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Abstract Currently hundreds of thousands of minor refugees
entered Europe. This group has been exposed to traumatic
events pre-, during, and post-migration and is at increased risk
of developing psychiatric disorders. In this article, we describe
the results of our literature search on screening and interven-
tions for post-traumatic stress disorder (PTSD) in minor refu-
gees, in order to make recommendations for clinical practice.
Results show that studies on diagnostic accuracy of assess-
ment instruments and efficacy of mental healthcare interven-
tions in this population are lacking. Traumatic experiences
pre-flight, during the flight and at resettlement, superimposed
by parental PTSD, and other contextual factors, might lead to
more than 25% of minor refugees developing PTSD.

Conclusion: To enhance the number of minor refugees rec-
ognized with PTSD, we recommend the use of a brief screen-
ing instrument. A public health approach, focusing on envi-
ronmental supportive factors is the first step in treatment for

this group, followed by short-term psychological group inter-
ventions focusing on psycho-education and stress reduction.
Minor refugees with no improvement in PTSD symptoms by
these interventions need referral to specialized mental health
care services. Mental health providers should be culturally
competent.

What is Known:

• Post-traumatic stress disorder, anxiety, sleeping problems, and
depression are the most common psychiatric disorders in minor
refugees.

• Evidence based methods on screening and interventions in minor
refugees with psychiatric disorders are lacking.

What is New:

• In the absence of validated screening tools a best practice reliable, quick
and child-friendly tool is presented.

• A layered system for mental health care and psychosocial support in
minor refugees is explained.
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Abbreviations
CRIES Children’s Revised Impact of Event Scale
DSM-5 diagnostic and statistical manual of mental disor-

ders-5
EMDR eye movement desensitization and reprocessing
IASC Inter-agency Standing Committee
IES impact of event scale
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KIDNET narrative exposure therapy for children
NICE National Institute for Health and Care Excellence
PTSD post-traumatic stress disorder
TF-CBT trauma focused-cognitive behavior therapy

Introduction

During the current refugee crisis, hundreds of thousands of
minor refugees are entering Europe [19]. In 2015, more than
1.25 million refugees requested asylum in Europe, the major-
ity was of Syrian nationality [46]. Nearly one third (29%) of
these refugees were minors [3]. Almost a quarter (23%) of the
group of minor refugees was traveling without their parents
(unaccompanied minors) [3]. In the literature different termi-
nology for minor refugees is used. An asylum seeker is a
person who applies for the right to reside in a foreign country
and to be protected as a refugee by that country, but who has
not yet been approved as a refugee. When we speak of minor
refugees in this article, we include forcibly displaced children,
minor asylum seekers, and unaccompanied minor refugees.

Refugees are defined as having a “well-founded fear of
being persecuted for reasons of race, religion, nationality,
membership of a particular social group or political opinion
in the country of their nationality” [42] and migrate for polit-
ical reasons, whereas economic migrants may migrate for eco-
nomic or educational reasons. Migration gives a higher risk of
mental and physical health problems. Within the groups of
migrants, refugees, especially women, elderly, and
(unaccompanied) minors, are the most vulnerable to mental
and physical health problems; common mental disorders are
twice as high as in economic migrants [4]. In minor refugees,
exposure to different kinds of traumatic events like war, tor-
ture, abuse, trafficking, the flight itself, and abduction of their
parents, are associated with a variety of psychological prob-
lems. Besides the traumatic exposure, post-migration factors
play an important role in the development of psychological
symptoms [15]. Emotional and behavioral symptoms are
common and mostly presented as a mixture of symptoms,
not fitting in a single diagnostic category. Although there are
no consistent prevalence rates of psychiatric symptoms in mi-
nor refugees, post-traumatic stress disorder (PTSD), anxiety,
sleeping problems and depression are the most common and
believed to be higher than in the general minor population [8,
14]. In this article, we will put the focus on screening and
interventions on PTSD. Alisic et al. found in their meta-
analysis that the PTSD rate in minors after an interpersonal
traumatic experience was 25.2% [1]. Traumatic experiences
pre-flight, during flight and at resettlement, sometimes
superimposed by parental PTSD and complicating contextual
factors (lack of family and social support and multiple reloca-
tions) might lead to a prevalence rate of more than 25% of
minor refugees developing PTSD. This emphasizes the need

for early screening and a timely intervention to prevent a cas-
cade of developmental disruptions [1].

Only a small percentage of refugees with psychological
problems seeks for help [28]. It is assumed that there is an
underrepresentation of minor refugees with PTSD in mental
health care practices, implying that a large amount of them is
not being diagnosed or diagnosed after a delay and will not get
a timely, efficient treatment. In this article, we describe the
results of our literature search on screening and interventions
for PTSD in minor refugees, in order to make recommenda-
tions for improvements in clinical practice.

Mental health problems in minor refugees

Childhood trauma exposure has an impact on children’s de-
velopment across a broad spectrum of functions and can lead
to a variety of symptoms, for instance disturbed attachment
patterns, shifts in emotional states, regulation problems, re-
gressive behaviors, aggression, sleeping and eating problems,
somatic symptoms, anticipatory anxiety, and lack of self-
esteem [38]. Being exposed to violence is found to be the
key risk factor for developing mental health problems in chil-
dren [15]. Minor refugees, unaccompanied even more, are
regularly exposed to violence and more often to several trau-
matic events, which puts them at high risk for developing
mental health problems [9, 15]. Another risk factor is a pre-
existing vulnerability for mental health problems. Compared
to these pre-flight experiences, traumatic experiences during
flight and resettlement have an even higher impact on devel-
opingmental health problems. [15]. Thesemental health prob-
lems occur based on complex interactions between the indi-
vidual and the multiple systems which the individual is a part
of. Factors that facilitate resilience in refugee minors such as
high parental support and good parental mental health (partic-
ularly in mothers), peer support, adaptability, and self-esteem
have a protective function in developing mental health prob-
lems [10, 15, 27, 39]. Parental exposure to traumatic events,
for instance, shows a higher association with children’s mental
health problems than the children’s own trauma exposure [15].
The parent-child interaction is affected in many traumatized
parents in a way that makes the parents respond less sensitive,
more hostile, and more aggressive towards their children. As a
result, children of parents with PTSD show more behavioral
problems, both internalizing and externalizing, than children
of parents without PTSD [13, 15, 40]. Montgomery found that
the PTSD criteria are insufficient when studying minor refu-
gees’ psychological problems [27]. New conceptualizations
have been suggested to define the complex psychopathologi-
cal reactions that can arise after early initiated, long-lasting
traumatic life experiences [27, 38], which lead to specifica-
tions in the criteria for PTSD for children above the age of six
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and separate specific criteria for children under the age of six
in the recently published DSM-5 [2].

Assessment

Research shows that there is a gap between the need and the
use of mental health services in the group of minor refugees
[8]. They encounter various barriers affecting the accessibility,
suitability, and acceptability of mental health services, includ-
ing language barriers, stigma associated with mental health
problems, low priority given to mental health compared to
physical health, and lack of knowledge of the healthcare sys-
tem in their host country, which emphasizes the need for ap-
propriate assessment of mental health problems in this group
[5, 8, 24]. Guidelines and research on early interventions after
trauma advise a holistic comprehensive service to be able to
recognize and treat mental health problems in the natural en-
vironment of the child, for instance the school, to lower these
barriers [5, 6, 21, 22].

The NICE guideline on PTSD recommends to consider
routinely use of a brief screening instrument on PTSD as part
of the initial refugee healthcare assessment [30]. A systematic
review by Gadeberg et al. shows a lack of validated screening
tools onmental health and PTSD inminor refugees, especially
below the age of six [17]. They state that because of the great
variation in the use of informants and settings, a recommen-
dation of a specific screening instrument is not possible [17].
Table 1 shows the available validated screening tools in minor
refugees, based on the results of the systematic review of
Gadeberg et al. [17]. At the moment, a “best practice” use of
an (in)validated screening tool is advised [16]. The IES (im-
pact of event scale) is one of the validated screening tools in
minor refugees in Cambodia and in Croatia, Bosnia, and
Herzegovina following two included articles in the review of
Gadeberg et al. [12, 36]. Smith et al. show its validation in

children in war in Bosnia and confirm the cross-cultural va-
lidity [41]. The CRIES (the Children’s Revised Impact of
Event Scale), a children’s version of the Impact of Event
Scale, was validated in the Dutch population by Verlinden
et al. Because of the lack of a gold standard, we recommend
the use of the CRIES as a best practice, because of its reliable,
quick, and child-friendly way to screen for PTSD in minor
refugees, which does not require additional training of profes-
sionals [45]. It can be used in children aged 8 years and above
and is available in different languages [7]. The most appropri-
ate timing for screening is still under debate. Stress reactions
in the first 4 to 6 weeks after the traumatic event are consid-
ered a “normal reaction to abnormal events.” Screening in this
period can bring the risk of “medicalizing” children with acute
symptoms as part of the natural process. There is insufficient
evidence for tracing latent symptoms in the first few weeks
and minors with a delayed start of PTSD can be missed [30].
However, early screening and intervention can prevent prob-
lems from becoming chronic [29]. On top of that, in this pop-
ulation mostly multiple traumatic events occurred and the
timeline of events and arrival can be undefinable. The
abovementioned factors make a timely screening recommend-
ed in clinical practice. Moreover, since minor refugees grow-
ing up in families depend on parental support, mental health
assessment of parents is also essential.

Interventions

Various factors on different levels in the bio-ecological sys-
tem, e.g., individual, family, community, and society factors,
contribute to children’s development and their quality of life.
In accordance with this, the Inter-agency Standing Committee
(IASC) advises to develop a layered system for mental health
care and psychosocial support in minor refugees, visually rep-
resented as a pyramid (see Fig. 1) [22]. The first layer consists

Table 1 Screening tools that
have been validated in minor
refugees, adapted from Gadeberg
et al. [17]

Screening tools Informants Items Languagesa

CBCL/

Caregiver version/

TRF

Minor refugees

Caregivers

Teachers

164 Dutch

Translated in Somali

HSCL-37A Refugee adolescents
(12–18 years)

37 Bilingual form (Dutch-foreign)

RATS Refugee adolescents
(12–18 years)

22 Bilingual form (Dutch-foreign)

UCLA PTSD
Index

Minor refugees (8–18 years)

Caregivers (6–18 years)

31 English

PTSS-C Minor refugees 30 Own language translated from English
version

CPSS-I Minor refugees (8–18 years) 26 Translated in Somali

IES Minor refugees 15 English with a Khmer interpreter

Croatian version, slightly modified

a Language of the validated screening tool; it may be available in other languages as well
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of basic services and security. In the second layer, a smaller
group is represented who needs help in accessing community
and family supports. This is followed by a third layer of mi-
nors who require more focused non-specialized interventions.
The top of the pyramid consists of individuals with the
greatest need, who must have access to specialized mental
health care services. Early psychosocial interventions, based
on needs that are represented in the first and second layer of
the pyramid, are applied to promote natural recovery and to
prevent refugees from developing psychopathology [5, 15].
This means that successful interventions in minor refugees
require not only psychotherapeutic treatment focusing on
PTSD symptoms, instead they should consist of individual
as well as supportive factors like (reuniting) family, having
the possibility to go to school, integration of traditional health
care, language training, and help with employment and hous-
ing for the parents, to improve outcome [15, 21, 24]. There is a
definite correlation between indicators of mental health and
social conditions in the host country; stable settlement and
social support in the host country are the main protective fac-
tors for mental health outcomes in minor refugees [15].
Psychological functioning is improved by peer support; feel-
ing safe at school, no discrimination, and low peer violence
give a higher self-esteem. Programs focusing on improving
basic needs and social support are an important part of mental
health care for refugees to prevent them from developing psy-
chiatric symptoms These preventive programs carry the ad-
vantage of reaching a wide range of minor refugees and the
possibility of being carried out by paraprofessionals.

Preventive interventions focusing on improving social condi-
tions, like holistic interventions and family approaches, are
described in the literature but research on effectiveness is lim-
ited [22, 24, 40]; however, there is general agreement on its
necessity. Psycho-education is one of the main interventions
in the third layer of the pyramid of “non-specialized interven-
tions” and should consist of explanations on normal reactions
to traumatic events, when to look for professional help and the
importance on sticking to daily routines, adjusted to the age
[21, 47]. Concerning decreased concentration levels of trau-
matized minors, information should be visual as well as verbal
and short, structured, and accessible [21, 47].

Most of the research on individual psychotherapy for chil-
dren and adolescents with PTSD involves trauma-focused
cognitive behavior therapy (TF-CBT). TF-CBT is an
established treatment in children and adolescents with
PTSD. Eye movement desensitization and reprocessing
(EMDR) is not yet evidence-based but mentioned in guide-
lines as promising [11, 30, 44]. For minor refugees, only case
reports or pilot studies are published about the effectiveness of
TF-CBT, EMDR, and other psychotherapies like narrative
exposure therapy for children (KIDNET) [31, 32, 34, 43], so
the quality of the evidence base on psychotherapeutic inter-
ventions for this group is still low [33]. Questionable is if the
literature found on trauma treatment in non-refugee minors is
generalizable to this specific population. From pilot studies
and case reports, there is a tendency that minor refugees can
benefit from our known psychotherapeutic therapies. For psy-
chotherapists, it is vital to only start individual trauma therapy

Fig. 1 Intervention pyramid for
mental health care and
psychosocial support in minor
refugees, adapted from IASC
guidelines on mental health and
psychosocial support in
emergency settings [22]
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in minor refugees when it can be completed, which might be a
challenge because of the insecure status of the length of their
stay at a specific location. In this situation, clinical practice can
come in conflict with theoretical practice, for instance Morina
and colleagues state that early interventions on PTSD in adults
are highly recommended and significantly more effective than
waiting lists [29]. The evidence for drug treatment for PTSD
in children is very limited and no literature is available on this
subject in minor refugees [30].

From literature no definite conclusion, it can be drawn on
the optimal timing to start individual trauma treatments.
Referrals to specialized mental health care services must be
considered at any stage, when symptoms are apparent or do
not respond to the public health interventions. Children’s men-
tal health care centers need to have sufficient capacity to offer
specialized mental health care to minor refugees and their
families in which knowledge on transcultural psychiatry, trau-
ma, and family treatment is essential. Besides that, specialists
in children’s mental health care have an important role in
consultation for local authorities, policy makers, teachers, so-
cial workers, youth care workers, and general health care
workers, working with minor refugees [37].

We recommend short-term group interventions for minor
refugees suffering from PTSD. Group interventions have the
advantage of being supportive in a way that problems are
identifiable, recognizable, and minors can be an example for
each other. Besides that, they are less time-consuming and
more cost-effective compared to individual treatments. The
group interventions can be based on the first phases of TF-
CBT, which include psycho-education, relaxation, affect reg-
ulation, and cognitive coping. Parents can be (partially) in-
volved in these group sessions and can have parallel sessions
with the other parents. Clustering groups by specific ages or
ethnicity may be preferable. Culturally sensitive social
workers can be trained by mental health professionals to lead
these intervention groups. A short-term intervention is needed
to prevent minor refugees from not being able to complete the
treatment. An incomplete treatment might make people not to
search for treatment later during the course of their symptoms.

Policies of deterrence

A threat to the humanitarian needs of minor refugees and
thereby their mental health are governmental and society con-
cerns about uncontrolled migration. Host countries adopt pol-
icies of deterrence with increasingly restrictive measures,
resulting in restricted access to education, housing, welfare,
more stringent refugee determinations procedures, temporary
forms of asylum, and so on [37]. The asylum procedure with
many relocations and restrictive policies opposes to the basics
of preventive programs, adding to the effect of post-migration
stress, leading to disadvantages and negative influence on
mental health and ongoing PTSD [18, 23, 26, 37]. Mental

health providers have a role in educating society and govern-
ments on the risks of these policies of deterrence [37].

Transcultural issues

There are arguments against a universality of mental illness,
which raises the question if a Western treatment model can be
applied to cultures where their relevance has not been validat-
ed yet [8]. A common understanding of the concept of child
development and mental health is needed in ensuring engage-
ment in diagnosis and treatment. Diagnostic systems based on
Western culture might generate misdiagnoses in minor refu-
gees resettling in the host countries [20, 24, 25]. Mental health
providers should be culturally sensitive of the diversity in
different ethnical populations and culturally competent to be
able to provide effective services in the group of minor refu-
gees [8, 30]. Lack of trust, inadequate communication, includ-
ing language barriers, and cultural differences between the
mental health care worker and the minor refugees are chal-
lenges to obtain an appropriate history [35]. To be able to
understand the full trauma story, including the personal and
cultural relevance, it is needed to seek information about con-
ditions in the minor refugee’s country of origin, to listen at-
tentive, and have empathy and respect [35]. Culturally sensi-
tive mental health providers should know that communication
styles, for instance eye contact or shaking hands with opposite
sex, may differ between different ethnic groups and the host
country [35]. Expectations of psychiatric treatment may differ
between the minor refugees (and their parents) and the mental
health care workers [15, 40]. Research on the views and
perceptions of unaccompanied minors in the UK, for exam-
ple, showed that there was a mistrust in mental health ser-
vices, especially in doctors. The intentions, motives, and
future actions of mental health care workers were uncertain,
as, in the minor’s opinion, they were part of the state [25].
Minor refugees may fear arrest and deportation if they are in
the asylum process [35]. Talking therapy remains one of the
most common treatments for trauma in the Western
European countries, while pharmacological treatment is in
general more accepted in this population [20, 25] (although
there is no evidence PTSD in minor refugees). In talking, a
therapy the language barrier can make subtle nuances in
communication get lost. Besides that, non-talking, silenc-
ing, and containment are normal responses to traumatic
experiences in some other parts of the world [20]. To opti-
mize the quality of the communication and minimize the
risk of misunderstanding, professional interpreters should
be involved in cases with a language barrier. The gender
and ethnicity of the interpreter may be important [35].
Mediation, by people in whom this group of minor refugees
have, trust might be helpful to access and engage in mental
health services [5, 25].
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Conclusion

Development of mental health problems and in particular
PTSD in minor refugees is a major problem. We estimate that
more than 25% of the minor refugees develop PTSD. The
asylum procedure, resettlement, and transcultural issues cause
that only a small proportion of this group is being recognized
with PTSD and receiving treatment.

To enhance the number of minor refugees recognized with
PTSD, we recommend the use of a brief screening instrument
for minors on PTSD in the health care assessment at the host
country. Furthermore, assessment of the mental health of par-
ents is essential.

Interventions should start with a public health approach,
focusing on basic security, environmental and supportive fac-
tors. Participation and integration of parents is part of this
approach. Short term group interventions based on the first
phases of TF-CBT are recommended as a next step before
specialized psychotherapeutic interventions. Mental health
care professionals need to be culturally sensitive and compe-
tent and have a role in emphasizing and advising on the im-
portance of the above mentioned factors to policy makers.

There is a lack of research on screening and interventions in
this specific population. From pilot studies and case reports,
there is a tendency that minor refugees can benefit from our
known psychotherapeutic therapies. Research in this specific
population is needed to draw a conclusion on this matter.
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