space that enables 
a child to come to terms with what has happened in the past. Longitudinal studies 
show that effective parenting practices provide a protective environment for their 
children. When parents are able to monitor their children, set limits, encourage 
development of skills and problem-solving, and in general transfer a positive 
outlook on life, their children are more likely to show resilience after violence 
and forced displacement [27]. Several promising studies among refugees and 
other war-affected populations show how parenting interventions can lead to 
reduction of harsh punishment practices, improved family dynamics and better 
child well-being [14, 33, 54, 59], but more evidence is needed to understand to 
what extent these effects are sustained over time and do in fact lead to improve-
ments in mental health outcomes of the children and can be used successfully in 
routine care settings.

It is good practice to involve the family in the treatment of younger children. For 
adolescents this is more complicated. Research with involvement of families in the 
treatment of depressed persons shows promising results in terms of improved func-
tioning of the depressed person and well-being of family members, but there is 
limited evidence on how to do this with adolescents [16, 31]. As far as we know, 
there is no rigorous research on the effects of parental involvement in the manage-
ment of emotional disorders in refugee children or adolescents [2].
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 Medication for Emotional Disorders

For those refugee youth with serious depressive or anxious symptoms that are affect-
ing their social and academic functioning, psychiatric medications may be warranted, 
though the use of antidepressant medication such as selective serotine reuptake 
inhibitors has been controversial. In 2004, the American Food and Drug 
Administration issued a “black box warning” on the safety and efficacy of antide-
pressants for children and adolescents. The World Health Organization advises not to 
use antidepressant medication in children under 12  years and cautions risk of 
increased suicidality [72]. The recent NICE guidelines use a minimum age of 8 years 
for the use of fluoxetine which is currently the only antidepressant registered for use 
in children between 8 and 12 years [48]. The choice to use medication for emotional 
disorders in children should only be taken after careful considerations of risks and 
benefits, discussion with the child and caregivers, and only in more severe cases and 
preferably in combination with psychotherapy and or family interventions [18, 40].

 School-Based Interventions

There is surprisingly limited evidence on the effectiveness of school-based inter-
ventions for refugee or other war-affected children [63]. There is some evidence for 
the use of creative expressive techniques [57] or simplified CBT [26], but more 
research is needed in order to evaluate effectiveness. Another way of involving 
schools in mental health treatment of refugee children and adolescents is by training 
teachers or social workers to identify and refer children who likely have emotional 
disorders [20, 22].

 Conclusion

Emotional disorders in refugee children are serious and are undertreated problems 
that warrant more attention. Child mental health professionals have much to offer 
these children, as long as they make serious attempts to understand the perspectives 
of refugee children and their families, and when they can combine individual 
approaches with family- and community-oriented methods.
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 Introduction

Interventions to prevent and treat substance use problems have recently emerged as 
a priority for adolescent health, particularly among vulnerable adolescents [41]. 
Despite this recognition, there remains a lack of knowledge regarding the burden of 
substance use problems among refugee and conflict-affected children and adoles-
cents in low-, middle-, and high-income settings. In part this is because most exist-
ing data are limited to adults, and assessment tools for children and adolescents are 
specific to high-income contexts [51]. Data on children and adolescents who have 
been resettled in high-income settings reveal that alcohol and other drug use are rare 
relative to other psychopathology [7, 8]. However, in some refugee camps, the prev-
alence of alcohol and other drug use is comparable to children and adolescents in 
urban areas and higher than those in rural host communities [18]. Some have 
expressed concerns that alcohol and other drug use in some refugee camps is becom-
ing normalized and increasing in prevalence, particularly during emerging adult-
hood, thus strengthening the need for prevention efforts during adolescence [18, 37].

Refugee and conflict-affected adolescents tend to display higher-risk patterns of 
substance use relative to adolescents who use alcohol and other drugs from host 
communities [25]. When asked about reasons for using alcohol and other drugs, 
refugee and conflict-affected adolescents in low- and high-income settings reported 

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-030-45278-0_11&domain=pdf
https://doi.org/10.1007/978-3-030-45278-0_11#DOI
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that alcohol, specifically, is used to cope with trauma, boredom, frustration, as well 
as for social reasons [25, 33, 37]. The types of substances that are commonly used 
vary by population and world region [54]. For example, khat use is a common stim-
ulate chewed in East Africa and the Middle East, while Yaba is a pill comprised of 
methamphetamine and caffeine that is more prevalent in South and Southeast Asia 
[13, 57] (see Table 11.1 for substance types and examples). Consequences attribut-
able to substance use among refugee adolescents include an array of psychosocial 
consequences [25], but of particular concern to this population is impaired school 
performance and, in some cases, expulsion [48]. In qualitative research, school 
engagement and teacher involvement was protective against substance use among 
conflict-affected adolescents in Liberia, while risk factors include not attending 
school, poor relationships with peers and family, and poor socioeconomic condi-
tions [46, 48], which is similar to what has been reported for refugee and immigrant 
adolescents resettled in high-income countries and youth more generally [28, 49].

 Interventions

Providing treatment and prevention services for substance use disorder to refugee 
and conflict-affected children and adolescents necessitates unique considerations 
related to both their developmental and socio-cultural context. Recommendations 
from high-income settings suggest that adolescents that are using substances may 
benefit from interventions even if they do not meet criteria for a substance use dis-
order, because any use is considered cause for concern at this developmental period 
[3]. In general, earlier age of onset of substance use and disorder is a reliable indica-
tor of severity for individuals with substance use problems. Thus, prevention and 
early intervention is critical in this age group. Contextual factors that challenge the 
implementation of substance use interventions for refugee children and adolescents 
include general mistrust in institutions that provide substance use services [37, 47], 
stigma and resistance to seeking care [38, 47], fragmentation of services for indi-
viduals with co-occurring health challenges [47], and, particularly for refugees who 
have been resettled in new contexts, health system-level barriers in the provision of 
care (e.g., language barriers, treatment programs unable to accommodate refugees 
who do not speak the local language or those with complex histories, and lack of 
provider training in culturally competent and trauma-informed care) [38, 47]. 
Despite these challenges, it is critical for providers working with refugees who have 
been resettled in high-income countries and those in low- and middle-income set-
tings to be knowledgeable in intervention strategies that may be used to promote 
health as well as prevent and treat substance use problems in these populations.

 Prevention Strategies

Prevention strategies aim to modify factors that increase risk for substance use and 
related problems. There are multiple types of prevention strategies, each of which 
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targets different populations at risk of substance use disorder. Below we describe 
prevention interventions using the classifications recommended by the United 
Nations Office on Drugs and Crime: universal, selective, and indicated prevention 
[21, 55, 56].

 Universal Prevention
Universal interventions are those that are given to the whole population regardless 
of individual risk [21]. School-, family-, peer-, and community-based universal pre-
vention interventions for substance use have been developed and evaluated in immi-
grant adolescents and those facing adversity in low- and middle-income countries, 
although not refugee populations. School-based prevention strategies typically 
focus on teaching emotion regulation and socialization among primary school-aged 
children, followed by more explicit prevention of substance use for secondary 
school-aged adolescents [50]. The content of school-based prevention interventions 
vary substantially but are often made up of a combination of the following compo-
nents: (1) social resistance skills training focused on increasing awareness of the 
social influences that support substance use and developing skills to resist these 
influences [10]; (2) normative education, which corrects myths and incorrect per-
ceptions regarding substance use among peers [23]; and (3) competence enhance-
ment which focuses on problem-solving, decision-making, general cognitive skills, 
self-control, self-esteem, coping skills, etc. [10, 23]. Evaluations of these interven-
tions have produced mixed findings in high-income settings but tend to be more 
supportive of the skills-based over education-based interventions [14, 17]. An 
example of a universal prevention program for conflict-affected adolescents in 
Croatia to delay the initiation of drinking and reduce alcohol use among 6th–8th 
grade students is provided in Table 11.2 [1, 59]. A qualitative study in the Democratic 
Republic of Congo identified critical components for prevention efforts in conflict- 
affected adolescents. These included the involvement of community members to 
model appropriate behaviors, serve as mentors, empower families, involve schools 
and churches, provide work opportunities, organize youth groups, and provide other 
social and educational opportunities [32].

Family-based interventions are another universal prevention strategy that 
addresses issues in parenting, communication, and reducing substance use among 
family members and typically engages both the child and parent(s) [23]. Most 
immigrant studies that describe family-based prevention efforts delivered in high- 
income settings focus on family and parenting skills to prevent adolescent substance 
use. Findings from these studies underscore the importance of adaptation of these 
interventions to align with the cultural norms in the populations to whom they are 
delivered [2, 15, 34, 36]. Family-based interventions implemented in LMICs are 
summarized in Table 11.2 [11, 35, 39].

Peer-based interventions are less commonly implemented in high-income set-
tings. We identified one example of a peer-based universal prevention program 
implemented in Uganda that targeted vulnerable children and adolescents living in 
slum communities. Youth were trained to educate and develop campaigns to teach 
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Table 11.2 Summary of research on prevention interventions

Author, Year
Population type 
(country) Description of intervention Findings

Universal prevention
Abatemarco, 
2004 [1]; 
West, 2008 
[59]

Conflict-affected 
6th–8th grade 
students 
(Croatia)

Project Northland: 
behavioral and educational 
curricula, peer activities, 
parental/community 
involvement

Reduction in increased 
intentions to use alcohol 
among adolescents, 
particularly females, and 
qualitative results revealed 
that program was 
particularly effective 
among early adolescents

Allen, 2013 
[2]

Immigrant 
Latino parents of 
adolescents aged 
10–14 years 
(USA)

8 group parenting sessions 
covering adolescent 
development, parenting 
across cultures, 
communication and 
relationships, conflict 
resolution, etc.

The intervention was 
feasible and acceptable to 
immigrant Latino parents. 
Preliminary results suggest 
significant improvements 
in parent reports of 
adolescent internalizing 
behaviors, marginal 
improvements in 
externalizing behaviors, 
but no change in substance 
use behaviors

Andrade, 
2018 [4]

Latino 
immigrant youth 
(USA)

Adelante: social marketing 
campaign portraying 
adolescent narratives 
describing resilience despite 
adversity through print 
advertisements, social 
media, videos, blogs, and 
other platforms

No evaluation of campaign 
impact, but objective was 
to reduce substance use, 
sexual risk, and violence

Cluver, 2018 
[11]

Families 
reporting conflict 
with their 
adolescent child 
(South Africa)

Parenting for Lifelong 
Health: Sinovuyo Teen: 
14-session parent and 
adolescent program 
delivered by community 
members on topics relevant 
to family skill-building (e.g., 
problem management, 
communication, violence 
prevention)

The intervention improved 
parent-child interactions 
and reduced adolescent 
substance use. There was 
no effect of the 
intervention on mental 
health, behavioral 
outcomes, or community 
violence exposure

Kasirye, 2015 
[29]

Adolescents 
living in slum 
communities 
(Uganda)

Peer-led prevention program 
involving monitoring 
substance use in their 
community and 
communicating information 
about substance use 
prevention to their peers

No evaluation of the effect 
of the intervention; 
however, involving 
adolescents and peers in 
prevention can improve 
implementation and 
acceptability

(continued)
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Table 11.2 (continued)

Author, Year
Population type 
(country) Description of intervention Findings

Litrownick, 
2000 [34]; 
Elder, 2002 
[15]

Immigrant 
Hispanic 
adolescents and 
their caregiver 
(USA)

Sembrando Salud: 8-week 
school-based group 
intervention program (5 
sessions adolescents only, 3 
sessions adolescents + 
caregivers) covering 
behavioral health, problem- 
solving, developing parental 
support, improved 
communication, and booster 
phone calls

The intervention was 
associated with improved 
parent-child 
communication. However, 
there were no significant 
difference in smoking or 
drinking immediately 
post-intervention or at the 
1- or 2-year follow-up 
assessment

Maalouf, 
2014 [35]; 
McDonald, 
2013 [39]

Children and 
families of 9 
low- and 
middle-income 
countries

Strengthening families 
(SF10–14): 14 weekly 
family skills training 
sessions involving family 
meals, parent, and teen skills 
training
Families and Schools 
Together (FAST): 8 weekly 
multifamily groups led by 
trained professionals focused 
on structured family 
activities

SF10–14 was associated 
with improved parental 
anger management, 
problem-solving among 
children, and family 
dynamics.
FAST was associated with 
improved family 
dynamics, child behavior, 
peer relationships, parental 
involvement, and reduced 
family conflict, but results 
differed across countries

Marsiglia, 
2016 [36]

7th grade 
students and 
parents in 
schools with a 
high proportion 
of foreign-born 
Latinos (USA)

Keepin it REAL: 10-week 
program delivered by 
teachers during school day 
that teachers drug-resistance 
training
Familias Preparando la 
Nueva Generacion: 8 
workshops for parents 
designed to empower parents 
and improve family 
functioning/communication

The combined school- 
based and parent 
intervention resulted in 
lower alcohol and tobacco 
use 18 months after 
baseline relative to 
adolescents/parent dyads 
who only received the 
school-based or the 
parenting intervention. 
This reduction was 
explained (i.e., mediated) 
by increased antidrug 
norms

Indicated prevention
Pengpid, 
2013 [45]

University 
students with 
hazardous 
alcohol use 
(South Africa)

Screening and brief 
intervention: 20-minute brief 
intervention with 
personalized feedback. 
Intervention based on the 
information-motivation- 
behavioral skills model

Students receiving the 
screening and brief 
intervention displayed a 
significantly greater 
reduction in hazardous 
alcohol use compared to 
students who received an 
educational leaflet

Abbreviations: LMIC low- and middle-income country, USA United States of America
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peers and other community members about substance use in order to prevent sub-
stance-related problems in their community [29]. These interventions have yet to be 
evaluated in refugee populations.

Social marketing strategies, a form of community-based universal prevention, 
have been developed for immigrant populations in high-income settings. These 
strategies are intended to reach difficult to reach populations, such as immigrant 
adolescents, with public health messaging. For example, one campaign portrayed 
adolescent narratives describing resilience despite adversity through print advertise-
ments, social media, videos, blogs, and other platforms [4]. Many of these universal 
prevention strategies have not been rigorously, if at all, evaluated and substance use 
has yet to be included as a secondary outcome in many existing evaluations. 
Universal prevention strategies still serve a valuable role in refugee and conflict- 
affected children and adolescents health because they may strengthen characteris-
tics protective against a variety of threats to health in these populations and modify 
the presence of known risk factors for substance use and related problems.

 Selective Prevention
Selective interventions are those that are given to individuals at elevated risk of 
substance use disorder due to the presence of measurable risk factors [21]. For 
example, selective prevention interventions may target children and adolescents 
who have parents with a substance use disorder or youth exhibiting aggressive or 
externalizing behavioral problems [50]. In general, selective prevention interven-
tions may comprise more directed parenting and family skills training or coping and 
behavioral (e.g., impulsiveness, anger) skills training for children and adolescents 
[50]. Selective prevention interventions are disproportionately unrepresented in 
research and practice focused on substance use in refugee, conflict-affected, and 
vulnerable populations [22]. Future efforts to better direct prevention strategies 
toward individuals at elevated risk for substance use disorder are needed to fill this 
gap in knowledge.

 Indicated Prevention
Indicated interventions are those that prevent disorder among very high-risk indi-
viduals or those displaying early signs of disorder. For substance use, the objective 
of indicated prevention interventions is typically to prevent the transition from 
“use” to “disorder” [50]. For children and adolescents, indicated prevention strate-
gies typically include mentoring and brief interventions (Fig.  11.1) [42, 62]. 
Motivational Enhancement Therapy (MET), the most common form of brief inter-
ventions, is a provider-delivered intervention that is intended to resolve ambiva-
lence about abstinence, moderation, or engagement with treatment. It begins with 
an initial assessment followed by personalized feedback, discussion of treatment or 
substance-related goals, empathic listening, and elicitation of self-motivational 
statements that lead to a plan for changing substance use and related behaviors [5]. 
Brief interventions have been tested and evaluated in adult refugee populations [9, 
16, 60], but not in children or adolescents. One school-based brief intervention trial 
in South Africa was identified; however, the intervention targeted university 
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students in emerging adulthood. Although older than the scope of this chapter, this 
intervention may serve as a model for integrating indicated prevention into school- 
based settings for refugee and conflict-affected children and adolescents (see 
Table 11.2) [45].

 Treatment Strategies

Treatment strategies for substance use problems are distinct from prevention strate-
gies in that they are intended for children or adolescents who have met symptom 
criteria for a substance use problem. However, these interventions are sometimes 
also used as indicated prevention strategies (i.e., among those with preclinical or 
subthreshold disorder). In resource-limited settings such as refugee camps or LMIC 
generally, these interventions should likely be reserved for children and adolescents 
with higher-level problems and/or those who have not responded to lower-intensity 
interventions (e.g., brief interventions).

 Cognitive Behavioral Therapy

According to Waldron and Kaminer [58], “cognitive behavioral models conceptualize 
substance use and related problems as learned behaviors that are initiated and main-
tained in the context of environmental factors” [58]. Although there can be variability 

ASSESSMENT

Is the child’s alcohol or other substance use associated with physical,
psychological, or other harm?
 • Explore the use of alcohol or drugs including level of risk
 • Explore friend’s alcohol/drug use patterns
 • Ask about amount and patterns of use, triggers to alcohol or drug use, and
  harm to self and others.

MANAGEMENT 

1. Manage harmful effects of alcohol or drug use
2. Provide brief personalized feedback
3. Assess and facilitate motivation of child to stop or reduce alcohol or drug use
4. Discuss ways to reduce or stop harmful use
5. Offer psychosocial support
6. Regular follow-up 

Fig. 11.1 Brief intervention for hazardous use of alcohol and other drugs

M. C. Greene and J. C. Kane
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in content across cognitive behavioral therapy (CBT) treatments for child and adoles-
cent substance use, in general they include teaching clients to avoid stimulating cues 
and self-monitoring, coping skills training, and skills to change maladaptive thoughts 
and feelings that may lead to substance using behavior. Sessions can be delivered 
either individually or in-group format. Counselors often ask clients to complete home-
work assignments and conduct behavioral rehearsals with them (e.g., to build sub-
stance use refusal skills) [58]. For children with symptoms of post-traumatic stress, 
which is likely to be common in humanitarian settings, CBT may also be trauma-
focused and include components of relaxation, trauma narratives, and gradual expo-
sure [12, 27]. Finally, CBT may also be combined with previously described MET 
(see Box 11.1). CBT-based interventions in LMIC have tended to focus on adults [44] 
or non-substance use outcomes [40]. However, these studies have demonstrated the 
feasibility of training lay providers to deliver CBT- based interventions with effective-
ness and fidelity to the treatment model. This is crucial for the applicability of CBT 
for adolescent substance use in conflict and refugee settings.

Trauma-focused cognitive behavioral therapy (TF-CBT) is an intervention that 
has been implemented and evaluated among vulnerable children in Zambia and has 
been shown to reduce substance use 1 year after TF-CBT compared to vulnerable 
adolescents who received psychosocial counseling. The reduction was particularly 
large among youth with post-traumatic stress symptoms [26]. The results of the 
Zambia trial and reviews conducted in the USA suggest that CBT has potential to 
be an effective treatment strategy for children and adolescents who are refugees and 
in humanitarian settings [58]. The primary focus of future studies in this area should 
be on feasibility and implementation of CBT-based interventions.

Box 11.1 Case Example
A 16-year-old Congolese boy lived in Uganda as a refugee with his family. At 
school, he became friends with peers who engaged in heavy substance use and 
over the course of a year, started to use marijuana and alcohol almost daily. 
After police found him intoxicated and unconscious on the road, his parents 
took him to a mental health counselor. He began individual weekly sessions 
on cognitive behavioral therapy that started with psychoeducation about the 
risks of substance abuse. Motivational interviewing was used to identify his 
stage of change, identify triggers to his using substances, and brainstormed 
relapse prevention strategies. The next phase was skills coaching, where they 
discussed stress management and how to deal with interpersonal stress. The 
third phase was centered on understanding and addressing traumatic experi-
ences, grief, and loss. They also included his mother in psychoeducation, 
relapsed prevention, and developed a safety plan. Over about 6 months, the 
teen was better able to understand the motivations behind his use, addressed 
triggers, and identified alternative strategies to use. He developed a new set of 
friends and became more engaged in school work.
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 Contingency Management

Contingency management (CM) is based on operant conditioning theory, which sug-
gests that the use of substances is continued due to both the physiological effects of 
the substance and the nonphysiological (i.e., social) reinforcements that accompany 
use [53]. The theory behind CM is that substance use may be reduced through positive 
reinforcements with immediate and tangible incentives. Incentives (e.g., food, non-
food items) may be used when certain treatment goals are achieved, such as medica-
tion adherence, attendance at counseling appointments, and negative urine screens. 
Negative reinforcement (e.g., involvement of criminal justice, grounding) or negative 
punishment (e.g., reduction in rewards that may be provided for achieving goals) may 
also be used; however, positive reinforcement is preferred [53]. CM is typically com-
bined with psychosocial (e.g., CBT) or medication treatments. For example, an ado-
lescent may receive a reward for attending a scheduled CBT session. CM principles 
can also be applied by parents of the adolescents in addition to counselors [53]. CM is 
still in early stages of evaluation for use with adolescents in high-income countries 
and has not been used among adolescents in LMIC or humanitarian settings.

 Family-Based Interventions

Family-based interventions (i.e., the inclusion of caregivers in treatment) to address 
adolescent substance use are common approaches implemented in high-income coun-
tries [6, 24]. Interventions that specifically feature family involvement include Brief 
Strategic Family Therapy, Family Behavior Therapy, Functional Family Therapy, 
Multidimensional Family Therapy, and Multisystemic Therapy. These approaches 
include the child’s caregivers/parents and potentially other family members and 
friends/peers. Details of these approaches are beyond the scope of this chapter but are 
available in a review by Hogue and Liddle [24]. In general, objectives of these 
approaches include improving communication, managing conflict, addressing co-
occurring mental, behavioral and learning disorders, managing problems with work or 
school attendance, and strengthening supportive peer networks. A review by Hogue 
and Liddle found that these approaches collectively were effective in reducing adoles-
cent substance use and that engagement and retention in the interventions was high, 
which is an important finding given that retention will certainly be a challenge among 
families in humanitarian and refugee settings. Although well-established and widely 
recommended in the USA and high-income countries, the use of family-based treat-
ment approaches has not been rigorously tested in LMIC or among refugees.

 Adolescent Community Reinforcement Approach

An important consideration in treatment approaches for adolescent substance use is 
whether the intervention is equipped to address co-occurring mental health and psy-
chosocial problems, which commonly are comorbid with substance use. The 
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adolescent community reinforcement approach (A-CRA) was developed to address 
both substance use and other psychiatric problems among adolescents by combin-
ing elements of CBT and family therapy [20]. The intervention may also include 
caregivers and is comprised of the following components: problem-solving, goal 
setting, communication skills, anger management, medication monitoring, identify-
ing thoughts, feelings and behaviors that trigger substance use, relapse prevention, 
encouraging pro-social activities, teaching caregiver skills, and improving the 
adolescent- caregiver relationship. The approach is meant to be delivered flexibly 
with the counselor choosing aforementioned components based on the adolescent’s 
needs. A-CRA needs effectiveness testing in high-income, lower-income, and 
humanitarian settings. The original A-CRA manual is available online [19].

 12-Step Facilitation

12-step programs for substance use, such as Alcoholics Anonymous or Narcotics 
Anonymous, are widely used interventions both in high- and lower-income coun-
tries. Advantages of these programs are that they are very low cost, flexible, and 
provide adolescents with a strong support network. On the other hand, because the 
programs are peer-led, there is no clinical oversight and the effectiveness of the 
programs has not been rigorously studied among children and adolescents [30, 31]. 
Given their popularity (including in LMIC) and the access to a peer/social support 
community, these programs warrant further investigation.

 Pharmacotherapy

Pharmacological treatments for substance use disorders among adolescents have 
been used much less often than behavioral and family-based approaches described 
above; however, investigations in this area are increasing [61]. According to the 
National Institute on Drug Abuse in the USA, there are currently no FDA-approved 
medications for the treatment of substance use disorder among adolescents. Among 
adults, commonly prescribed medications include buprenorphine, methadone, and 
naltrexone for opioid use and acamprosate, disulfiram, and naltrexone for alcohol 
use; and there are no medications approved for marijuana, cocaine, or metham-
phetamine use disorder [43]. Evidence of effectiveness and safety of these medica-
tions among adolescents is very preliminary and there are concerns that side effects 
may differ among adolescents compared to adults [43, 61]. Given the limited avail-
ability of evidence and the feasibility issues of delivering pharmacological treat-
ment in refugee and humanitarian contexts, it is likely that this approach can only 
be used in rare cases—among adolescents with very severe substance use disorders 
and in situations where a trained provider is available to monitor treatment prog-
ress, side effects, and any safety concerns. Dosage recommendations for managing 
alcohol withdrawal and are available in the mhGAP Humanitarian Intervention 
Guide [62].
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 Conclusions

This chapter summarized interventions for substance use problems among children 
and adolescents, including prevention and treatment approaches. The review pre-
sented here suggests that there are evidence-based interventions within each of 
these approaches that can effectively address substance use among adolescents. 
However, there is essentially no extant literature on the effectiveness, feasibility, or 
acceptability of interventions among refugee populations, in humanitarian contexts, 
or among younger children [14, 22]. It is important also to distinguish intervention 
studies delivered to refugee children and adolescents as compared to non-refugee 
populations, given that refugees are likely to have elevated exposure to potentially 
traumatic events, may have different ongoing insecurity related to their legal status, 
and different sources of ongoing adversity (e.g., fractured support systems, dis-
crimination, lack of livelihoods) [8]. The Mental Health Standard in the 2018 Sphere 
Handbook includes substance use as one of its nine key actions and specifically 
calls for efforts to minimize harm related to alcohol and drug use, as well as training 
providers in detection and brief intervention, harm reduction, and management of 
withdrawal and intoxication [52]. Urgent efforts are needed to adapt, test, and 
implement effective interventions, including those recommended in the Sphere 
Handbook and other guidelines, to reduce the burden of substance use problems 
among refugee children and adolescents globally.
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 Background

 Introduction and Definitions

Child development is the learning process that every child goes through to enable 
him/her to master important skills (developmental milestones) for life. These 
include thinking and cognition, language and communication, and motor skills. 
Developmental disability (DD) is an umbrella term for an impairment or delay of 
skills in the above domains usually due to lifelong conditions that are acquired in 
childhood. A person is considered carrying a disability when they have difficulties 
functioning or participating in normal daily activities (which can be due to the 
severity of their condition, lack of appropriate supports, inappropriate social atti-
tudes, or government policies) [1].

This chapter is aimed primarily at humanitarian workers in all sectors (including 
health, mental health, social services, protection, or education) who come into direct 
contact with children and families, or who are sought when concerns about develop-
ment are raised.

 Significance of the Problem and Unique Vulnerabilities

Reliable measurements of the number of children with DD are lacking but are 
estimated to range between 10% and 20% of children globally, with higher 

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-030-45278-0_12&domain=pdf
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percentages for specific types of DD [2–6]. Among refugee populations, recent 
records from the Syria crisis estimated that one in five refugees is affected by 
physical, sensory, or intellectual impairment and that 13.4% of them have intel-
lectual impairment [7, 8]. Despite the presence of a protective legal framework 
(Box 12.1), children with DD are often a low priority in humanitarian settings and 
therefore extremely vulnerable to death and injury with long-term implications for 
the health and well-being.

It is important to also remember that there are common cultural misconceptions1 
associated with DD that put these children as well as their families at increased risk 
of human rights violation and reduced access to services [14–17].

 When to Suspect a Child Has a Developmental Disability

Children with DD do not present with a label, and it might take several encounters 
with a child or family to realize there might be something different about the child 
(e.g., slower learning than other children of the same age and difficulties in 

1 For example, in some cultures, a DD is considered a curse or result of black magic or a punish-
ment for caregivers’ actions.

Box 12.1 Legal Framework: Disability in the Context of Human Rights
Children with disabilities are often discriminated against, and they undergo 
human rights violations. However, like for any child with a more obvious 
physical disability, there is a legal framework in place to protect them:

• Convention on the Rights of the Child (CRC) [9]
• Convention on the Rights of Persons with Disabilities (CRPD): promotes, 

protects, and ensures the human rights for all people with disabilities, with 
a specific attention to children (Article 7, 23, and 24) [10]

• UN General Assembly Resolution A/65/452 [11]
• WHO Executive Board Report by the Secretariat (EB133/4) Comprehensive 

and coordinated efforts for the management of autism spectrum disor-
ders [12]

• World Health Assembly (WHA) Resolution WHA67/2014/REC/1 on 
autism spectrum disorders (WHA67.8) Comprehensive and coordinated 
efforts for the management of autism spectrum disorders (ASD) [13]

• Charter on the Inclusion of Persons with Disabilities in Humanitarian 
Action Launched at the World Humanitarian Summit in Istanbul, Turkey 
(23 and 24 May 2016)
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carrying out everyday activities considered normal for the age).2 Caregivers are 
usually the first to notice differences in their child’s development, and any con-
cerns they express should be taken seriously. In certain situations, caregivers might 
also play down the child’s difficulties for a variety of reasons, and not share their 
concerns until a certain amount of trust has been built with the worker. Oftentimes, 
children are brought to professionals because of concerns about behaviors or recur-
rent health problems without specific mention of the developmental delays.

 Common Types of Developmental Disability

 Children with Difficulty in Understanding and Thinking Skills 
(Cognitive Development)

Children with cognitive difficulties may (i) act and play like younger children; (ii) 
have a reduced understanding and ability to follow requests/instructions than other 
children; (iii) show reduced independence skills (e.g., eating, dressing, toileting, 
and taking care of hygiene. For older children: keeping themselves safe, managing 
their time); and (iv) present learning difficulties in school.3 However, the above dif-
ficulties may have other causes and should not be automatically attributed to reduced 
cognitive difficulties (see assessment section below).

 Children with Communication Difficulties

Children acquire communication skills in a predictable order. These skills include 
the ability to speak, use nonverbal communication strategies (e.g., eye contact, hand 
gestures), and the ability to engage socially with others. These skills are acquired 
early in life through a generally predictable sequence, although there might be cul-
tural variations (Box 12.2). Children are suspected of having communication diffi-
culties when delays are noted in the milestones listed in Box 12.2. Note: The 
sequences in milestones acquisition outlined in Box 12.2 are from the United States 
and are based on US population standards. At the time of writing, there are no agreed 

2 See:

 (i)  CDC Developmental milestones at https://www.cdc.gov/ncbddd/actearly/pdf/checklists/
Checklists-with-Tips_Reader_508.pdf

 (ii)  mhGAP Humanitarian Intervention Guide Box ID 1: Developmental milestones: warning signs 
to watch for (p.44) at http://apps.who.int/iris/bitstream/handle/10665/162960/9789241548922_
eng.pdf;jsessionid=71BD9206C489806502219F30861C39E7?sequence=1

 (iii)  Where There is No Psychiatrist at https://www.cambridge.org/core/books/where-there-is-no-
psychiatrist/47578A845CAFC7E23A181749A4190B54

3 Academic difficulties ought not be confused with intellectual disability, even though these may 
represent warning signs (see section below).

12 Children and Adolescents with Developmental Disabilities in Humanitarian…

https://www.cdc.gov/ncbddd/actearly/pdf/checklists/Checklists-with-Tips_Reader_508.pdf
https://www.cdc.gov/ncbddd/actearly/pdf/checklists/Checklists-with-Tips_Reader_508.pdf
http://apps.who.int/iris/bitstream/handle/10665/162960/9789241548922_eng.pdf;jsessionid=71BD9206C489806502219F30861C39E7?sequence=1
http://apps.who.int/iris/bitstream/handle/10665/162960/9789241548922_eng.pdf;jsessionid=71BD9206C489806502219F30861C39E7?sequence=1
https://www.cambridge.org/core/books/where-there-is-no-psychiatrist/47578A845CAFC7E23A181749A4190B54
https://www.cambridge.org/core/books/where-there-is-no-psychiatrist/47578A845CAFC7E23A181749A4190B54


198

upon international standards that can be applied globally although there are efforts 
underway to create them. Additionally, there are variations in timing and quality of 
the skills that children demonstrate at specific ages which may also vary depending 
on specific personal characteristics, context and environment, as well as co-occuring 
conditions. Therefore, we recommend that these milestones are only used to acquaint 
the reader with trajectories of development, but we caution that they should not be 
used as a tool to assess children or interview caregivers (see Sect. 13.4.1 below).
Children with Autism Spectrum Disorder (ASD) Children with ASD dis-
play a wide range of speech and social communication difficulties as the main 

Box 12.2 Communication Developmental Milestones [18, 19]

Social communication Language
Up to 
6 months

Show an interest in looking at faces
Responds to other people’s emotions
Responds to own name
Likes to play with others, especially 
parents

Cooing babbling
Copies sounds
Vocalizes differently to 
indicate happiness and 
unhappiness

By 
12 months

Uses simple gestures, like shaking head 
“no” or waving “bye-bye”
Plays games such as “peek-a-boo” and 
“pat-a-cake”
Responds to simple spoken requests

Says “mama” and “dada” and 
exclamations like “uh-oh!”
Says first words

By 
18 months

Plays simple pretend, such as feeding a 
doll
Points to show others something 
interesting
Likes to hand things to others as play

Says several single words

By 2 years Follows simple instructions
Gets excited when with other children
Points to things or pictures when they 
are named

Says sentences with two to 
four words
Knows names of familiar 
people and body parts
Repeats words overheard in 
conversation

By 3 years Shows affection for friends without 
prompting
Copies adults and friends
Plays make-believe with dolls, animals, 
and people
Joins in play with other children

Can name most familiar things
Carries on a conversation using 
two to three sentences

By 4 years Tells stories
Would rather play with other children 
than by themselves
Cooperates with other children and 
shares
Takes turns in games without assistance 
from an adult

Knows some basic rules of 
grammar, such as correctly 
using “he” and “she”
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feature. They additional show a range of odd, repetitive behaviors and interests 
(Box 12.3).

 Children with Other Developmental Difficulties

Children with Difficulties in Movement These are commonly associated with 
communication and learning difficulties and include difficulties with eating/swal-
lowing, use of hands, and walking. The assessment and management of motor dif-
ficulties is a broad topic and beyond the scope of this chapter. Children should be 
referred to health and therapy specialists for further assessment.

Children with Behavioral or Emotional Difficulties Children with difficulties 
communicating or understanding may often feel frustrated, anxious, or depressed. 
These emotions often present as behavioral challenges, for example, not listening, 
crying for no reason, fear of separation from caregivers, and aggression to self 
or others.

Children with Delays in Multiple Domains Some children may present with 
various combinations of the above categories.

Box 12.3 Red Flags for Autism Spectrum Disorders [18]

Impairment in social interaction Lack of/delay in milestones in Box 12.2
Impairment in communication Lack of/delay in milestones in Box 12.2

Unusual repetitive speech
Reduced eye contact and use of gesture

Repetitive behaviors and 
restricted interests

Repetitive movements with objects (e.g., spinning or 
lining up objects)
Repetitive movements or posturing of body (e.g., 
hand flapping)
Unusual sensory exploration
Excessive interest in particular toys or activities

Emotional regulation Distress over removing objects or change in routine
Difficulty calming when distressed
Abrupt shifts in emotional states
Unresponsive to interactions

Sensory difficulties Specific aversion or over attraction to certain smells, 
tastes, sounds, textures, or visual objects

12 Children and Adolescents with Developmental Disabilities in Humanitarian…
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 Assessment

In humanitarian settings, assessment decisions must be practical and focus on 
the most pressing needs of the child and family. Focus on what you can do for 
the child and family within your abilities, and what requires referral, keeping in 
mind what additional needs might arise. A clinical diagnosis is not usually nec-
essary or feasible in this setting and should only be made by a trained clinician.

 Caregiver Interview

Often caregivers notice that the child is having some difficulties, but they may not 
be able to detect the specific problem or where to get help. This is particularly true 
for milder cases of children with DD. Caregivers should be asked about their con-
cerns and any acute or pre-existing situation as well as current needs [20]. Paying 
attention to addressing the caregiver’s worries and concerns during the assessment 
is important to also build a partnership with the caregiver and alleviate their anxiety. 
Therefore, sufficient time should be allocated to conduct the assessment and discuss 
its outcome. It is important to keep in mind that DDs are a sensitive topic in many 
settings, and the humanitarian workers should be aware of common community 
beliefs around these issues and how to sensitively talk about them without labelling 
or stigmatizing any child.

We recommend an open-ended conversational style to enquire about caregiver 
concerns. For example, it is better to ask: “Do you have concerns or worries 
about how your child communicates?”, rather than “How many words does your 
child know?” This type of questioning allows the caregiver to share their con-
cerns openly and provides better understanding of the child’s difficulties in the 
context of their own culture and environment. These questions can also be asked 
in comparison with other children of the same age in the same country. Asking 
about specific milestones in a checklist manner can provide misleading informa-
tion (either falsely reassuring or causing unwarranted alarm). This approach is 
particularly important for those who do not have training in assessing children’s 
development. In cases where the humanitarian worker is not familiar with the 
local language or culture, it is essential to use local, culturally competent inter-
preters to avoid misunderstandings and cultural biases. Based on the responses, 
general advice can be given to the family (see below) or make professional 
referrals.

Direct observation of the child (e.g., his/her interactions with adults or other 
children and with the humanitarian worker) can also be helpful but should be 
interpreted with caution as children may behave differently in different 
environments
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Example of questions to caregivers of children can be found in Box 12.4.

 Direct Child Assessment

If possible and appropriate to your role, the child should also be assessed directly by 
following communication tips in Box 12.5.

Box 12.4 Example of Questions to Caregivers of Children [21]

Do you have concerns about your child’s behavior, communication, interactions, 
self-care skills, etc.?
Is your child behaving like others of the same age?
How much help is the child currently receiving to do daily activities (depending on the 
age of the child, e.g., dressing, toileting, feeding, helping with chores, schoolwork)?
How does your child communicate with you?
Is the child able to ask for what he/she wants?
Younger children Older children/adolescents∗
Does the child smile at you? Does the 
child react to his/her name? How does 
the child talk to you?
What kinds of things can your child do 
alone (sitting, walking, eating, dressing, 
or toileting)?
How does your child play? Is your 
child able to play well with other 
children of the same age?

Is the child able to help in and carry out 
everyday household activities [give examples 
appropriate to the context]?
Is the child going to school? How is she/he 
doing in school? Is she/he able to finish the 
schoolwork?
Does the child often have difficulties in 
school because she/he cannot understand or 
follow instructions?
Is there one particular subject in which she/he 
is weaker?
∗These questions can and should also be 
asked directly to the child/adolescent if his 
age and developmental stage allow

Box 12.5 Practical Tips for Approaching and Communicating with Children with 
Developmental Disabilities [20, 22, 23]
Environment

• Ensure a private/separate space for the child and his/her family (protected 
from unexpected stimuli).

• Use signs and communication materials that are understandable to all.

Communication with the child

12 Children and Adolescents with Developmental Disabilities in Humanitarian…
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Basic Health Assessment Hearing and vision impairment may often contribute to 
learning and communication difficulties and can be assessed following simple steps 
(Box 12.6)

If trained health-care professionals are available, a comprehensive developmen-
tal history should be collected, and children should be assessed for co-occurring 
health conditions that might be treatable (e.g., malnutrition, epilepsy, anemia, thy-
roid disease, chronic infections) or that might recur in the family (e.g., genetic con-
dition or recurrent environmental exposures during pregnancy). As DD are chronic 
conditions, lifelong health monitoring is important to assess changes in functioning 
and secondary health problems [25]. It’s important to also note that children with 
difficulties communicating or understanding may present with:

• Malnutrition, obesity, dental, and digestive difficulties (constipation or diarrhea): 
due to poor feeding, a restricted diet, or eating non-food objects

• Accidental or non-accidental injury due to maltreatment or low safety awareness
• Late diagnosis of treatable conditions due to difficulty reporting symptoms or 

neglect by caregivers

Box 12.6 Assessing the Child for Visual and/or Hearing Impairment [21, 24]

For vision assessment, see if the child 
fails to:
  Look at your eyes
  Follow a moving object with the head 

and eyes
  Grab an object
  Recognize familiar people

For hearing assessment, see if the child fails 
to:
  Turn head to see someone behind them 

when they speak
  Show reaction to loud noise
  Make a lot of different sounds (Tata, dada, 

baba), if an infant
If the child is not able to do the above refer the child to a specialist (if available)

• Identify a caregiver or a community member who can facilitate communi-
cation with the child.

• Be patient.
• Do not make assumptions and confirm that you understand what the child 

has expressed.
• Give clear instructions in a calm voice with a positive attitude (calm and 

soft-spoken demeanor).
• Give clear details about changes in schedules and places.
• Communicate in an accessible way (e.g., by using drawings or objects, 

using simple words).
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 Assessment of Trauma Reactions

Children with DD are more vulnerable to mental health difficulties, including 
symptoms of anxiety and depression. Additionally, in humanitarian settings, it 
is important to be aware of specific ways such children react to trauma 
(Box 12.7).

 Environmental Assessment

The contextual and environmental situation of the child and his/her family 
should also be assessed, with particular attention to exploring: (i) ongoing 
exposure to violence, maltreatment, and risks to the child/adolescent (see Box 
12.8); (ii) opportunities for the child/adolescent to play or participate in family, 
community, and social life; and (iii) caregivers’ needs [21]. Lastly, in the 
assessment phase, it is crucial to look beyond the child and his/her family, by 
also mapping all support, resources, and services available to the child and the 
family [22].

Box 12.7 Understanding Trauma Responses in Children with Developmental 
Disabilities

Disproportionate impact of loss, 
grief, and traumatic exposure of 
children with DD

Children with DD are more likely than other 
children to experience post-traumatic reactions
Children with DD may perceive events such as 
multiple relocations, loss of school, loss of teacher, 
and loss of a pet as equivalent to death: they are 
therefore more vulnerable to “traumatic grief” [26]
Children with DD face challenges in talking about 
their loss especially in the context of cognitive 
limitations in finding meaning from their loss [26, 
27]
Separation and loss of primary caregivers is also 
associated with destabilizing impact of secondary 
changes in the child’s living conditions and how 
the child is nurtured
→ It is important to provide consistent attachment 
figures to provide comfort and alleviate distress

Misconceptions Children with DD
  Are not capable of emotional insight and less 

likely to suffer from trauma
  Are more likely to forget trauma
  Who do not use speech cannot be in treatment in 

psychotherapy or trauma-focused cognitive 
behavioral therapies (TF-CBT)
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Assessing the Impact of the Humanitarian Context It is also essential to remem-
ber that conflict, disaster, and displacement have an impact on pre-existing 
DD. These consequences (Box 12.9) should be considered during the assessment 
and management set up to mitigate them.

Box 12.8 Exposure to Violence or Maltreatment
Individuals with DD are at high risk for maltreatment or abuse that can occur 
in various forms:

Physical: for example, using physical violence
Sexual: for example, sexual activity with a child
Emotional: for example, making a child feel worthless or unloved
Neglect: for example, failing to keep a child healthy, clean, or sending them 

to available educational settings

Signs of maltreatment or abuse can be obvious or subtle: for example, 
physical injuries, sexually transmitted disease, pregnancy, or behavioral 
changes (e.g., withdrawal, aggression, sexualized behaviors, self-harm)

Box 12.9 Additional considerations in Humanitarian Contexts [20, 22, 23, 28, 29]
• Fewer established relationships and therefore disproportionate unfavorable 

response to any loss or injury of key figures
• Increased level of dependency on others
• Difficulties removing themselves from harm and anticipate danger and 

warning signs
• Difficulties in recognizing and expressing additional injuries or conditions 

developed during/after the humanitarian situation
• High vulnerability to unusual and unexpected stimuli occurring in emer-

gency situations
• Difficulties in coping with the humanitarian emergency and adapting to 

new living environments
• More pronounced and more protracted symptoms of grief and bereave-

ment (discussed in other parts of this book) compared to other children in 
these situations

• Greater neurobiological vulnerability to psychological stress and develop-
ment of heightened anxiety states

• Lack of protective networks due to break down of families and social system 
with resulting greater risks of violence, exploitation, abuse, and even death

• Harsher family conditions due to increased difficulties in accessing human-
itarian aid and support/supplies (full-time supervision of child needed, 
stigma and consequent hiding of the child, specific supplies needed for 
extreme preferences)
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 Management and Practical Tips

Sometimes in camp or resettlement settings, children may actually be able to access 
better services than they were able to in their places of origin [30]. Therefore, the 
transition from an emergency phase to a more stable situation (Box 12.10) can pro-
vide opportunities for children with DD and ensuing mental health services in gen-
eral. The identification of children with DD is critical for service provision but also 
for the development of policies and strategic planning [3]. Moreover, humanitarian 
workers need to be aware of the local perceptions of DD and sensitive to their own 
biases to ensure these children and their families are protected and supported in the 
right way.

Box 12.10 General Management of Developmental Disability by Emergency 
Phase in a Humanitarian Crisis

Emergency phase
Use accessible warning systems and safety procedures
Make the child feel safe by facilitating stability of the adults around them and of the 
fundamental elements of daily life (e.g., environmental safety, food, clothing, and 
shelter)
Support adaptation of children with DD to the new situation and changing 
environments
Provide, as feasible, partitioned-off spaces or private rooms in temporary housing
Link children and caregivers with services and activities
Avoid exposure to broadcasts of the emergency situation to the extent possible
Identify a focal point for disability that will support the mainstreaming of the inclusion 
of persons with disabilities throughout the humanitarian response and address specific 
needs (e.g., ensure accessible camps and services) [22, 23, 31]
Post-emergency phase
Activate community resources and community-based protection for children with DD [23]
Ensure children with DD have access to “child friendly” safe areas where they can feel 
comfortable, move around, and play freely [21]

• Exclusion from mainstream humanitarian interventions
• Significant decline in adaptive behavior, communication, and socialization 

skills during the weeks following the humanitarian crisis and aggravation 
of underlying disability and symptoms (hyperactivity and impulsiveness, 
inattentiveness, fussiness, and peculiar behaviors) with consequences on 
both the child (e.g., failure to obtain necessary information and increased 
dependence) as well as others (e.g., violent outbursts) due to the unstable 
surroundings and lack of medications

• Regression to previous developmental stages (as with children with no dis-
abilities or children with pre-existing DD)
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 Child- and Caregiver-Focused Interventions

The provision of early interventions and supports should focus on both the family 
and the child. The caregivers are the key partners for delivering interventions and 
providing support to children with DD. After the assessment and the identification 
of the child’s needs, learning about available resources and services is the first step 
to understand what you can do to support these families and where you might refer 
them if needed. The following are practical tips that can help in providing support 
to children with DD and their families [21, 24, 25]:

• Avoid giving the child a specific label or diagnosis. At the stage of interven-
tion, it is important for the non-specialist humanitarian worker to recognize 
that DD is a possibility, share that information with the family, and provide 
basic support.

• Address the psychosocial impact of the child’s disorders on the caregiver.
• Praise the caregiver and the children for their efforts and strengths.
• Link caregivers with supporting services and networks (parent groups, peer sup-

port, etc.), respite care (center-based, home-based, community-based, or any 
combination), and/or support primary caregivers in burdening chores to allow 
them to care for the child [23].

• Explain that children with DD should not be blamed for having a disability.
• Offer ideas about how caregivers can help their children learn 

(Box 12.11).
• Link the child and the family with recreation services (to include children in 

regular programs, and/or targeted activities as depending on context).
• Recognize urgent situations and seek appropriate consultation (e.g., a child who 

is being maltreated or deteriorating over time).

If services and capacity is available:

• Link caregivers with places/services where they can go for advice.
• Link caregivers with provision of counselling.
• Linking caregivers with provision of therapy and education to maximize the 

child’s function and skills.
• Link caregivers with parent skills trainings or other brief psychological treat-

ments. An important resource currently piloted in a variety of settings 
(including humanitarian settings) is the WHO’s Caregiver Skills Training 
program [32].

• Teach caregivers stress management.4

4 One simple exercise is to breathe into a count of 4, hold it in for 8, and breathe out 8. Repeat this 
cycle 3 times.
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Box 12.11 Advice to Caregivers to Support Their Children [20–22, 24, 33]

Well-being and 
parenting

•  Spend time with the child in enjoyable activities
•  Play and communicate with the child
•  Show understanding and respect
•  Have realistic expectations and be supportive
•  Protect the child from any form of maltreatment and abuse
•  Anticipate further major life changes and provide support

How to manage 
the child

•  Get to know the child well (what makes them happy, what 
stresses them, what are their strengths and weaknesses)

•  Give loving attention, including engaging and playing with the 
child every day

•  Facilitate return to predictable daily routines (regular sleeping, 
play, etc.) in spite of the disruption that occurred

•  Learn how the child communicates and responds (using words, 
gestures, non-verbal expression, and behaviors)

•  Be aware of general hygiene
•  Assign simple tasks to do to the child that match their ability 

level, one at a time, and break complex activities down into 
simple steps (reward the child at every step)

•  Ensure the child attends school/community activities setting as 
much as possible

Addressing 
challenging 
behaviors

•  Be consistent about what the child is allowed and not allowed to do
•  Give clear, simple, and short instructions
•  Praise or reward the child when you observe good behavior, and 

distract him/her from things they should not do
•  Give no reward when behavior is problematic, or punish mildly 

(e.g., withholding rewards and fun activities)
•  Put off discussions with the child until you are calm
•  Avoid using criticism, yelling, and name-calling
•  Use time-out: when the child misbehaves, tell him/her to go away (e.g., 

to another room) and come back after a prescribed amount of time
 –  It should not be explained as a punishment but as a negative 

consequence of the child’s disruptive behavior
 –  The place chosen should not be fun or interesting (e.g., a 

bedroom full of toys), and the time period should, as a simple 
rule, not be more than the age of the child in minutes (so a 
7-year-old should have a 7-min period)

 –  It is important to talk to the child after the “time-out” period 
and discuss why she/he needed to have “time-out,” which 
behavior led to him/her having “time-out” and ways in which 
they could avoid this in the future

Teaching 
self-care and 
communication 
techniques

•  Support children and adolescents in developing a book, a board, or 
cards with pictures or drawings related to daily activities, feelings, 
and items (like utensils, favorite games, or whether they are feeling 
hot or cold), so they can use it to communicate their needs or desires

•  Use objects that represent different activities to support the 
child’s understanding and ability to anticipate what will come 
next and help build routine
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 Interventions to Support Child in the Community

Reach out to children with DD and their families directly to ensure inclu-
sion Children with DD are often hidden within communities and may need extra 
support to access services and activities due to security or to attitudinal and environ-
mental barriers [34]. However, the United Nations Convention on the Rights of 
Persons with Disabilities (CRPD) requires States Parties to ensure that persons with 
disabilities are protected in situations of risk or humanitarian crisis [10]. Their 
inclusion in routine humanitarian programming is critical and should not be some-
thing “special” or separate. Special attention should be placed in the education set-
tings and other activities in the community (such as child friendly spaces that are 
widely used in humanitarian settings to provide a temporary, safe environment in 
which children can experience a supportive and developmentally appropriate setting 
in situations of extreme adversity) [35–37]. In practice, however, despite calls for 
such activities to be made inclusive for all children, these interventions are rarely 
accessible for children with developmental disabilities. Children with disability of 
all ages benefit and have the right to attend educational settings: do enquire about 
educational and early childhood education settings and assure child is able to 
attend those.

Use participatory approaches Children with DD and their families should be 
involved in program design and evaluation to understand their needs and interests 
and to develop strategies to overcome barriers to participation. These approaches 
may include ranking exercises, photo elicitation and story-telling, as well as quali-
tative methods (e.g., focus group discussions and one-on-one interviews) [34]. 
These consultations also contribute to the children’s empowerment by recognizing 
the critical value of their inputs and their role as active contributors to their 
community.

Build on strengths and minimize vulnerabilities Children with DD have strengths 
and vulnerabilities like any other child which may be overlooked when focusing on 
the disability-related traits only. Children with DD rarely think of themselves as 
disabled and aspire to fulfil their own dreams and to participate in normal family 
and community life [3]. Enabling them to be part of decision-making processes and 
leading activities increases their confidence and promotes development of life and 
leadership skills [34].

Advocate for the needs of children with DD and sensitize communities on such 
issues It is important for humanitarian workers to promote understanding among 
the surrounding communities to allow for acceptance of the individual and his/her 
family [20]. Advocacy approaches include meeting with relevant stakeholders, lob-
bying, meeting with communities, training persons with disabilities in representa-
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tion, producing awareness raising materials, using media such as radio, public 
gatherings, letter writing campaigns, bottom-up community-driven approaches, 
 collaboration with influential organizations, and gaining support from experts and 
international institutions [30]. Specific awareness campaigns should also be pro-
moted among public and private institutions, in order to identify and train stake-
holders [23].

Promote a healthy and nurturing environment for all children Children should 
be surrounded by a stable environment that ensures children’s good health and 
nutrition, protects them from threats, and gives young children opportunities for 
early learning, through interactions that are emotionally supportive and respon-
sive5 [18].

Explore existing systems of care and policies The multidisciplinary needs of chil-
dren with DD require coordination and collaboration between different profession-
als, organizations, and sectors (e.g., health, social care, education, and mental 
health). On a systems level, different sectors and organizations need to develop poli-
cies and procedures that facilitate external collaboration. On an individual level, 
professionals working with children with DD and their families need to develop an 
understanding of the vast network of organizations and professionals available in 
the local context. It is important to discuss what is typically done to support children 
and what services and policies exist. As the needs of children with DD are often 
neglected, humanitarian workers often will need to advocate for these individuals 
for both adherence to policies and access to services. This should be considered an 
essential part of planning (e.g., in this regard, it may be important to consider having 
a separate individual in charge of advocacy).

Collect data on children and adolescent with developmental disabilities (and all 
disabilities in general) In order for advocacy efforts to be successful, data on per-
sons with disabilities should be collected and introduced in routine data collection 
processes, and the surveillance system should be strengthened in this direction [8, 
22]. Monitoring and reporting procedures on violations against children should also 
include specific data on children with DD who are more at risk of violence, abuse, 
and trafficking [30]. Lack of accurate data on their number and locations adversely 
affects the strategic planning and placement of those children in both general and 
specialized prevention, intervention, and general support [8].

5 See:

 (i)   Nurturing Care Framework at http://www.who.int/maternal_child_adolescent/child/nurturing-
care-framework/en/

 (ii) Care for Child Development Package at https://www.unicef.org/earlychildhood/
index_68195.html
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Facilitate resettlement of children and families with DD It is important for 
humanitarian workers to be aware of regulations for fast-tracking asylum proce-
dures for refugee children with DD and their families with DD. Humanitarian work-
ers should also make sure, in case asylum is granted, that all medical and other 
relevant information follow the child to destination to help the child access services 
during resettlement.

 Follow-Up and Referral

Humanitarian workers should refer children to specialists for further assessment 
and advice on management plan if [20, 21]:

• There is no improvement
• Symptoms gradually deteriorate
• Physical health is affected
• There is predicted danger to the child
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13Severe Mental Disorders 
and Neuropsychiatric Conditions 
in Refugee Children and Adolescents

Nancy H. Liu and Neerja Chowdhary

 Context

The number of refugees has been increasing (United Nations [71]), and over half are 
under the age of 18 [70]. The refugee experience during youth can significantly 
impact the development of SMD and ESD, as well as subsequent access to support 
and resources. We provide an overview of the incidence, risk and resilience factors, 
and key considerations in the clinical assessment and management of SMDs and 
ESDs associated with the child and adolescent refugee experience.

 Prevalence of SMDs and ESDs in Refugee Children 
and Adolescents

The Global Burden of Diseases, Injuries, and Risk Factors Study (GBD) produces 
assessments of prevalence, incidence, and years lived with disability (YLDs) for 
diseases and injuries for all countries from 1990 to the present [27]. The global 
prevalence of SMD and ESD in children and adolescents (i.e., defined as those less 
than 20 years old) from the 2016 GBD report is presented below in Table 13.1.
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 Severe Mental Disorders

In emergency settings specifically, reviews suggest that among adults, approxi-
mately 2% of refugees meet criteria for a psychotic disorder (i.e., schizophrenia, 
schizoaffective disorders, delusional disorders, or other psychotic disorders) [14]. 
Another review for protracted refugee settings reports a lifetime prevalence of psy-
chosis in adults around 3.3% [37]. A review for conflict settings that uses a broader 
category of severe disorders (i.e., schizophrenia and bipolar disorder, as well as 
severe anxiety, severe post-traumatic stress disorder [PTSD], and severe depression) 
estimates the point prevalence for adult refugees as 5.1% [9]. As noted in these 
reviews, significant heterogeneity exists across studies, likely due to sampling and 
methodological issues, and reliable data on children and adolescents are limited. We 
do know that children and adolescents who are refugees are about 2 to 4 times more 
likely to develop psychosis (both affective and non-affective) than those in the gen-
eral population [3, 28, 47]. Additionally, immigrants have a 2 times risk for non- 
affective psychosis and about 3 times risk for affective psychosis compared to those 
without this migration history [62].

 Epilepsy and Seizure Disorders

Epilepsy is one of the most common neurological diseases and affects people of all 
ages, races, social classes, and geographical locations. In 2016, epilepsy accounted 
for more than 13 million disability-adjusted life years (DALYs) and was responsible 
for 0.5% of the total disease burden. In children and young adults, epilepsy caused 
the most burden compared with any other neurological condition as estimated by 
the GBD study [15].

An analysis of health data from 90 refugee camps across 15 LMICs reported that 
among children under 5  years of age, epilepsy and seizure disorders (82.74% 
male/82.29% female) also accounted for the largest proportion of mental, neuro-
logical, and substance use disorder (MNS) visits [31]. Children with epilepsy often 
have coexisting physical or mental health conditions which can increase their 
health-care needs. Intellectual disability (full-scale intelligence quotient <70 and 
deficits in adaptive behavior) is the most common comorbidity in children with 
epilepsy (30–40%). Common mental health comorbidities in ESDs include atten-
tion deficit hyperactivity disorder (ADHD), autism spectrum disorder, and depres-
sive and anxiety disorders. Other comorbidities include migraines, sleep problems, 
and language impairments [76].

Table 13.1 Global prevalence and disability-adjusted life years (DALYs) of SMD in <20 years old

Condition DALYs (per 100,000) Prevalence (cases per 100,000)
Schizophrenia 8.4 (5.28–12.79) 12.5 (8.85–17.24)
Bipolar disorder 54.64 (32.69–85.47) 259.58 (195.85–332.71)
Epilepsy 198.53 (157.32–250.51) 343.43 (273.89–425.26)
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 Risk and Resilience Factors for SMDs and ESDs in Refugee 
Children and Adolescents

Being a refugee is not the only nor the most important risk criterion for developing 
an SMD; rather, a combination of premorbid factors (e.g., family history and/or 
prior adversity) and exposure to stressors during the refugee experience may lead to 
development of SMD. Although the etiology of SMD in refugee populations is mul-
tifactorial, refugee-specific experiences of adversity, limited material resources, 
social exclusion, and discrimination may play a critical role in developing SMD and 
ESDs and ongoing challenges associated with daily functioning. We describe risk 
factors for SMD followed by those for ESD and end with resilience factors for both 
SMDs and ESDs among child and adolescent refugees.

 Adversity

Children and adolescent refugees face significant adversity which likely influences 
the development of SMD. The refugee experience often includes multiple adversi-
ties and losses that can occur pre-displacement (e.g., poverty in the country of ori-
gin), during displacement (e.g., conflict, dislocation, loss of loved ones), and/or 
resettlement during post-displacement (e.g., difficulty transitioning to a new cul-
ture). Although this is described as a linear process, we recognize that millions of 
refugee youth who are in refugee settlements in LMICs will never be resettled.

Although the majority of displaced children and adolescents demonstrate resil-
ience, about 11% go on to develop PTSD—about ten times more likely than the 
age-matched general population [14]. Traumatic experiences can increase risk for 
psychosis in individuals who are refugees, especially within the early post- migratory 
years for the first generation [51]. In non-refugee populations, this also holds true: 
acute stress reaction or PTSD diagnoses are associated with a 2.3 to 3.8 times risk 
for schizophrenia spectrum or schizophrenia disorder and a 4.2 times risk for bipo-
lar disorder, even after controlling for parental mental disorder [50]. There was a 
15-fold increase in SMD in the first year after the traumatic stress disorder, and 
although decreasing over time, risk stayed significant for 5 years [50].

In non-refugee populations, childhood adversity is associated with the later onset 
of bipolar disorder [19] and substantially increases the risk for psychosis [72]. It is 
well-documented among non-refugee individuals with SMD, and about 50% of 
individuals with psychosis reported childhood sexual or physical abuse [55].

Traumatic experiences appear associated with a dose-dependent relationship, 
with more trauma exposure leading to more disability [66]. Immigrants with refu-
gee status appear more likely to experience psychosis, in part due to violence, con-
flict, and compounded adversity [52, 67]. Symptoms may be part of the more 
general stress of uprooting and migration or related to cumulative trauma that may 
tip an individual toward sufficient risk for developing SMD [51]. For those with 
family history and genetic predisposition for SMD, stress can affect the neurobio-
logical processes in those already at high risk for psychosis [1]. Thus, adverse 
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experiences appear significantly related to the prevalence of SMD among refugee 
populations.

Refugee youth are also vulnerable to ongoing adversity after developing an 
SMD. They may be at higher risk for neglect, exploitation, and unreliable access to 
care [63]. Thus, although adversity is a risk factor for the development SMD, it 
continues to be a problem even after an SMD diagnosis and into adulthood [46], 
highlighting the vulnerability of these individuals both before and after an SMD 
diagnosis.

 Social Disadvantage

Although research has explored migration, generational status, refugee status, and 
ethnic minority status as specific risk factors for developing psychosis [7, 8, 33], 
one explanation that combines these lines of research is the social defeat hypothesis, 
which proposes that social disadvantage may explain the effect of migration on 
psychosis, especially adversity and social exclusion [61]. Social disadvantage expe-
riences common to the refugee experience which increases risk for SMD include 
social isolation, loss of social and family supports, discrimination and marginaliza-
tion in the host country, unemployment, scarcity and economic disadvantage, unem-
ployment or interrupted education, lack of stable housing, and poor physical 
health [10].

 Substance Use

The link between cannabis and psychosis is well-documented, and a recent sys-
tematic review highlights that higher cannabis use is associated with an increased 
risk for psychosis [39]. It is possible that cannabis may interact with childhood 
adversity to lead to psychosis [29]. Cannabis is also linked to manic symptoms, 
its use associated with a threefold risk of the new onset of manic symptoms 
[21]. Although less established but not uncommon in refugee populations, 
khat—a stimulant commonly used in East African and Arab countries—appears 
relevant to risk for psychosis, especially among those with pre-existing vulner-
ability [49, 73].

 Ecological Models

Multisystem ecological models focus on a comprehensive understanding of the 
refugee experience, incorporating past adversity, ongoing daily stressors and social 
disadvantage (e.g., unsafe living environments, inability to meet basic needs, lack of 
employment/education, isolation from traditional social supports), and background 
disruptions of core psychosocial systems [63]. In addition to genetic and premorbid 
adverse factors, the risk factors associated with the refugee experience such as 
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trauma, cannabis use, disadvantaged social status, and environmental factors [54] 
facing refugee youth may heighten the overall risk of developing SMDs among this 
population.

 Risk Factors for ESDs

Major modifiable risk factors for epilepsy include perinatal risk factors, central ner-
vous system (CNS) infections, and traumatic brain injury (TBI), which, together 
along with stroke, account for an estimated 25% of epilepsy cases [76]. See 
Table 13.2 for a list of modifiable risk factors along with practical tips to reduce 
ESDs in refugee youth.

 Perinatal Risk Factors

These include gestational age at delivery, birth weight, maternal health conditions 
such as nutritional status, pre-eclampsia, the presence and skill of birth attendants, 
method of delivery, perinatal infection (e.g., human immunodeficiency virus [HIV]), 
and other adverse events and conditions.

 Central Nervous System Infections

These comprise three main categories: bacterial meningitis, viral encephalitis, 
and neurocysticercosis. Bacterial meningitis and viral encephalitis combined 
account for approximately 2–3% of epilepsies in HIC and about 5% of epilep-
sies in LMIC.  In some LMIC where the Taenia solium (pork tapeworm) is 
endemic, roughly one-third of epilepsies are attributed to neurocysticercosis. 
Malaria is one of the most common parasitic diseases worldwide. Its neurologi-
cal form, known as cerebral malaria, is a potential cause of ESDs in malaria-
endemic regions of the world.

Table 13.2 Reducing risk for epilepsy and seizure disorders in refugee youth

These potentially preventable causes of epilepsy make it important to focus on reducing epilepsy 
risk in the following ways:
Risk factor Prevention
Perinatal risk factors Adequate perinatal care can reduce new cases of epilepsy caused 

by birth injury
Central nervous system 
infections

Prevention and treatment of infectious diseases such as malaria 
and neurocysticercosis

Traumatic brain injury Preventing head injury is the most effective way to prevent 
post-traumatic epilepsy

Fevers The use of drugs and other methods to lower the body 
temperature of a feverish child can reduce the chance of febrile 
seizures
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 Traumatic Brain Injury

TBI is the cause of epilepsy in 4% of cases in LMIC and 5% of cases in HIC. Road 
traffic injuries, falls, and violence are the most common causes of TBI. The risk of 
ESDs is higher in people with severe versus mild TBI (increased almost 20-fold).

 Resilience Factors for SMDs and ESDs

Several host country factors relate to lower rates of mental disorders. These include 
being employed, having appropriate and stable living arrangements, and feeling 
accepted in the host country [6]. As the age of onset for SMDs tends to be around 
late secondary school or early employment years, children and adolescents with 
SMD often discontinue their education or never integrate into employment, disrupt-
ing social integration. Therefore, continued engagement in the educational and 
employment processes may be protective. In the early stages of SMD, early engage-
ment with work, social supports, and connection treatment that addressed several 
domains (e.g., social supports, medication, coping supports, social integration) is 
associated with good outcomes for those with SMD [32]. In addition, community 
engagement, employment and education stability, supportive family communica-
tion, and religion are also associated with better outcomes and protective against 
relapse [17, 60].

 Challenges and Proposed Solutions to Care Associated 
with SMDs and ESDs in Refugee Children and Adolescents

There are several challenges associated with care for refugee youth with SMDs and 
ESDs. These include scarcity, access to basic resources, and barriers to accessing 
care, even when services are available due to stigma associated with being both a 
refugee and having an SMD [63]. Therefore, it is helpful for humanitarian workers 
to become familiar with common reasons for misdiagnoses, cultural frameworks 
and explanatory models, and the value and limitations of recognizing emerging 
symptoms and first episodes in refugee youth. WHO, through the mental health 
Gap Action Programme (mhGAP), has produced guidelines.

for the management of mental, neurological, and substance use conditions. These 
can be used by non-specialists to provide SMD and ESD care (e.g., nurses or com-
munity health workers (CHW) in resource poor areas) [75].

 Assessment and Diagnosis

SMDs are commonly misdiagnosed. This might be especially the case among 
refugee youth, given that the age of onset for SMDs is around late adolescence 
to early adulthood. Misdiagnoses can include non-recognition (i.e., not 
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diagnosing SMD when it is present), misidentification (e.g., grief as psychosis), 
and overdiagnosis (i.e., giving a diagnosis when SMD is not present). 
Recognition of SMDs in refugee children and adolescents can be challenging, 
as symptoms such as social withdrawal, lack of interest, or anxiety may be early 
indicators of SMD but also overlap closely with normal developmental reac-
tions to stressful situations.

It is recommended that humanitarian workers use validated and culturally sensi-
tive tools, especially those developed for these settings [74] and those with clear 
diagnostic criteria and a cultural formulation which incorporates explanatory mod-
els of SMD and ESDs [34] to guide diagnosis and reduce biases. Beyond cultural 
factors, situational factors to consider include psychotic-like symptoms related to 
trauma exposure that are highly prevalent in low-income, post-conflict settings [64]. 
Given the accumulation of stressors common to the refugee experience, it is impor-
tant to recognize comorbidities like extreme stress, grief, anxiety, and depression 
that are commonly present with SMD and ESD.

 Cultural Sensitivity and Explanatory Models

Understanding explanatory models (i.e., attributions of symptoms) can help with 
overcoming mistrust, stigma associated with SMDs and ESDs, and lack of knowl-
edge of services. For refugee youth in particular, sensitivity to explanatory models 
is important for improving help-seeking behaviors [58], including increasing adher-
ence and compliance and ability to benefit from treatment [5, 38, 41]. For SMDs, 
common attributions include (1) supernatural reasons such as demon possession, 
evil spirits, jinn [35], and witchcraft; (2) psychosocial factors, such as interpersonal 
stressors, general stressors, and excessive thinking [78]; and (3) biological factors, 
such as those described by many Western societies. For ESDs, common stigmatiz-
ing misconceptions include views that individuals with ESDs are contagious, crazy 
and possessed by demons, bewitched, or punished by gods [76]. Matching treat-
ments to explanatory models allow them to be culturally meaningful [11] and 
increase acceptance, engagement, and satisfaction with treatment [41].

If available, interviews should occur in the native language of the patient and 
include someone familiar with the culture (i.e., a cultural broker) to clarify the cul-
tural context of the problems. And, if using interpreters, sensitivity to confidentiality 
issues should be prioritized at the outset of interviews. Beyond this, culturally sensi-
tive approaches to assessment [2] include:

• Incorporate the patient and caregivers’ explanatory models for symptoms
• Elaborate these explanations for symptoms
• Confirm the diagnosis of SMD and ESD

 – If present, then subsequent connection to treatment
 – If not present, re-interpreting symptoms as due to social vulnerability factors 

and prominent cultural idioms
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 Prodrome Symptoms of SMD in Refugee Youth

The age of onset for SMDs is around late adolescence to early adulthood. In one 
study among refugee youth, the age of onset for psychosis was 21  years [28]. 
Prodrome symptoms refer to symptoms prior to the onset of SMD. Although pro-
drome symptoms do not necessarily go on to become SMD and are still under inves-
tigation [22], humanitarian workers should be familiar with common prodrome 
symptoms, especially among those refugee youth with a family history of 
SMD.  Psychosis prodrome symptoms can include deterioration in functioning, 
unusual thought content, high levels of suspicion or paranoia, social impairment, 
and substance abuse [1]. Bipolar disorder prodrome symptoms include anxiety and 
depression, unstable mood (including irritability), and subthreshold or low-level 
manic symptoms (i.e., shifts in mood and energy). Sleep disturbance appears com-
mon among children and adolescents with SMD, which may contribute to emotion 
regulation and resultant mood [25].

 Stigma and Recovery

After diagnosis, patients, family members, and humanitarian workers alike may 
have views that SMDs are untreatable or associated with a chronic trajectory. For 
these individuals, it is important to highlight evidence of recovery [4]. For example, 
more people recover from SMDs than was once previously thought [23, 24], and 
about 15% of individuals have a single episode of schizophrenia with complete 
remission [57]. In Europe, 10–20% are employed [40]. Instilling hope and motiva-
tion appears associated with better functioning outcomes in young people with 
SMD [18].

Individuals with SMDs and ESDs are at increased risk of neglect, exploitation, 
and abuse. Given the limited mental health resources available to refugees and 
delayed access to care in situations of mass displacement, the WHO’s mhGAP com-
munity toolkit can be helpful for normalizing SMD and ESD symptoms and mobi-
lizing community and social resources [77]. Developing partnerships with traditional 
health practitioners may help to reach more people with SMD and ESD and is a 
strategy to improve access to effective treatment and alter misconceptions and stig-
matizing practices.

 Access to Medications

Lack of access to medications and fractured medicine supplies is frequent chal-
lenges in humanitarian settings. Children with ESDs in particular require regular 
treatment for many years, sometimes for a lifetime. An abrupt withdrawal of anti-
seizure medicines can have life-threatening consequences, including status epilepti-
cus. Therefore, it is essential to ensure that access to these medicines is sustained 
over time to permit uninterrupted treatment.
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 Providing Care for SMDs and ESD in Refugee Youth: What 
Can Be Done

We provide some guidance and considerations below to identifying and providing 
care for refugee youth with SMDs and ESDs, which are aligned with the actions 
described in the Inter-Agency Standing Committee (IASC) Guidelines [30]. 
Interventions designed for refugee children should aim to prevent psychological 
distress and impairment and to promote optimal emotional, social, and cognitive 
development. We also recognize these are not possible in all settings. The following 
are recommended principles to keep in mind, and as noted by Silove et al. [63], 
creative solutions to actual implementation are sorely needed. Below is a brief over-
view and summary of these principles.

 Address Basic Needs and Safety First

• Prioritizing the impact of the post-migration environment is critical. Providing 
safety, increased access to services, and opportunities to work or study can 
improve resilience and the general trajectory of children and adolescents [63].

• Coordination of services, both basic and health needs, is especially important for 
marginalized groups. Providing resources and information to help navigate the 
system and about entitlements and services can help with connection and may be 
facilitated through the use of technology.

 Implement Culturally Sensitive Outreach

• Outreach programs can prioritize trust and cultural sensitivity to increase access 
to care. Barriers to care often include language, belief systems, cultural expecta-
tions, distrust of the system, and unfamiliarity with the way mental health works 
[20, 59], and lack of connection to care can lead to increased risk of 
marginalization.

 Integrate Mental Health with Community, Physical Health, 
and Other Resources

• The provision of mental health and psychosocial support services at the com-
munity level needs to be part of broad integrated platforms—population, com-
munity, health, social, and educational services—that provide basic services and 
security, promote community and family support through participatory 
approaches, and strengthen coping resources. These improve the daily function-
ing and well-being of individuals with SMD and ESD and protect the most vul-
nerable from further adversity while also empowering individuals to take charge 
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of their lives and view themselves as valuable members of society. For refugee 
youth in particular, providing these basic needs, ensuring safety, and being inte-
grated into mainstream society improve outcomes [13].

• Programs can help refugees overcome barriers to physical and mental health 
care. Multidisciplinary and multilevel approaches that integrate physical and 
mental health needs are important for this population, given that individuals with 
SMD live 15–20 years less than the general population [68], and this may be 
worse in LMICs (e.g., Ref. [16]). Integrating mental health treatment with physi-
cal health treatment allows for all services to be provided and may assist with 
helping to reduce the excess mortality among this population [36].

 Facilitate Accurate Diagnoses by Non-specialists

• Assessment guidelines like those in WHO’s mhGAP intervention guide for men-
tal, neurological, and substance use disorders for use in non-specialized health 
settings (mhGAP-IG), version 2.0 [75], can be helpful for the correct identifica-
tion of SMDs and ESDs.

• For SMD, integrating cultural sensitivity, explanatory models, cultural brokers, 
caregivers, family history, cumulative adversity, and common prodrome symp-
toms can reduce misdiagnoses.

• Psychosis may have significant overlap with dissociative disorders, and adversity 
and psychosis are tightly intertwined; however in general, patients with schizo-
phrenia spectrum disorders on average have more negative symptoms (e.g., with-
drawal, lack of interest, isolation) and cognitive deficits, whereas those with 
dissociative disorders have more dissociative and positive symptoms (e.g., hal-
lucinations, paranoia) and exhibit intact cognitive functions [56]. Both appear 
implicated in adversity however, and these are reminders of the inherently fuzzy 
boundaries between diagnoses.

• Bipolar disorder is marked by manic or hypomanic episodes and is often 
accompanied by depressed moods. Mania refers to an experience that lasts for 
at least 1 week and is characterized by extremely good, excited, or irritable 
moods, as well as increased self-confidence, decreased need for sleep, talking 
faster or more loudly, racing thoughts, distractibility or inability to think 
clearly, increased goal-directed behavior, feelings of tension and restlessness 
that can cause  excessive physical activity, and excessive involvement in plea-
surable activities that may not be safe or responsible (e.g., spending money, 
risky sexual activity, making decisions quickly without thinking through 
consequences).

• For ESDs, differentiating seizures from fainting spells or pseudoseizures can 
reduce misdiagnoses. Fainting spells often are associated with flushing, sweat-
ing, pallor, and occasionally a feeling of vision darkening prior to the episode. 
Pseudoseizures are typically associated with a stress trigger. Episodes are often 
prolonged and can involve jerking of the body with eyes closed and, unlike an 
epileptic seizure, rapid return to baseline after the episode.
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 Provide Effective Mental Health Treatments

• In addition to access to and organization of services, the delivery of effective 
mental health interventions is important for refugee youth with SMD and ESD 
[20, 53, 59]. Effective treatments include psychosocial and pharmacological 
methods as described in the mhGAP-IG, mhGAP humanitarian intervention 
guide (mhGAP HIG), and mhGAP community toolkit [75, 77].

• Training and supervision programs can help with developing a good understand-
ing of the background and experience of refugee groups and equipping them to 
provide the best possible advice and treatment in a culturally appropriate man-
ner, given different values systems [45].

• Cognitive behavioral treatments (CBT) can be helpful for SMD [65], especially 
those in the early stages of the disorder [44]. CBT is also effective for comorbidi-
ties like depression and anxiety. Self-help versions of CBT treatment such as 
problem management plus (PM+) may be helpful among refugee youth [69]. In 
instances when caregivers may be unavailable, obtain informed consent, and pro-
vide treatment to the youth, adapting language to appropriate levels of 
understanding.

 Incorporate Family Support, Employment/Education Support, 
and General Health Promotion

To the degree possible, try to provide the following support for refugee youth 
with SMDs:

• Family and caregiver supports are an important component of refugee youth 
mental health [75]. Good clinical practices include assessing needs of caregivers 
while also allowing opportunities for the youth to express concerns privately. 
Family-based promotion programs based on CBT principles and family psycho-
education are effective for SMD [42, 48]. Such programs emphasize healthy 
family environments and communication skills that are protective and reduce 
relapse, especially when criticism and hostility are reduced and clear, supportive, 
validating, and calm environments and communication skills are available.

• Focusing treatment on predictors of social outcomes can be impactful, as clinical 
outcomes do not always correlate with social outcomes [23]. Factors in SMD 
that are most predictive of improved outcomes, e.g., negative symptoms (inex-
pressive faces, monotone speech, lack of motivation) and cognitive symptoms, 
appear to have the most impact on employment/education, reintegration with 
society, and social functioning over time [43]. Explore available resources within 
the family, school, and community.

• Given the high risk of vulnerability for those with SMD and ESD, youth-focused 
suicide prevention programs [26], substance use programs [12], and protections 
from victimization and marginalization can be protective of these groups.
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• Health promotion for individuals with SMD should focus on:
 – Healthy diet (e.g., increased fruits and vegetables) and scheduling regular 

exercise through games and physical activity (ideally with supportive others)
 – Sleep that aims for 8 to 9 hours of sleep per night with regular bed and wake 

times across the week
 – Social integration that includes engagement with school, employment, and 

regular daily rhythms and schedules that include stress reducing activities
 – Reducing use of substances like tobacco, cannabis, khat, and alcohol which 

may include social support, replacement activities, and psychoeducation 
around relapse
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 Background

In 2015, approximately 5000 refugees and migrants, mainly from Syria and 
Afghanistan, came to Denmark in 1 week, crossing the border from Germany. This 
drew massive media and political interest and was the event that, in modern times, 
became a turning point in the Danish public awareness of the geopolitical context 
for refugees and migrants in Europe. Public pressure grew on politicians and author-
ities to strengthen the management of asylum cases, some calling for stricter legisla-
tion, others for better quality of services.

The following year, 2016, Danish media focused massively on young male asy-
lum seekers in conflict with Danish law as well as some unfortunate incidents 
involving conflicts with local populations, and there was a growing public concern 
about the quality and adequacy of the support provided within the asylum system. 
This growing focus sparked an interest from Danish government to fund interven-
tions with young unaccompanied asylum seekers, especially for what was seen as 
troubled, hard-to-reach males.

Based on lessons learnt from international programs, and the Danish refugee 
response in 2015, Save the Children partnered with the Himmerland Asylum Center 
and the Danish Immigration Service to design a project which aimed at supporting 
the well-being of, and address behavior concerns in a group of youth, living in the 
asylum center while waiting for their asylum application to be processed. It was 
designed in the fall of 2016 and implemented from January to April 2017. The proj-
ect was designed as a variation of the Save The Children “Youth Resilience 
Programme” [14].

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-030-45278-0_14&domain=pdf
https://doi.org/10.1007/978-3-030-45278-0_14#DOI
mailto:ASD@redbarnet.dk
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 Objective

The overall objective of the pilot project was to address well-being and behavior 
concerns for the targeted youth. The main focus would be on selected areas of emo-
tional control, decision-making, basic life skills, and skills for navigating the com-
plex stressors of the asylum process, disturbing experiences during the flight and 
adaptation to Danish society.

The reason for the focus on males was threefold: (1) only 10, 0.29% of the unac-
companied minors in Denmark were female, (2) all reported incidents of clashes 
with local populations and reports of behavior problems included males, and (3) the 
partner asylum center only had male residents.

 The Youth

All names in this chapter are pseudonyms. The persons quoted have been given a 
pseudonym that indicates the place of origin. All quotes were noted during the ses-
sions by the program assistant in Danish (it was translated from the mother tongue 
of the person by professional translator). These are available in the Danish project 
report. No recordings were made, due to issues of fear in the participants.

About 60 youths were living in the center at the time of the project, and participa-
tion in the project was voluntary. Forty of them wished to participate and were 
subsequently divided into two groups of 20 persons. All participants claimed to be 
between 14 and 18 years. The team did not question this because age determination 
is a crucial part of the asylum process, and we could be seen as interfering with the 
claim for asylum made by the individuals. Many of them dreamt of subsequent fam-
ily reunification after obtaining asylum. “When I get asylum hopefully my mother 
and my sisters will come to live with me” (Jawad, 16 years).

85% originated from Afghanistan, others from Somalia, Eritrea, Syria, Iraq, and 
North Africa. A few had experienced a short journey; others had been on the move for 
several years. The group of Afghan youth had all passed through Iran, and most of 
these had been working to pay their way. Some said that they had worked as construc-
tion workers, others as farm day laborers; others did not wish to disclose how they had 
survived. “Bad things happened but now I am safe, God willing” (Saddar, 15 years).

Most had gone to school in their country of origin, at least for a few years. The 
youth from the Horn of Africa in particular seemed well educated. There were a few 
in the group who had difficulties reading in their own language and had not gone to 
school for more than a few years. Three of the participants seemed to have quite 
serious cognitive impairments and motor skills delays. This was not routinely 
addressed in the center during the asylum phase but would be part of an integration 
plan and special needs education plan upon granted asylum.

The team did not have the details of the individual asylum claims and deliber-
ately chose not to screen for post-traumatic stress disorder (PTSD), as this could 
involve probing into their personal stories and risk interfering with the asylum pro-
cess. One participant from Somalia had been to prison in Somalia, and when confi-
dence was built with the team and with the group, he disclosed that he had been 
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tortured, rolling up his sleeve and showing the scars from cigarette burns. His testi-
mony resonated with several of the youth.

“I do not trust men, but maybe I trust you…a little bit” (Abdi, 15 years, to male 
team member).

The project aimed to be inclusive with regard to sexuality, disability, and ethnic-
ity. There were no youth with physical disabilities in the center at the time of the 
project. None of the young men directly identified themselves as LGBT (Lesbian, 
Gay, Bi sexual and Transsexual). The team later learned that LGBT youth are com-
monly offered extra protection and placed in other types of alternative care.

 The Center

The asylum center staff was comprised of men and women with diverse back-
grounds, but very few with a background in social work, education, or youth pro-
grams. All residents had an assigned contact person among the staff, but due to 
shifts and lack of time, there was not time for lengthy conversations, consistent 
bedtime routines, or help with tasks such as cooking.

The center was placed in a former boarding school in a remote rural area on the 
west coast of Denmark, in the middle of farmland and nature. The sea was within 
walking distance and a forest just outside the door. The inhabitants of the center 
were allowed freedom of movement, but because of the remote location, the youth 
depended on center staff for transportation. Trips and events were planned, and 
some had signed up for sports activities in the nearby community. The youth slept 
in shared rooms, in bunk beds. There was no supervised bedtime routine, and lights 
often were turned on all night because of night terrors. Youth complained about 
noise at night from peers who ran the corridors, unable to sleep.

Twice a week there was an organized shopping trip to town where the youth were 
expected to use a food allowance to buy food, clothes, and hygiene items.

Some found ways of travelling by bus to the nearby town to go out, also at night to 
visit discotheques and meet Danish youth. It was in these situations that there have 
been conflicts with young Danes – especially over girls and behavior that was seen by 
Danes as provocative and threatening. There is no legal obligation for youth to be chap-
eroned outside asylum centers. All minors have the right to a mentor/legal guardian, 
and in our project, those who were lucky enough to have one from the local area that 
was active and available were sometimes taken for trips and family events. These youth 
knew more about Danish culture than others and allegedly felt less bored and lonely.

 Assessment

 Tools

Prior to the project design, an assessment was conducted, using a mixed-method 
approach that included questionnaires, focus groups, key informant interviews with 
youth, center staff, and supervisory authority.
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The assessment aimed to understand the wellbeing, resources, risks, and resilience 
of the youth. We also aimed to understand the underlying complexity behind the 
social dynamics as well as the behaviours and expressions of emotions of the youth.

Questions for the questionnaire were selected from an early version of the pre- 
and post-assessment tool (PPAT) [13], based on the Child and Youth Resilience 
Measure (CYRM) [16], and used to monitor and evaluate structured resilience- 
building interventions in humanitarian responses.

 Findings

The assessment process was quite challenging, but although the formal results were 
difficult to conclude from, our observation of the youth’s reaction to the assessment 
process itself, helped us understand more about their functioning and understand-
ing. There were three main challenges:

 1. Many of the youth had never been in a situation where adults had asked them for 
their opinions or perceptions. “This is strange, I do not remember any older 
people (meaning adults) asking for my opinion unless they wanted to scold me” 
(Ruben, 14  years). Practicing verbalizing ideas and experiences became, in 
itself, a focus in the resilience-building activities.

 2. Many had little experience with introspection and reflection. Being asked to 
reflect on one’s own subjective experience requires a meta-cognitive level of 
abstraction, thinking about thinking so to speak. For the team this was crucial 
information, and we considered it one of the most important insights for design-
ing the activities. This cognitive skill is the foundation for cracking cultural 
codes and identifying positive coping mechanisms and critical thinking. 
Therefore, we selected this skill as a main theme in the workshops.

 3. Being asked to reflect on the relative strength of an opinion or experiences was 
very difficult for most of the group. Some demonstrated an all-or-nothing 
response, which came across clearly in their communication and behavior pat-
terns. “Susanne is a dumb one, she told me I must go to school. I will never talk 
to her again” (Hassan, 16 years).

As the assessment process progressed, it became clear to us that our target 
group had complex patterns of functioning. They generally came across as street-
wise and able to cope with serious adversity but also seemed quite immature in 
terms of emotional management and interpersonal relationships.

All stakeholders were quite consistent in how they reported the well-being of, 
risks and protective factors for, the youth. The insecurity of the asylum process was 
mentioned by all stakeholders as the top source of stress and behavior problems. 
The uncertainty in the asylum process poses in itself a risk for deteriorating mental 
health [3]. All stakeholders agreed that boredom and restlessness were also a reason 
for irritability, and that limited contact with the local population added to the isola-
tion. Staff noted that many residents in the center came across as passive and were 
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late for appointments. “It is as though they have given up” (Søren, 39 years, male 
staff). The youth themselves reported that it was a lack of sleep that made them late, 
and they also complained about difficulties in concentration and memory.

Staff, management, and youth all reported that there were regular conflicts, espe-
cially among the youth. Staff attributed conflict between youth to culture: “Their 
culture is very aggressive” (Lone, 27 years, female staff). Conflicts between the 
youth were commonly explained by youth themselves as a “fair reaction to annoy-
ing behavior of others.”

Friendships and solidarity between the youth were seen by all stakeholders as a 
huge resource and protective factor. All participants agreed that friendships provided 
protection (from bullying) advice, emotional support, and encouragement. Whenever 
a young person was granted asylum, there was a sense of solidarity and shared joy and 
relief with the person but also sadness, and the team witnessed goodbyes where the 
best friends left behind showed strong reaction to separation. “I have said so many 
goodbyes, it is like someone is holding my head under water” (Hassan, 14 years).

 Risks and Protective Factors

Resilience should always be seen in a context – resilient to what? [15]. The project 
did not see resilience as a personality trait but a set of behaviors, social/emotional 
experiences, relationships to others, and ability to navigate the risks in their environ-
ment. We divided the risks and protective factors into three domains: the environ-
ment; the interactions between the youth, as well as between youth and staff; and 
finally risks that were related to individual functioning.

 The Environment

The immediate risks in the environment were described by youth and staff as preju-
dice and tensions with some parts of the local population, limited opportunities for 
stimulation and activity, the asylum process in itself, and risks of exploitation. The 
project was inspired by research pointing to the complex nature of interrelated fac-
tors that influence the resilience process in youth, as pointed out for example by 
Mohammed and Miles (2017) [11]. We learnt that attempts had been made to groom 
youth by gang members and others from outside the center. Grooming refers to the 
process where a person in a position of power manipulates a vulnerable person to 
overstep their boundaries and engage in sexual exploitation, criminal activity, and 
hazardous labor or other exploitative activity.

A strong protective factor was the mentors/legal guardians who actually spent time 
with “their” minor. There were also examples of local youth who reached out for 
friendship. The easy access to nature around the center was also regarded as a resource 
by staff, management, and social workers, but not by the youth themselves. They actu-
ally found nature frightening. The assessment clearly showed that lack of understand-
ing of Danish law and understanding of social norms was a major source of frustration 
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for the youth. Understanding the norms and legal aspects of sexuality, social interac-
tion, gender, work, and private property is imperative to be able to navigate and benefit 
from social resources. In the questionnaire only 5 out of 40 indicated that they knew 
where to get help outside the center, although more than 30 agreed or strongly agreed 
that they knew where to get help for their problems inside the center. Mental health 
services were available by referral from center doctor to specialized care.

 Interactions Between Youth and with Staff in the Asylum Center

An asylum center is in many ways an emotionally and socially complex entity. The 
youth found great comfort and support in friendships, some of them very intense, 
some noting that their friend was the only person they trusted in the world. This also 
made them vulnerable to separation and loneliness. We noted that a youth in crisis 
needs friends as well as a person that can separate their own feelings from that of 
the other and provide mature, balanced support. All respondents mentioned the sub-
ject of masculinity and sexuality several times, both as a problem and as a resource. 
The team understood that the risks here were that the masculine role could turn into 
a stereotype, not allowing the young men to express feelings or seek emotional sup-
port outside of their close friendships. “What do you mean talk about it, do I look 
like a girl?” (Sharif, 16 years). Center management and the social workers specu-
lated that stereotyped gender roles would also create clashes with Danish peers and 
be an obstacle to interaction and understanding with the local youth.

The team found that stereotypes and clichés were not conducive to positive inter-
action with staff, who felt provoked and also resorted to their own stereotypes in 
their interpretation of behavior. “These young men are all trying to be alpha males, 
domineering and aggressive. I try not to let them win the power struggles they often 
initiate” (Bo, 41, male staff member).

Sexuality was a key topic. The team observed a range of sexualized behaviors 
between the boys. It was seen during the assessment and later during the sessions 
and appeared to be triggered in the group by insecurity and tension. Several of the 
young men disclosed that adults had “done bad things to them, including touching 
embarrassing parts of the body” (Ghazan, 14 years). This had happened before, dur-
ing, and after the flight, so it was not limited to a survival strategy during the travel. 
For some it highlighted a more profound history of abuse, exploitation, and a “sex-
ual economy” where sexuality was part of the exchange of favors, a way of express-
ing intimacy, as well as a way to exercise power and dominance. The team was 
aware that the body image and boundaries of abused youth can be distorted, (Hjort 
and Harway, 1981) [9] and discussed boundaries and sexuality with staff.

 Individual Functioning

As it was not the focus of this project to provide psychological treatment, no psy-
chometric test was used. With a focus on personality traits that have relevance for 
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resilience processes [8], we noted that the group of youth generally appeared as 
quite robust, with sense of humor, creativity, and quite eloquent problem-solving 
skills. They also generally were impulsive, with high levels of arousal, suspicious, 
and aggressive. The team was not able to determine if this could be attributed to 
the flight and separation from family only or if there was a more profound history 
of abuse or deprivation in early childhood. The team were aware that the previous 
quality of parenting, as pointed out by Amstrong et al. (2005), could be the source 
of some of the maladative behaviour we observed [1]. We tried to avoid labelling 
them as “traumatized” or victims but at the same time acknowledging that the 
massive adversity and the risks that they had experienced had affected their per-
sonal functioning and ways of interacting with the world around them. A few of 
the participants were seemingly quite well functioning. During the assessment, 
almost 85% of youth expressed that they had sad feelings and sleeplessness on a 
daily basis.

 Adjusting the Objective and Intervention Design

A particular challenge when working with “hard-to-reach” youth is to establish 
trust, create relevance, and build a working relationship. The participants in the 
group had clearly stated that they did not need “yet another psychologist who wants 
to talk about the past or fix us.” In the Danish asylum system, there is reluctance to 
apply a trauma-focused intervention while the asylum seeker is still under the 
immense pressure of the asylum process. The preference is to focus on basic stress 
and/or grief management and support to coping strategies allowing for possibilities 
of referrals to special care in cases of mental health concerns, and our approach was 
in line with this. We decided to build our intervention around the three components: 
internal resources, interpersonal skills, and basic skills and knowledge needed to 
master and navigate the context.

The team did its best to maintain a realistic and modest level of expectation to 
behavior change outcomes, focusing on “small resilient movements” within the 
domains of resilience that include basic services, sense of belonging, and self- 
management. This model of practical work to enhance resilient behavior offered by 
Hart (2017), was used as inspiration to manage expectations and explore how the 
different domains of resilience for our target group were interlinked. For example, 
the meals were linked to nutrition education, learning how to cook and also a sense 
of belonning to the group and managing a role and impulse control in the task [7].

For the group in this project, some of the behaviors and strategies that had helped 
them survive and make it to Denmark were now an obstacle for their healthy coping 
and wellbeing. Based on the findings in the assessment, the team decided to design 
the intervention to address the issues that created the greatest risks (aggressive and 
impulsive behavior) and strengthen the key resources and protective factors (such as 
friendship and creative problem solving). As the project progressed, we adjusted 
and adapted the content and style to ensure that the interventions were relevant and 
engaging for all the group [10].
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Staff members joined the groups to build good working relationships with the 
youth and to enable them to repeat and follow up on activities outside of the struc-
tured sessions, for example, activities in nature and sleep hygiene sessions. 
Participating in the sessions also gave the staff an opportunity to see the resources 
and potential in the youth and thus create new narratives about the participants and 
their motives. Together with the youth, the team chose to apply a variety of meth-
ods; some lent from social work using creative methodologies.

 1. Nature-based activities, as proposed by Berman et al. [2]
 2. Rap music [4]
 3. Structured play, noncompetitive facilitated games
 4. Psychoeducation
 5. Somatosensory regulation
 6. Reflection and role plays
 7. Group work in smaller and larger groups
 8. Action theater (theater of the oppressed)
 9. Group discussions
 10. Uncle speeches – concrete guidance on specific topics like drugs, done by 

rap musician on the facilitation team – invented by the youth themselves
 11. Lego (tdm) brick methods for modelling and cognitive stimulation (for atten-

tion, memory, and concentration)

Prior to the workshops with youth (refer to Table 14.1), staff were given a 4-day 
training on key topics, including child development in adversity; effects of being an 

Table 14.1 Overview of workshops

Number and title Methodology
Establishing the group Outdoors. Cooking a meal over an open fire. Structured 

noncompetitive games
Sleep hygiene and stress 
management

Outdoors and indoors. Breathing and muscle relaxation 
exercises

Me and my strengths Outdoors and indoors
Rap music based

Me and my feelings Indoors
Group work, stories, games, and rap music

Boundaries and grooming Indoors
Friendship – Me and my close 
relationships

Indoors
Stories and examples (from youth), discussions, resource 
maps

Communication and conflict 
management

Indoors

Positive communication Indoors and outdoors
Exercises, structured games, and discussions

Gender and sexuality Indoors discussions, action theater
Goodbye Cooking a meal together, evaluation, looking back, and 

saying goodbye
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asylum seeker/refugee on child wellbeing; resilience; psychological first aid for 
child practitioners [5]; use of nature and rap music as pedagogical tools; and fun, 
safe, inclusive interaction with vulnerable children [6].

The core team was composed of two men and two women, a rap musician, a 
nature guide, a clinical psychologist, and a project assistant.

 Feedback from Youth

All agreed that they had enjoyed the varied use of methodologies and were especially 
happy with the sessions on grooming and sexuality. Several of them also mentioned 
the stress management and sleep hygiene sessions as their favorites. No one had been 
in a fight or other types of conflict with the local community since the sessions 
started. Not all youth who had participated in the baseline were in the last meeting. 
Some had left soon after the baseline because they had been relocated, granted asy-
lum, or disappeared after their application was rejected. Teachers and staff in the 
center said that there were fewer conflicts, higher school attendance, and fewer inci-
dents of verbal abuse of staff, including verbal abuse with a sexualized content, and 
staff reported that the behavior was less “provocative” than before the sessions.

 Discussion

Why did the project work? Although we will not know if the changes in behavior 
and well-being will sustain over time, we are convinced that this model of interven-
tion was relevant and applicable in other contexts for a number of reasons:

 1. Participatory approach. Youth were directly involved in the selection of themes 
and methodology. This enhanced motivation to participate and ensured that the 
skills they practiced were directly relevant to their lives. This helped the estab-
lishment of a good working relationship with the team.

 2. Inclusion of basic themes. The choice to start the sessions with basic orientation 
on sleep hygiene, etc. proved efficient. When our participants were able to take 
control over their sleep, they not only felt much better; they also acquired a sense 
of mastery and gained trust that the workshops could offer important benefits for 
them. “Ah, Uncle, it is your fault that I am sleeping late” (Amail, 16 years old, 
laughing to team member).

 3. Combining different resilience resources. Youth responded very well to the 
opportunity to the alteration between introspection and practice of concrete 
social skills. Especially for our target group who were living with a very uncer-
tain future, the management of daily challenges and preventing further deteriora-
tion was the first priority. Inspired by Sanders et al. (2015), the issue of culture  
and behaviour was built into al activities, we dicussed culture and reflected  
on understanding and how to adjust and navigate without loosing  
a sense of dignity and cultural identity [12].
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 4. Creative activities. The use of nature, play, and music provided variation and a 
nonthreatening atmosphere. It was also a way to practice impulse regulation, 
verbalization, and allowing for fun. This was particularly useful for the youth 
who had little education and were not at ease in a traditional learning environ-
ment. Learning through play and exploring music as a way to practice cognitive 
and social skills were much appreciated by youth (and staff who later used it for 
language classes). Rhythm, clapping, singing, and dancing did, in itself, have a 
comforting, regulating effect on the participants.

 5. Building trust. The group was managed with strict and clear ground rules which 
were consistently applied. We believe that the most important benefits of the 
intervention may not have been the content in itself but the structure, predict-
ability, and safety of the group. We deliberately composed the team to allow for 
identification with different facilitators and to provide role models of different 
types of Danish adults.

An asylum center is a small community in itself, and we applied the principles for 
community-based mental health and psychosocial support [17], working on youth, 
caregiver, and systems simultaneously, knowing that the asylum center must com-
pensate for the missing family, community, language, and culture. A lesson learnt in 
this project is that more focus should have been given to the surrounding community, 
and we recommend that mental health and psychosocial support programs for unac-
companied asylum-seeking youth includes components of community mobilization, 
mentorships, and interventions to connect youth in centers with youth from the host 
community. We deliberately avoided a trauma focus but focused on building resil-
ience, aiming for small resilient movements. It is our belief that this particular group 
was not ready or able to benefit from a more traditional psychological group inter-
vention, but we would recommend that a program of this kind includes more orienta-
tion on mental health concerns and where to seek support. The Danish system has a 
mental health safety net, and youth have access to skilled professionals – only they 
may not want to use them because of the trust issues mentioned. In retrospective, we 
could have improved the links with the mental health providers.

Staff supervision is essential. Staff have a practical and a pastoral role, and in 
reality, they are reparenting the youth they work with.

Any psychosocial intervention with the target group we worked with would need 
to consider the capacity of the staff and the opportunities for supervision and guid-
ance. We also stipulate that psychosocial support should be provided with a clear view 
that many of the previous and current concerns and stressors are protection related.

Offering nonspecialized, structured, and targeted psychosocial support for 
asylum- seeking youth is not new in Denmark, but working with youth with behav-
ior challenges in a group is. We have proposed a model that leans to social work and 
builds trust gradually. We wanted to provide comfort, hope, and positive opportuni-
ties to keep youth protected and to facilitate their development and well-being, 
using pathways that were suited for their background and capabilities, the simplest 
being perhaps the most effective. “Most of what I learnt is really what my grand-
mother would have taught me,” Badam (16 years old).
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15A Family-Centered Approach to Working 
with Refugee Children and Adolescents

Trudy Mooren, Julia Bala, and Yoke Rabaia

 Introduction

There are several reasons for adopting a family lens in working with refugee popu-
lations. First, for most refugee parents, a major reason for seeking safety at the cost 
of leaving familiar surroundings, families, and friends is to safeguard the well-being 
and future prospects of their children [14]. Parental guidance and support, effective 
caregiving, and family cohesion are important protective factors enhancing positive 
adjustment of the children during and following adverse experiences [17, 45]. 
Parents and children can be each other’s main sources of social support. Second, 
together, parents and children have access to their family coping resources and 
belief systems that may be unfamiliar to new social surroundings. Third, refugees 
are frequently moved to new locations, in particular during the asylum-seeking 
period in Western countries. Collective reception centers may close, forcing inhabit-
ants to live elsewhere. While refugee youth may receive treatment from profession-
als (teachers, doctors, therapists), they will live with family members. Investing in 
healthy family adjustment may be worthwhile considering these constant changes. 
Overall, considering the cascade of disruptions in refugee lives, the family may be 
one of the few stable factors. Strengthening in supportive skills within families is 
therefore an attractive and sustainable approach.
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 Refugee Families’ Experiences

Most refugee families arriving in host countries or regions have been subjected to 
war-related violence (bombardments, displacement, harassments) and personal 
losses. Family members’ lives have been severely disrupted due to disintegration of 
social structures, such as unavailability of work, school, and health care. Being 
forced to flee causes a discontinuity of social ties, within and outside the family. In 
particular after a residency permit has been obtained, but during long-lasting asy-
lum procedures as well, people establish and start families in the host country, 
which has legal consequences. Life continues while displaced, even though oppor-
tunities to build social networks are more restricted. There is general consensus 
among the majority of people that children should not be separated from parents and 
are entitled to receive protection, shelter, and education regardless of legal status 
[7]. Nevertheless, exceptions to these rules do occur.1

 Models of Family Adaptation

Systems theory in general and Bronfenbrenner’s ecological model are useful frame-
works to understand how a family adapts to turmoil and crises. From a social sys-
tems perspective, families are considered systems, as they form natural networks of 
relationships that strive to maintain a steady state [38]. A system may be any “set” 
of interrelationships – this is not bound to a nuclear family, for example. Pathology 
or well-being is affected by family relationships. During and following traumatic 
events, reactions of family members may help or hinder the well-being and develop-
ment of children who were exposed to these events. One person’s intensive (post-
traumatic) stress reactions can influence all family members and the family as a 
whole [20]. Families structure themselves to achieve continuity across contexts as 
well as across developmental changes [16, 50]. After fleeing their country and leav-
ing the extended family behind, a flexible refugee family will be able to adjust to the 

1 See f.i., Kerig [26]. Also, in the Netherlands, an Armenian mother was sent back to her country of 
origin, while her two children remained in the Netherlands hiding.

Case Example: A Mixed Nationality Refugee Couple Settled in the Netherlands
A mixed Azeri-Georgian refugee couple had settled in the Netherlands. Their 
two daughters were born in the Netherlands. After acquiring the necessary 
documents, the couple was officially married. Dutch authorities intended to 
decline their asylum request but had no options to send them to either 
Azerbaijan or Georgia as a family. Neither country would accept the partner 
other than on the base of a tourist visa (which allows for a stay of only limited 
duration). The threat of being separated caused great distress in this family. 
Finally, after 8 years, they were granted residency in the host country.
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new environment, change in relationships, and division of tasks and roles. The 
ecological model of Bronfenbrenner and Morris [6] postulates that an individual’s 
functioning will be impacted by different circles or layers of social interference. A 
child is dependent first of all of its family members (nuclear or extended), secondly 
of the social surroundings such as school, street, church. A next circle of social 
impact will be the wider community and so forth. These circles of social influence 
will interact with each other. These theoretical notions will be illustrated below 
when we describe how conflict and migration impact families.

 Context

Families, like individuals, cannot be seen irrespective of their context. Models of fam-
ily development, adaptation, and psychopathology are relevant across a range of cul-
tural and ethnic groups [31]. What defines a nuclear or extended family is dependent 
upon cultural customs and values. In some cultures, families are construed by inter-
relationships of three generations where grandparents are actively involved in the 
caretaking of their grandchildren. The cultural and social contexts in which families 
are embedded inform the sense of purpose that guides the family, including family 

Case Example: A Family from Azerbaijan
A family from the Caucasus applied for asylum 5 years ago in the Netherlands. 
They live in a densely populated collective refugee center with people from 
many different nationalities. The husband, wife, and 12-year-old and 16-year- 
old sons live in two small rooms. The husband left his country since he refused 
to support his manager in a political activity. He was taken hostage, mal-
treated, and miraculously escaped to a neighboring country. His father-in-law 
advised him not to return after fearing his safety, and his wife and sons sought 
shelter in a small village. When the eldest son became sick and needed hospi-
tal care, the police discovered their presence. Four police officers broke into 
the house, abducted the two boys and severely abused the mother, who lost 
consciousness. One year later, she and both sons were reunited with their 
father in the host country.

Upon reunion, family dynamics had changed. Both sons, in particular the 
eldest, and their mother, silently expressed their anger toward the father, 
blaming him for their current hopeless situation. The youngest boy copied the 
coping behavior of his mother – at times apathetic, quiet, and anxious, with-
out motivation to play or attend school. He and his mother had frequent night-
mares. Parents were unable to console their children or each other. Nothing of 
their traumatic experiences had been shared among each other. The parents 
felt terribly ashamed about their experiences and were incapable of or did not 
think it would be possible to talk about it with each other ever.
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structure, parents’ socialization goals, family practices and rituals, and the emotional 
tone of family relations [24]. For some refugee men, the risk of being unemployed and 
not being able to provide the family with sufficient means can have a negative impact 
on self-esteem. This can, but not necessarily always does, may lead to violence against 
women and children [43]. For refugee women, having been exposed to sexual vio-
lence can lead to shame, a strong urge to hide, and a sense of a sense of urgency to 
restore families’ values or pride [43]. The meaning and significance of violence and 
forced migration need to be understood within the sociopolitical and cultural frame-
works of both the region of origin and the host country. Because these meaning struc-
tures change constantly meaning structures change constantly as result of migration 
and acculturation processes [2]. Parental practices and beliefs often undergo changes 
in time during the cultural transition after migration [4, 22].

 Consequences of Armed Conflict and Migration on Families

After severe circumstances such as those caused by violence, war, or migration, 
mental health difficulties can develop. Based on interviews with Syrian parents and 
children in Lebanon, Sim, Fazel, Bowes, and Gardner [40] mention three categories 
of burden as a consequence of war and displacement: economic hardship and adap-
tation, psychological difficulties, and lack of safety. In the parent-child relation-
ships, these may be associated with reduced parental supervision and parent-child 
interaction, increased harsh parenting, and increased parental control, respectively. 
These themes are interrelated and make up the daily difficulties some families face 
as a result of their changed circumstances.

First, low socioeconomic status has been identified as a risk factor for decreased 
quality of family functioning. Having little income forces parents to take on extra 
work obligations (when allowed), and may decrease the opportunity to provide in 
their children’s needs. Due to limited financial resources of the families, opportuni-
ties to offer children activities (such as sports or arts, school trips, or holiday activi-
ties) are restricted, and parents are dependent upon the local authorities to grant 
these. Being a single mother and suffering from severe migraine, an Armenian lady 
sent her 10-year-old son for medical examination to the hospital by himself. She 
was available to the doctor by phone.

Second, with regard to psychological difficulties, it has been clearly demonstrated 
that among refugees, individual family members are at a high risk of suffering from 
intrusive, avoidant, and arousal symptoms to such an extent that a posttraumatic 
stress disorder (PTSD) is present. Frequently, PTSD goes together with comorbid 
disturbances such as depressive mood, or anxiety symptoms, in adults as well as 
children [19, 28]. Some responses to trauma, such as nightmares, flashbacks, and 
substance abuse, will have an impact on the relationship with family members. Being 
agitated, easily aroused, having nightmares, difficulty concentrating, being restless, 
depressed, and not being able to perform duties can all directly impact daily interac-
tions with family [3]. The relation between psychological difficulties in parents, for 
instance, parental PTSD-symptoms and psychological distress, and behavioral 
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problems in children has been reported repeatedly (e.g., [15]), either directly or 
mediated by changed parenting style, e.g., more harsh parenting [5] and violence [44].

Thirdly, several changes of residence and perceived discrimination [17] can 
threaten or undermine adaptive family safety and functioning.

 Changed Relationships and Functions

Parenting behavior may be impacted both by posttraumatic and displacement stress-
ors leading to diminished sensitivity, emotional availability, or increased violence 
[5, 11, 46]. Forcibly displaced parents, overwhelmed by worries and uncertainties, 
preoccupied with internal and external problems can perceive their parenting com-
petencies as negative and may feel guilty [13]. For example, the mother of a 12-year- 
old boy from Eritrea regrets that she was not able to pay attention to her child. It was 
a painful experience for her realizing she had not reacted to her son when he told her 
about success in school, because she had been lost in her thoughts. In the case 
example of the family from Azerbijan, the father felt guilty of leaving his family 
behind and did his best to arrange everything for his wife and two sons. While he 
effectively took care of many things (for instance, he did the groceries and cooded 
dinner daily) for his family, he also continued to be blamed by them.

The division of roles and tasks can be changed due to disruptions and losses in 
the family. Children, who are generally faster in learning the new language in a host 
country, become important helpers when dealing with authorities. Children can be 
at risk of being “parentified” if they take on parental responsibilities which are inap-
propriate for their developmental level. However, many children also take pride in 
being able to help their families [27].

 Communication

Communication patterns can help or hinder the adaptation process. Families vary in the 
extent to which they talk about past experiences [10]. In some families, family 

Case Example: Family from Azerbaijan (Continued)
The youngest son fainted while showering. He lost consciousness and fell on 
the floor. His mother heard him falling, ran to the shower, panicked, and ran 
outside and left the building. His brother was able to help by turning down the 
water and bringing the boy outside the shower. Afterward, his mother felt guilty 
about not being able to help her son. She reported feeling overwhelmed by a 
sense of powerlessness that was reminiscent of the traumatic incidents in her 
home country. At that time, she had not been able to prevent her sons from being 
kidnapped. The older boy was upset and angry at his mother, believing her to be 
unable to care for her sons.
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members who have been lost or left behind, and the events that occurred, are constant 
subject of communication with daily following of hometown news on the television. In 
other families, only silent reminders of all changes have a place in family life: the 
expression on mothers’ face after she made a phone call to her sister, a letter from 
immigration services on the table, and a picture of a lost son on the cupboard. But no 
stories are told or shared. The timing and the manner of disclosure are relevant depend-
ing on severity of the parent’s symptoms and their inclination to discuss the trauma [10].

 Making Sense of Experiences

Adjustment is fostered when there is room to create a meaningful explanation of 
traumatic events and disruptive changes – when family members manage to “make 
sense of experience.” Making meaning of adversity helps to normalize and contex-
tualize distress and facilitate appraisal and views as meaningful, comprehensive, 
and changeable [50]. Parents vary in their attempts to explain their traumatic experi-
ences or the reason of their flight out of their home to children. For example, some 
children were told they were going to visit family or relatives when they actually 
fled their town. Parents may consider it too dangerous to inform their children 
before leaving, attempting to protect them and themselves, and in order not to jeop-
ardize their flight. Family secrets, divergent beliefs, and family rules prohibiting 
disclosure may inhibit shared family meaning [35]. Avoiding discussion about trau-
matic experiences, flight or loss can interfere with the process of co-construction of 
meaning within the family. Not knowing what and why something happened may 
lead children to fantasize that they are to blame and that they made a mistake or said 
something wrong or feel disappointed. For example, a girl who had escaped Teheran 
with her mother had been told they would go on a trip abroad. Only after a while she 
understood it would be an indefinite departure. Her mother had feared she would 
have told someone about their departure and didn’t want her deceased husband’s 
family to know.

 Resilience

Resilience or the ability to “bounce back” refers to a dynamic interactive process, 
implying continuous interactions of within and between multiple systems around a 
family [45, 48]. The dynamic interaction of protective factors and processes at indi-
vidual, family, and community level is aimed to foster positive adaptation [8, 39]. 
Many refugee families demonstrate their capacity to function adaptively in the face 
of adversity [9, 49] by (1) organizational patterns (flexibility, connectedness, mobi-
lizing social and economic resources), (2) communication and problem-solving (dis-
tancing, separatedness, independency [37]), and (3) belief systems that influence 
how family members make meaning of adversity, preserve hope, and harness spiritu-
ality to serve as a source of strength and even to achieve posttraumatic growth and 
transcendence. Refugee mothers from Eritrea/Ethiopia in a multifamily group believe 
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that their faith, the ability to value what they have, hope, and care for children and 
mutual support are strenghtening them to finding ways to go on even though they are 
still living under difficult circumstances and without certainty about stay permit.

 The Potential of Family Groups

Chronic adversity without sufficient adult support leads to a constant activation of 
the stress response system of children, which increases the risk for psychological 
problems and stress-related diseases in later life [41]. Preventive mental health 
interventions that aim to stop, lessen, or delay possible negative individual mental 
health and behavioral sequelae through improving family and community protective 
resources in resettled refugee families are needed [53]. In ARQ Centrum’45, a men-
tal health care institute in the Netherlands, mental health care, we have adapted 
multifamily therapy (MFT) [1] for use as a preventive program in different settings 
[33, 51]. The aims of this program vary according to the needs of participants but 
always entail:

• Strengthening the resources within families and coping capacities to deal with 
stressors

• Fostering a social network around families
• Enhancing positive parenting and parent-child relationships

A focus on families is considered a powerful approach for preventive mental 
health interventions [18], and family groups offer many possibilities for empower-
ing and strengthening protective processes within and between families.

 Multifamily Groups

The multifamily approach combines group and family interventions for four to eight 
families, sharing similar problems. In a natural, safe, playful context, families are 
encouraged to interact and help each other solve problems, learn new skills, and 
experiment with new behavior. Multifamily groups can be considered as both a 
method and a setting. Family groups can be carried out in various context and loca-
tions (clinics, schools, asylum centers, or other places) (see Box 15.1). A flexible 
setting allows working with family groups but also splitting up into sub-groups 
(e.g., children of similar age, mothers, fathers, parents) when needed. Creating a 
context for problems can open possibilities for tailoring the approach: defining 
which problems need to be addressed, who to be included, the number of sessions 
and deciding whether an open or a closed group would be more preferable [1]. In a 
preventive multifamily group called “Good parenting in difficult times,” which 
Mooren and Bala [33] implemented in a center for asylum seekers faced with a 
long-lasting asylum procedure without a certain outcome, parents found it 
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important to learn how to cope with stress and protect children from their own stress 
reactions.

While open in setting, family groups as a method have a rather strict, clearly 
defined structure: an introductory icebreaking activity, an energizing activity, and 
then a core exercise centered on a theme that is significant to the group, ending with 
a pleasant and interactive reflection (see Box 15.2). A reflection exercise is intended 
to make participants think, evaluate, and consider what they have experienced in the 

Box 15.1 How to Plan a Group
• Who would be the participants of the group?
• What is a central problem/topic for the group?
• What are the goals? Which interventions to choose?
• How many sessions need to be planned?
• Which problems would be treated in the group with families and which 

problems need to be planned to separate parents and children?
• How many facilitators are needed?
• Will it be an open or closed group?
• Which room/space will be appropriate for the group sessions?
• Are there contra-indications for participation; if so – which are they?

Box 15.2 Icebreakers and Exercises

Examples of icebreakers
Musical chairs
Stone, paper, scissors/rabbit, 
arrow, wall (or any other 
children’s game that are known)
Pulling or jumping rope
Creating a spider network (a rope 
is being thrown to each of the 
participants standing in a circle; 
while they throw the rope, they 
hold on to it, thereby creating a 
web) exchanging compliments 
and symbolizing their being 
connected in the group

Examples of core activities
Sources of stress and coping (metaphor: The bucket 
and the treasure box).
Playing a game (memory).
Drawing what’s (thoughts, ideas, wishes) in the 
head of your parent/child.
Drawing an animal that a person identifies with 
(because of positive characteristics or talents) on 
paper, attach it to your body and walk around as if 
at a social gathering. Participants will explain the 
reason of their animal choice to others. They may 
subsequently group themselves according to 
similarities and differences of the sorts. When 
working with families or teams, a next question 
may relate to strengths and weaknesses that are 
represented in the teams (what additional 
characteristics would be needed to empower the 
family or team?).
Social gathering or reception party with participants 
writing compliments for each other. They are asked 
to write it on post-it and stick them to other persons.
Step in your child’s/parents’ shoes – outline shoes 
on piece of paper and step on the paper of your 
child/parent.
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group. What do they want to remember, continue practicing or doing, what has been 
a take- home- message? Anyone who has familiarity in working with groups and/or 
families can be a group facilitator, so these can be social workers, teachers, or psy-
chotherapists. Group facilitators take a specific position within these group ses-
sions: they are responsible for session programming, but during the meetings, they 
keep a predominantly background position. They offer activities and maintenance 
of rules that apply to group work (safety, structure), facilitate interactions between 
families, and stimulate reflexive thinking [1]. While a facilitator is responsible for 
the context, parents are responsible for their children at all times [1].

In between exercises that function as icebreaker or facilitate reflection are core 
thematic activities. These address themes that are relevant for the group concerned, 
e.g., reducing home violence, dealing with uncertainty (having no legal permit to 
stay in the host region), or, as in the case of our family groups in the West Bank, 
taking care of a child with a disability [51].

To generate topics for core activities, a list of stressful aspects of living in a col-
lective reception center was gathered, by asking the group members to write exam-
ples of stressful experiences on small notes, which were collected in a bucket. It was 
then explored how then explored how to cope with these stressors and shared ideas 
by creating a treasure box. Parental sources of support were examined by drawing a 
sociogram, while children painted a picture of their hometown memories. Parents 
and children drew a fantasy figure together on a large piece of paper, demonstrating 
their talents and strengths and making the figure into their own “code of arms” 
reflecting their families’ pride and values. In another example on the theme of stress-
ful aspects of living in an asylum seeker center, families wrote a script for a docu-
mentary about life in a refugee center. Activities and exercises can also be adapted to 
cultural traditions, such as coffee ceremonies in Eritrean culture (see also [52]).

 Family Groups in Different Contexts

Multifamily groups can easily be adapted to different contexts and cultures. Besides 
implementing family groups in our Western therapeutic setting with refugees and vet-
erans, the method has also been adopted for implementation in a conflict region. In 
cooperation with Birzeit University and a Community-Based Rehabilitation (CBR) 
program on the West Bank (occupied Palestinian territory), the approach has been 
adapted for use in groups of mothers/caretakers of children or other family members 
with a disability [34, 51]. CBR field workers working with mothers and caretakers of 
people with a physical or psychosocial disability had noticed that the women they work 
with found relief in seeing each other at social, educational, or cultural activities. 
Working together with two academic colleagues from the Institute of Community and 
Public Health of Birzeit University, CBR workers were next trained in using the multi-
family group facilitation skills to organize support groups for these mothers. Over a 
5-year period, the CBR program established about 30 ‘mothers groups’ which are 
facilitated by CBR workers. They use basic techniques to facilitate listening and shar-
ing stories and experiences about caring for the person with the disability or about 
more general family issues they find difficult to deal with. Together the group members 
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develop ideas to help each other, and to laugh together. Nahreez, one of the CBR work-
ers, says: “It was hard for us to learn to not always come up with solutions for the 
mothers, but to ‘sit on our hands’ (see Box 15.3) and to facilitate the group in such a 
way that the mothers themselves offer suggestions to each other.” Maha, who has a 
child with autistic spectrum disorder, says: “I struggled to toilet train my son, but the 
ideas that I got from another mother in the group have really helped me. It is so special 
to be in this group and to feel that you are not alone. The members of my group all have 
autistic children and we can learn so much from each other. Especially because even 
the professionals, like doctors and psychologists, are often not able to help us!”

 Effectiveness of Family Groups in Different Contexts

Although research has demonstrated that multifamily groups are effective for fami-
lies dealing with depression [25, 29], eating disorders [23, 54], schizophrenia [30], 
and children’s behavioral difficulties [32], few studies exist that have been con-
ducted in war or conflict-stricken and migrated populations (see Box 15.4). Weine 

Box 15.3 Principles of Multifamily Groups
• Families supporting other families, based on acknowledgment and equal-

ity. All family members recognize the struggles in other members of other 
families and may learn from solutions that are brought forward.

• Building on resources and generating hope: “Yes, we can.”
• Sharing experiences and eliciting the narration of stories creates acknowl-

edgment and social cohesion, starting with natural curiosity.
• Participants of family groups are the experts, helping each other.
• Group facilitators “sit on their hands,” maintain responsibility for partici-

pants’ interactions, but refrain from intrusive interactions. They facilitate 
participants interacting.

• Power of pleasure: Fun activities are part of family groups in order to fos-
ter positive interactions.

Box 15.4 The Benefits of MFG (for Refugee Families)
• Overcome isolation and stigmatization
• Become more flexible when faced with possibilities of multiple perspectives
• Regain a sense of control by offering help to others, instead of feeling iso-

lated and helpless
• Allow families to discover and practice new competencies
• Increase hope instead of hopelessness
• Help children and parents to understand each other and share pleasurable 

moments.
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et al. [52] organized family groups in the USA for refugees in the aftermath of the 
Balkan war. The preventive intervention was the Balkan custom of drinking coffee 
while sharing stories (CAFES). The results indicated that a multiple family group 
was effective in increasing access to mental health services and that depression and 
family comfort with discussing trauma mediated the intervention effect [52].

 Concluding Remarks

In this chapter we advocated for a family approach in programming in response to 
violence, war, and migration. Family members are unique in their capacity to pro-
vide support to each other, in particular to children who are vulnerable due to cumu-
lative stressors and discontinuity in their lives. When all family members suffer 
from distress, their capacities to support each other may be diminished. Families’ 
resources can be depleted due to severe adversities and long-lasting cumulative 
stress. Dysfunctional family adaptation can become a source of additional stress and 
a risk for parent-child relational problems and child development. Preventive or 
early intervention programs that are focused on strengthening families as a source 
for natural support may be effective in helping families adapt to changed situations. 
We have described multifamily groups as a method to work with refugee families. 
The advantages of working with families within groups can increase acknowledg-
ment and create a social support network, as well as improve the quality of parent-
ing and interaction among family members.
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 Introduction

This chapter focuses on barriers refugee families and children face in engaging with 
mental health services and identifies practical recommendations and strategies for 
practitioners to overcome these barriers and encourage involvement of refugee fam-
ilies in programs that promote child and family functioning. We write from our own 
perspectives as community leaders, healthcare professionals, and researchers 
engaged in community-based refugee mental health work. Although our experi-
ences are based within the context of refugee third country resettlement in the 
United States, we discuss issues that are equally relevant for mental health profes-
sionals who are looking to implement mental health programming in humanitarian 
settings that follow best practices around community-based protection, mobiliza-
tion, and support [13, 33, 40]. Tej Mishra, Bhuwan Gautam, and Abdirahman Abdi 
write as individuals with Bhutanese and Somali Bantu refugee life experience who 
have dual roles as community leaders and members of a larger research team 
involved in the implementation of evidence-based prevention interventions in their 
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respective communities. They reflect on what they want outsiders to know about 
their communities and steps outsiders should take in order to develop successful 
relationships with refugees. Rochelle Frounfelker, Jenna Berent, and Theresa 
Betancourt write from their perspective as researchers, clinicians, and public health 
practitioners affiliated with academic institutions, reflecting on the successes and 
challenges they have experienced engaging in community-based research and fam-
ily interventions with refugees.

 The Family Strengthening Intervention for Refugees (FSI-R)

Our experience with community-based prevention interventions is based on work 
with Somali Bantu and Bhutanese refugee communities in the Greater Boston, 
larger Massachusetts, and Maine areas in the United States. The senior author (TSB) 
initiated partnerships with both refugee groups with the goals of understanding the 
challenges and strengths of refugee families and using this information to adapt an 
evidence-based family intervention to meet the needs of the populations [6]. The 
work is informed by a community-based participatory research approach (CBPR) 
[37] that aims to create equitable partnerships between researchers, service provid-
ers, and Bhutanese and Somali Bantu refugee communities. In CBPR, different 
stakeholders come together around shared goals and interests to build the capacity 
of community members and facilitate the successful development and implementa-
tion of community-based interventions [14, 20, 37]. Although our work is done 
within the context of a research partnership, it is aligned with UNHCR guidelines 
on using a community-based approach in humanitarian settings [31]. Such an 
approach emphasizes building partnerships between humanitarian workers and ref-
ugee populations, identifying and supporting capacities and skills of war-affected 
individuals, and has the goal of empowering and reinforcing the dignity and self- 
esteem of vulnerable communities [31].

The initial phase of our work consisted of using qualitative methods to conduct 
community needs assessments and identify mental health syndromes and cultural 
idioms of distress used in both refugee groups to discuss child mental health prob-
lems [6]. The second phase of work involved using this information to adapt an 
existing evidence-based intervention developed by Boston Children Hospital’s Dr. 
William Beardslee [2–4]. This intervention, the family-based preventive interven-
tion (FBPI), was designed to prevent depression in children of depressed caregivers 
and has been adapted for use in a diverse range of cultures, including HIV-affected 
families in Rwanda [7]. The relevance and utility of the intervention for families 
affected by the Rwandan genocide led the senior author (TSB) to see the potential 
of using the core components of the FBPI with other war-affected populations in the 
United States. The adapted Family Strengthening Intervention for Refugees (FSI-R) 
involves a series of separate and joint meetings (partitioned into modules) with chil-
dren and parents to discuss the past challenges the family has faced, identify 
strengths that have helped the family get through difficult times, and build positive 
coping strategies to overcome current stressors for supportive family relationships. 
The intervention includes psychoeducation material on mental health, promoting 
resilience, and positive parenting (see Table 16.1). In the third phase, we conducted 
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an FSI-R pilot randomized controlled trial of the intervention to assess its feasibility 
and acceptability in both Bhutanese and Somali Bantu communities [5]. Throughout 
these three phases, we encountered various challenges engaging Somali Bantu and 
Bhutanese refugees in the work.

Table 16.1 FSI-R Curriculum

Modules Theme(s) Content Aims
1–2 Introduction Introduction to the 

intervention’s goals and 
structure.
Creation and discussion of a 
“family narrative”.
Identification of family 
strengths and challenges.
Identification of family goals.

Prepare caregivers for 
intervention.
Begin to establish a 
trusting relationship with 
caregivers.
Understand family’s 
circumstances from 
caregiver point of view.

3 Children and 
family 
relationships

Creation and discussion of a 
“Family Narrative” from a 
child’s point of view.
Identification of family 
strengths and challenges.

Establish a trusting 
relationship with 
children.
Understand family’s 
circumstances from 
child’s point of view.

4 Responsive 
parenting and 
caregiving

Identify ways to engage and 
respond to children, build and 
maintain positive parent-child 
relationships.
Identify and model ways to 
discipline children and 
alternatives to harsh 
punishment.
Explain importance of adults’ 
active involvement and 
communication with children.

Introduce strategies to 
manage stress and reduce 
harsh punishments.

5 Engagement with 
the US education 
system

Importance of parental 
engagement in the US 
education system.
Coaching on specific, 
age-appropriate structured 
activities families can 
incorporate into their daily 
routines to talk to their 
children about school.

Educate caregivers on the 
education system in the 
United States.
Empower caregivers to 
engage with schools and 
their children’s 
educational experience.

6 Supplemental 
module: Promoting 
health, Well-being, 
and safety

Discussion and demonstration 
of stress management.
Guide for healthy eating and 
engaging in physical activity.
Discussion of household 
hygiene.
Effective strategies for 
prevention and wellness.
Identification of the health 
risks of excessive alcohol 
consumption.
Staying safe in the community 
and at home.

Help caregivers learn 
about good physical and 
mental health.
Identify strategies that 
promote health, 
well-being and safety.

(continued)
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Table 16.1 (continued)

Modules Theme(s) Content Aims
7–8 Communicating 

with children and 
caregivers

Building communication skills.
Identifying ways to respond 
well to hard questions.
Preparing for family meeting.

Prepare caregivers and 
children for the family 
meeting.
Build skills related for 
improved child-parent 
communication.

9 Uniting the family Facilitate a family meeting.
Create shared understanding of 
resettlement and focus on 
family strengths.
Recognize each family 
member’s experience and 
views.

Promote positive 
communication between 
children and caregivers.

10 Bringing it all 
together

Create a plan with the family 
for how they will apply what 
they have learned going 
forward.
Discuss ways to involve all 
family members in these 
strategies, activities, and 
routines.

Empower the family to 
practice and implement 
new strategies and skills 
learned throughout the 
intervention.

 Barriers to Care

There are numerous barriers that prevent refugee children and families from engag-
ing in mental health services (see Table 16.2). In third country resettlement, struc-
tural barriers include issues such as transportation and time. Oftentimes, families 
have limited access to cars or public transportation, making traveling to a second 
location for services difficult [8]. There are multiple and complex challenges and 
priorities such as securing employment and housing, navigating welfare and health-
care systems, and adjusting to a new educational system that consume the time and 
energy of refugee families and children [15]. In humanitarian settings such as refu-
gee camps, families must focus on securing the basics of food, clothing, and shelter 
in order to survive through a time of great uncertainty and upheaval [33]. 
Additionally, general healthcare services, let alone mental healthcare, may be 
extremely limited in scope. Thus, even if families are concerned about the well- 
being of their children, they may not be able to access services for very practical 
reasons.

Additionally, there are many salient cultural barriers. On a very concrete level, 
language barriers between refugees and providers are a significant concern [24, 41]. 
In both humanitarian settings and third country resettlement, refugee population 
knowledge of, and fluency in, the primary language spoken by humanitarian work-
ers and healthcare providers varies greatly. Likewise, there may be very few clini-
cians who speak the language of certain refugee groups, and finding translators to 
bridge the provider-client communication gap can be challenging [8]. Our work 
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with the Somali Bantu community highlights these issues. Due to educational bar-
riers in Somalia and limited educational opportunities in refugee camps in Africa, 
few Somali Bantu were fluent in English prior to resettlement in the United States; 
additionally, the Somali Bantu we work with speak Maay Maay, a little-known non- 
written language used by some of the Bantu ethnic-minority in Somalia. Although 
some providers rely on family members for translating with clients, this is inappro-
priate, as it not only violates confidentiality, but also means that clients may be less 
inclined to be open and honest with providers because others are present. In addition 
to language barriers, there may also be an overall lack of fit between Western treat-
ment modalities and the beliefs, values, and norms of refugee populations. In some 
cases, this leads individuals to seek out traditional healers and non-Western forms 
of treatment used in their country of origin [41]. Based on our experience with 
Bhutanese and Somali Bantu communities, there is widespread use of religious and 
traditional healers for a range of health problems, including mental health. Refugee 
populations frequently do not disclose the use of complementary or alternative med-
icine out of fear of being judged by Western healthcare providers.

Other barriers include stigma around mental health problems [8, 25, 26, 35] and 
general distrust of providers [15, 18, 24, 30]. Beyond stigma, refugee groups may 
frame, conceptualize, and understand mental health issues and symptoms very differ-
ently from Western psychiatry. As one of our authors, a refugee community leader 
succinctly explains, “Who cares about mental health issues if you don’t know what 
they are?” In the Bhutanese and Somali Bantu communities, it is common for indi-
viduals to not recognize that something they are feeling or experiencing may be a 
manifestation of a mental health condition (e.g., that feeling tired and lack of energy 
could be a symptom of depression). There is frequently limited prior experience or 
awareness of formal mental health treatment [8, 28]. In addition, practitioners may 
have a lack of understanding of local and nonthreatening terms for describing emo-
tional and behavioral conditions. Learning local language, culture- bound mental 
health syndromes, and culturally relevant idioms of distress can help to demystify 
emotional and behavioral problems and increase community engagement [6].

Category Barriers
Structural Transportation.

Competing priorities – housing, food, 
employment, education.
Time constraints.
Limited availability of services.

Cultural Language.
Stigma.
Poor alignment between Western/European 
conceptualizations of mental health and 
those of local communities.

Other Focus on clinic-based, as opposed to 
community-based services.
Providers fail to engage with and promote 
buy-in from refugee communities.

Table 16.2 Refugee child 
and family barriers to 
accessing mental healthcare
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 Beyond the Clinical Encounter

There are strategies to overcome these barriers and increase engagement in services 
[9]. For instance, in the context of third country resettlement, some programs 
increase accessibility of clinical care for children by providing services in school 
settings [10, 11, 42]. Other strategies include using cultural brokers/refugee com-
munity health workers as part of the clinical team to address and overcome language 
barriers and other cultural issues [29]. Furthermore, mental health providers can 
provide psychoeducation to refugee communities around mental health, diagnoses, 
and therapy options [27, 34]. Another strategy is to reframe the components and 
critical ingredients of Western therapies, such as cognitive behavioral therapy, using 
terminology that is more aligned with the belief systems and worldviews of refugee 
groups [16].

There is a larger question about the appropriateness, both in terms of access and 
acceptability, of clinical services for refugee populations [19]. Is therapy and psy-
chiatric medication adequate to address the underlying causes of mental health 
problems? While historically there has been a focus on clinic-based, individual- 
level mental health interventions for refugees, there is increasing interest in inter-
ventions that adopt a more ecological perspective in terms of being both more 
embedded in community settings and also working with larger systems, such as 
entire families, that impact child psychosocial well-being [21–23]. Indeed, IASC 
Guidelines on mental health and psychosocial support in emergency settings high-
light that while clinical services delivered by mental health professionals are war-
ranted, the vast majority of supports should focus on advocating for basic services 
and security, supporting community-based initiatives for children, and providing 
more focused psychosocial supports for individuals and families [33]. In addition, it 
is worthwhile to consider interventions aimed at preventing mental health problems 
among refugee children and promoting the functioning of the entire family, thereby 
decreasing the need for acute care services [12, 38, 39].

 Engagement and Buy-In from Refugee Populations

Community-based mental health prevention programs will not be successful if out-
side practitioners attempt to come into a community and impose an intervention on 
the population, no matter how well-intentioned. There must be mutual understand-
ing about, and interest in, interventions based on a partnership between healthcare 
providers and the community. To build good rapport and a positive relationship with 
a specific refugee community, it is important for practitioners to understand com-
munity dynamics more generally and how communities negotiate accepting and 
participating in new programs designed to help the community more specifically. 
Certain refugee communities have a history of communal living and decision- 
making, where there are covert leadership structures. The leaders can be educated 
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individuals who are widely known and respected in the community, oftentimes 
people who have been community heads and leaders since their time in the country 
of origin. Leaders are also often individuals who either volunteer or work as case 
managers, healthcare navigators, pastors, pandits, and so on in the resettled country. 
It is important to realize that there can be multiple community “leaders” who some-
times have rivalries among themselves. This creates divisions and subgroups within 
the larger refugee group based on whom a designated leader most frequently serves 
and provides assistance to.

When securing buy-in for community-based interventions, it is imperative that 
these groups (i.e., their respective leaders) be brought together to illustrate how 
interventions can address a shared interest for the whole group. These community 
dynamics are typically formed based on culturally defined subgroups that are often-
times “invisible” to outside practitioners and do not become apparent until project 
activities are initiated. Body language, indirect styles of communication, and other 
culturally specific expressions make it difficult for outsiders to understand the senti-
ments, demands, and expectations of the community. Thus, it is ideal to involve 
members of the community in initial discussions related to potential community- 
based interventions to conduct preliminary informal investigations to understand 
these dynamics and plan accordingly. Reaching out to refugee self-help organiza-
tions in the community is one way to establish relationships. For instance, in our 
experience, Bhutanese refugees are a very heterogeneous population with subgroups 
formed based on characteristics such as ethnicity, language, religion, and historical 
caste dynamics. We experienced setbacks in the initial phases of our work with the 
community because we were not aware of these hidden community dynamics and 
unknowingly excluded subgroups in initial project planning and staff hiring deci-
sions. We temporarily stopped program activities to develop better relationships 
with community members, build trust with refugee project staff in order to facilitate 
more open discussions about community dynamics, and identify strategies to use 
moving forward, such as implementing more transparent hiring practices and engag-
ing in more purposeful outreach activities to connect with subgroups in the com-
munity. The lessons we learned from our work are well articulated in a UNHCR 
community-based protection policy brief, which emphasizes that developing com-
munity relationships and selecting community partners by necessity take consider-
able time and sensitivity [32].

Community advisory boards (CAB) are an essential part of deepening engage-
ment with community stakeholders. They are formed and maintained to act as a 
liaison between a refugee community and an intervention program. Advisory boards 
need to be representative and formed in close and transparent processes with com-
munity partners. Gender, age group, occupation, status as parents or nonparents, 
participation of children, and other sociodemographic factors should be considered 
when inviting members to join the group. Roles and expectations, including time 
commitment and frequency of meetings or other forms of involvement, should be 
outlined clearly with the group. Individuals with no or minimal exposure to higher 
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education may find it hard to understand the concept of mental health prevention 
interventions, and it can be intimidating for them to provide their input and opin-
ions. Although this may pose added challenges, it is critical that people of all educa-
tion and economic backgrounds are included to garner diverse perspectives. In some 
cases, separate groups for men and women and for adults and children may be 
appropriate. It can also be important to set up policy and/or clinical advisory boards 
depending on the topic of focus. Thus, programs should have plans to invest 
resources and time to educate and involve members for the duration of the project, 
as well as to engage such partners in disseminating the findings of collaborative 
research.

It is not ideal, nor practical from a community member perspective, to reach 
out and invite individuals to meetings only when service providers deem their 
input “necessary.” Due to project priorities, individuals outside the refugee com-
munity can easily forget this. We learned this the hard way and have had to rebuild 
CABs numerous times over the lifetime of the project. The most challenging 
aspect of this work is in retaining board membership. It should be acknowledged 
that CAB members are, in most cases, volunteering their time amidst competing 
priorities related to their own family and personal life. Benefits of CAB participa-
tion must be made explicit in order for individuals to continue participating and 
provide input. If the project cannot provide financial benefits, programs should 
consult with the same group and find ways that render motivation for them to 
participate. Some form of compensation for donating time and expertise is very 
important for reasons of fairness/social justice, as well as to reward individuals 
for continuous participation. Also, overcoming relevant barriers to participation, 
which in our case included meals, transportation, and childcare, should also be 
considered. Workers in humanitarian settings should collaborate with affected 
communities to identify relevant, context-specific barriers that need to be 
addressed.

Youth CABs are especially important if the intervention or program aims to 
engage or address the needs of children or families. Children often have unique 
perspectives, needs, and challenges from adults, and due to increased intergen-
erational divides between adults and children of refugee families, child involve-
ment in refugee programming is even more critical. With trust and rapport, 
children can share their experiences and views on important issues such as 
school, bullying, family dynamics, drug and alcohol use, and other pertinent 
issues that program implementers might not be considering or addressing 
appropriately. Consequently, programs or interventions can be better adapted 
to foster their engagement and address their needs [17]. In community-based 
work, including public health research, outreach, and coalition-building, chil-
dren are considered a vital resource for catalyzing community change [1]. 
Youth CAB involvement can also foster leadership skills, as well as profes-
sional, personal, and general life skills, and help empower children and youth 
to be active members of their communities [17]. Similar to the adult CABs, 
consideration of age, gender, background, and other cultural elements is criti-
cal when recruiting members for the board.
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 Design Interventions Using Community Knowledge

In order to develop and promote the successful implementation of community- 
based interventions, practitioners must value ideas and opinions of members in the 
refugee community. This requires ongoing communication between CABs and out-
side practitioners. There are multiple benefits to this communication. First, there is 
tremendous scope of knowledge sharing, including an understanding of the com-
munity culture to be shared with outside practitioners. In turn, there is an opportu-
nity for members of the refugee community to learn about community interventions. 
This is one way to reach the goal of community empowerment by sharing knowl-
edge capital on both sides. Second, building relationships between practitioners and 
community members makes collaboration between the two parties more desirable, 
as members of the community feel that their opinions are valued by outside practi-
tioners and integrated into program designs and implementation activities. Finally, 
specific to interventions designed to promote child mental health, family member 
relationships, and how the dynamics of these relationships impact well-being, are 
contextually dependent. Community members understand cultural dynamics such 
as multiple marriages and tribal/caste systems that affect family functioning. As 
such, community members know more about what is best for families than any 
outside individual or group. It is almost unimaginable for a program to effectively 
address these issues without informed involvement of individuals who know the 
culture as well as the objectives, goals, and content of the intervention.

 Engaging Families in Intervention Work

For interventions such as the Family Strengthening Intervention for Refugees (FSI- 
R), which is designed to address the strengths, challenges, and goals of all family 
members, family engagement is essential for success. If the family is too busy, not 
interested, does not recognize the value, or is preoccupied with other issues, then 
they likely will not benefit from the information, skill-building, and sharing of per-
spectives and feelings that the program elicits and depends on. Engagement can 
pose an even greater challenge when working with low-income, underserved, or 
transient populations [36]. From our own experiences, the engagement challenges 
can be further exacerbated among families who have undergone the refugee experi-
ence and are experiencing additional resettlement stressors.

Through implementation of the FSI-R, we have experienced several challenges 
to family engagement. A major challenge is helping families recognize the value of 
participating. The idea of a family coming together and discussing their history, 
while focusing on strengths and resilience, and learning techniques for positive par-
enting and communication may seem quite unfamiliar and strange to many families. 
Furthermore, the concepts and value are abstract, with uncertain direct benefits. The 
family may either not find it useful or not be able to realize the long-term value of 
the intervention on their family’s well-being and functioning. For many refugee 
families, prevention programs are a completely foreign and Western concept. With 
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no previous exposure to such concepts or wide societal endorsement, it takes both 
time and effort to get buy-in of the benefits and engagement of the family members.

Another major challenge includes navigating time constraints and competing 
priorities experienced by families, especially among underserved populations. 
Many of the caregivers in the families we work with have long work hours, over-
night shifts, and long commutes. Consequently, both caregivers are rarely home at 
the same time. The children are also in school, sometimes work, and are often 
engaged with other activities and social lives. With competing priorities around 
work, childcare, and elderly care obligations, finding an appropriate time that fam-
ily members are all home and available for each module is challenging.

Lastly, engagement is also dependent on managing family expectations. 
Unfortunately, given the nature of the FSI-R, we cannot address the needs of all 
families, and often times they are focused on resolving more pertinent issues rather 
than focusing on parenting skill-building or communication techniques. Many of 
the families we work with might be navigating challenging US systems, such as 
welfare, housing, taxes, healthcare, education, etc. It is often common for the fami-
lies to want to focus on handling many of these more pressing, consequential issues, 
and they turn to the FSI interventionists for support with these challenges. It is 
understandably difficult to help the family handle these issues while also gaining 
their attention, engagement, and commitment to the FSI program. Competing pri-
orities and challenges are equally relevant in humanitarian settings, and intervention 
components and delivery strategies need to be adapted to respond to local realities.

Despite these challenges, we have learned important lessons and, together with 
the team and consultation of both adult and youth CABs, have created effective 
approaches to improving engagement. For one, we emphasize flexibility with the 
interventionists and families. Our interventionists strive to keep a schedule that 
allows flexibility to meet the family’s needs around scheduling sessions. Oftentimes, 
sessions are held on the evenings and weekends and rescheduled multiple times to 
allow for more family members to be present. Another approach to engagement is 
to tailor the intervention to the unique needs of the family and spend more time 
focusing on modules that are particularly important or relevant to them and less time 
on other modules. We also designate a certain amount of time prior to each session 
to help the family navigate more pressing issues. Some of these issues may be out 
of the scope of the intervention, but we strive to address them and/or link the family 
to other resources in the community before proceeding with the contents of the 
intervention modules. That way, the family will be more likely to feel relaxed and 
ready to focus on the other elements of the intervention. Furthermore, we train our 
interventionists to coach the families on how to best address these issues, with goals 
of enhancing capacity building and empowering the family, so that they might be 
able to handle them on their own in the future and decrease reliance on community 
health workers and case managers.

Interaction between the interventionist and the family is another important com-
ponent to improving engagement. The FSI-R is designed to be conversational and 
includes role-plays, vignettes, art, poster boards, and other forms of interactive 
communication, rather than a one-way direction of information sharing. 
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Interventionists have separate sessions with children to help gain their trust, build 
rapport, and privilege their experiences and perspective on the family. Interventionists 
also bring crayons and small toys for the children to play with while participating in 
the FSI-R to help increase engagement. Lastly, our staff for the FSI-R are recruited 
and trained from the community, which is another key piece in facilitating family 
engagement. They are trusted, well-respected, and often considered leaders in the 
community, who, of course, speak the local languages. Equally important, they 
understand the culture and the needs of their community and serve as critical play-
ers in helping the FSI-R meet the needs of each family.

 Conclusion

There are numerous challenges to engaging refugee family and children in mental 
health services. In order to overcome these challenges, it is important to move 
beyond clinic-based encounters and develop community-based prevention interven-
tions developed in partnership with refugee communities. Developing and main-
taining community partnerships are critical throughout all phases of work, ranging 
from identifying refugee community problems and strengths, designing interven-
tions, to implementing programs. Navigating refugee community dynamics can be 
extremely challenging, and transparency and open communication via CABs are 
essential. When implementing interventions, there are additional practical and cul-
tural challenges that must be overcome in order to successfully engage refugee 
families and children. Ultimately, putting in time and effort to develop and sustain 
refugee community-provider partnerships can lead to successful and effective 
interventions.
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