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Abstract Based on findings of Stevens and Vollebergh

[69], who analyzed cross-cultural topics, this review con-

siders the current prevalence of emotional and behavioral

problems of native children and adolescents in comparison

with children with a migration background in European

countries. 36 studies published from 2007 up to 2013

chosen from a systematic literature research were included

and analyzed in their perspective design in detail. Previous

studies showed great differences in their results: Especially

in Germany, many studies compare the heterogeneous

group of immigrant children with native children to ana-

lyze an ethnic minority or migration process effect. Only a

British and Turkish study demonstrates the selection effect

in migration. Most Dutch or British studies examined dif-

ferent ethnic groups, e.g. Turkish, Moroccan, Surinamese,

Pakistani, Indian or Black migrant children and adoles-

cents. Migrant childhood in Europe could be declared a

risk in increasing internalizing problem behavior while the

prevalent rate in externalizing problem behavior was

comparable between native and migrant children. A

migration status itself can often be postulated as a risk

factor for children’s mental condition, in particular

migration in first generation. Furthermore, several major

influence factors in migrant children’s mental health could

be pointed out, such as a low socio-economic status, a Non-

European origin, an uncertain cultural identity of the par-

ents, maternal harsh parenting or inadequate parental

occupation, a minority status, the younger age, gender

effects or a specific culture declaration in diseases.
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Introduction

In the past emigration dominated in many European coun-

tries, but in recent years immigration has increased. As a

result, the treatment of immigrated families constitutes a

growing challenge in many European societies [66, 67]. In

consequence, the proportion of children with an immigrant

background continues to rise in many European countries:

in Switzerland there are already 39 %, in Germany about

26 %, in UK and France about 17 % [34]. On the one hand

migration is often associated with a familiar and traditional

dislocation; on the other hand, adaptation to the new society

represents a major challenge [43]. Integration problems, a

low life satisfaction or a difficult identity formation are the

results for subsequent generations. Furthermore, discrimi-

nation against persons with a migration background is a

common phenomenon in host societies [13]. The impact of

potential psychological stress due to migration or an

immigration background in children’s and adolescents’

development is increasingly discussed. To provide a better

understanding of mental health in European migrant chil-

dren they should be looked at in more detail to examine

whether prevalence rates in mental disorders of migrant and

host children differ. Due to the increase of migrant children

in recent years, this review will present the current state of

their mental health in European countries.

Migrants in Europe

The accurate definition of migration background often

remains vague. In general, an immigrant background is
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defined if national frontiers were crossed [66]. In public

debates words like foreigners, immigrants, migrant back-

ground or ethnic origin are understood to be equivalent.

Immigrant people are increasingly referred to as ‘‘people

with or without an immigrant/migrant background’’.

However, this expression is not always defined equally.

The Federal Statistic Office of Germany integrates infor-

mation on personal characteristics and features of parents

for the definition of a migration status. This includes

information about time of immigration, naturalization or

nationality. In Germany people who immigrated after 1950

and their descendants are described as people with immi-

grant background. In each case the first migration genera-

tion is separated from following generations (second and

higher). In addition, since 2005 the definition of an

immigrant background is separated into a narrow or a

broader sense. This means that immigrants in a narrow

sense are born abroad and decided to immigrate to Ger-

many or gained German citizenship at birth while living in

a household with one parent from abroad. Immigrant

backgrounds in a broader sense refer to persons with for-

eign roots who do not live with their parents [66, 67]. In

contrast to the German definition, only the first and second

generation and another country of birth are defined as a

migration status by the European Commission. All sub-

sequent generations are not covered. About 6.5 % (32.5

million) of the total population in 2010 among the 27

European Union countries have foreign nationalities. The

country of birth is also used as a feature of ethnicity by the

European Commission while the nationality may change.

According to this classification 9.4 % (47.3 million) of the

total population in 2010 lives in Europe with foreign roots,

approximately 31.3 million were not born in an EU country

and 16.0 million are from another EU country [74].

Cross-cultural differences or migration as influence

in mental health

Cultural differences in prevalence rates of mental disorders

exist generally worldwide, irrespective to migration expe-

riences [78]. Already in early childhood, general ethnic

differences in temperament are evident: Bornstein and Cote

[12] showed that Latin and Japanese children 20 months of

age are more pleasant than the Europeans; at the same time

Japanese are significantly more choleric than European

young children. Particularly, cross-cultural differences in

parenting styles could be demonstrated in Turkish and

German mothers. This varying education can result in

different child behavior [42]. Additionally, even European

countries may be different in prevalence of mental disor-

ders in childhood: an advantage in mental health from

Norwegian 8- to 10- year-old children in comparison with

British children is ascertained [33].

Beyond cross-cultural differences as these, the question

can be raised whether in addition a migration or an immi-

grant background changes mental health. Development of

deviant behavior in childhood is suggested to be very com-

plex [53]. Opportunities in the environmental living situa-

tion of children with immigrant background differ for

various reasons from those without immigrant backgrounds

[23]. Special conditions in migrant children may result in

more psychological stress than in their host children coun-

terparts. One possible reason is that the population of

migrant children and adolescents is generally in minority in

European host societies. Particularly, many migrant families

in European countries are living in low socioeconomic cir-

cumstances in often deprived neighborhoods. Many migrant

children have, therefore, limited skills in the language of the

host country which can result in less social competence and

lower school success [17]. As a consequence, isolation from

host society and turning to the origin ethnic group may

increase. Furthermore, results of large-scale student surveys

in Germany show that one in six young people with migra-

tion background describe discriminatory experience [7].

Discrimination itself is shown as a factor which provokes

internalizing problems in migrants [51]. Due to differences

in culture migrant children may face special challenges in

development: the quest for identity and the cultural affilia-

tion or orientation towards family and school standards

differ in many aspects [23]. Psychosocial stressors may

result in higher mental prevalence rates in European migrant

children. Significant differences between native and migrant

youths are already demonstrated by surveys of German

students in 2005: In robbery, personal injury, extortion and

the number of recorded violent acts, native children are less

represented [6].

These results raise the question whether in the preven-

tion, diagnosis or therapy of children and adolescents with

an immigrant background, special attention should be paid

to certain development tasks in migrant children. Showing

different results in this context, a review article from Ste-

vens and Vollebergh [69] integrated studies published up to

2006. To analyze cross-cultural topics in a suitable manner,

these authors showed various perspectives in study designs

with migrant children. Based on these findings, this present

review will provide a topical overview of all peer reviewed

studies (externally assessed) since January 2007 up to

March 2013. In comparison with native children or to other

immigrated groups, the prevalence of emotional and

behavioral problems in migrant children and adolescents

living in Europe will be inspected.

Mental disorders of children and adolescents

This review reports issues of emotional or behavioral

problems such as mental disorders of children and
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adolescents with immigrant background in comparison

with native children. The criteria for mental health are the

following: a membership to a majority, living without

grave mental problems, compliance with daily hassles and

sufficient adaption in society [53]. To notice possible

mental disorders, information about deviating behavior

should be found in psychological diagnostics. The presence

of specific symptoms, usually a clinical significance, spe-

cific exclusion criteria and the onset and development of

diseases are defined as mental disorders in the international

categorical classification by the world health organization

(WHO) [39]. Even in early childhood deviations from a

positive development can result in somatic and psycho-

logical relevant forms of disease [52]. This present review

focuses on behavioral and emotional problems: based on

the definition of Achenbach [1], externalizing behavior

includes aggressive and hyperactive behavioral problems,

whereas internalizing problems comprise depressive or

anxiety symptoms. Other behavioral problems or disorders

as psychoses or personality disorders are not especially

covered in this review. Compared with native children,

however, the description of mental disorders and migration

itself suggests that orientation in host society represents a

great challenge for children with an immigrant background.

Methods

Literature search

Based on manual searches and systematic literature

research in databases such as Pubmed, PsychInfo and

Web of Science (July 2012–April 2013) this review

detected original studies comparing children with and

without immigrant background and their behavioral

problems in European countries. This present study is in

accordance with the methodic standards for the concep-

tion of systematic reviews [15]. To filter out all relevant

studies and integrate all definitions of mental disorders/

behavioral problems or an immigrant background, many

terms are selected. The following key-words were used in

the search:

• Mental disorders (emotional and behavioral problems):

[mental disorders OR mental health OR behavior

disorders OR behavio(u)r(al) problems OR problem

behavior OR internalizing OR externalizing OR emo-

tional problems OR psychopathology OR psychiatric

problems OR affective disorders OR anxiety disorders

OR attention-deficit-disorder OR hyperactivity OR

chronic-mental-illness OR conduct-disorder OR

impulse-control-disorders OR neuroses] AND

• Childhood: [children OR adolescents OR youth] AND

• Immigrant background: [migration background OR

immigrant background OR migrant OR culturally and

linguistically diverse populations OR linguistic and

cultural diverse background OR ethnic minority

population].

Study selection

Different aspects of mental health analysis of children with

immigrant background are shown in the results of Stevens

and Vollebergh [69]. They describe four perspective

designs of studies in migrant children, of which three

perspectives are included in the present analysis. The cross-

cultural perspective is reported by Stevens and Vollebergh

[69], but excluded in this review. In this context, cross-

cultural comparison defines cultural differences in general,

such as different behavior for cultural reasons, different

parenting or in general different ways of life, but not the

comparison between different behavior problems caused by

migration. Based on findings by Stevens and Vollebergh

[69] the following perspectives are integrated into the

present analysis:

1. Selection effects of migration: Comparison of random

samples comprised of children and adolescents with an

immigrant background in the host country with

random population samples in the original country.

2. Migration process effects: Comparison of samples

comprised of children and adolescents with an immi-

grant background in the host country with matched

groups in the original/host country. In this perspective,

the generation of migration (first, second, third) is

included as factor.

3. Ethnic minority effects: Comparison of samples com-

prised of migrant children and adolescents in the host

country with native samples in the host country.

Studies comparing different immigrated ethnic groups

in the host country are also included in this category.

The use of perspective for each study is evaluated and

the following further criteria are defined as a restriction:

• Studies with children and adolescents aged up to

20 years are included.

• All studies show children and adolescents with and

without immigrant background or in general different

immigrated ethnic groups in comparison. Analyses

exclusively of one ethnic group are not accepted.

• An immigrant background is defined if national fron-

tiers were crossed.

• Children and adolescents with immigrant background

represent the first, second or third generation. All other

generations are not taken into consideration.

Eur Child Adolesc Psychiatry (2014) 23:373–391 375

123



• Peer reviewed publications in English or German since

January 2007 up to March 2013 are included.

• Differences between groups have to be statistically

safeguarded; the sample size amounts at least N = 50

and differences are tested for statistical significance.

• The studies analyze prevalence of mental disorders or

behavioral problems of children and adolescents. The

mental disorders have to be classified in a valid form:

with expert diagnosis based on ICD-10 [39] or with

validated questionnaires as measure instruments, e. g.

CBCL [1] or SDQ [29]. Studies with self-devised

questionnaires required a sample size of at least

N = 500 (large-scale studies).

• Studies with pervasive or circumscribed developmental

disorders such as autism or language development

disorders are excluded. These kind of mental disorders

are due to genetic aetiology [31, 63] and not caused by

migration or developmental reasons.

• Given their high specificity, analyses about eating

disorders, psychoses, personality disorder or suicide are

excluded.

• Furthermore, studies especially on asylum seekers/

refugees in the context of migrant children or adoles-

cent are excluded because these kinds of issues are also

very specific. Suffering from traumatic experiences,

these populations often undergo certain psychological

crises which differ from labour migrants.

Results

The systematic literature search identified 1,625 potential

studies. Taking due account of all listed criteria, 36 studies

were finally integrated (Fig. 1). Only one of these studies

analyzed the selective perspective (a Turkish and British

study), two studies especially deal with the migration

process (Swiss studies), and four include a combination of

migration process and ethnic minority perspective (one

German, Dutch, Italian and Norwegian study). The

majority of the included studies (29) report the differences

between native and migrant children exclusively in the

ethnic minority perspective (four German, nine Dutch, one

Belgian, one Swiss, one French, one Italian, three Swedish,

three Norwegian and six British studies).

The age of analyzed children and adolescents varied:

one study observed babies aged one, six studies report

mental health of preschoolers (age 3–6), three studies

examined elementary school children (age 6–10), 18

studies analyzed adolescents (age 11–20) and nine studies

comprised another or greater spectrum from age one up to

20. Information about the mental development of the

children comes from different sources, depending on the

age of the children: In total one study is a report from

professional diagnostics, eight studies are parents reports,

in five studies, parents and teachers described mental health

of children, two studies are teacher- or caregiver-reports,

Records after abstract screening 
(n = 174)

Excluded records
(n =597)

Identification

Screening

Inclusion

Records identified through 
database
(n = 1625)

Records identified through 
manual search

(n = 123)

Records after removing duplicates
(n = 1452) 

Records after title screening  
(n = 781)

Excluded records
(n = 601)

Records after full-text-research
(n = 47)

Excluded records in full-
text-research

(n = 127)

Qualitative synthesis in listed criterias

Included records (N = 36)

Excluded records after 
qualitative synthesis

(n = 11)

1. Selektive (n = 1)

2. Migration process  (n = 2)  

3. Ethnic minority ( n = 29)
n = 4

Eligibility

Fig. 1 Flow on study selection
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one study is a teacher- and self-report, three analyses are

parent- and self-reports and the majority of 16 studies are

self-reports of adolescents. All studies in the following

result descriptions are listed in the tables (Tables 1 and 2).

Description of included studies with selective and

migration process perspective

Selection effect

Table 1 reports studies describing the selection effect, the

migration process and the combination of migration pro-

cess and ethnic minority effect. The first study of Daglar,

Melhuish and Barnes [18] analyzed preschool behavior

among Turkish immigrants in UK, other migrants and non-

migrant families from Turkey. The results show that

migration itself can be defined as a risk factor. Turkish

children who immigrated to the UK and other migrant

children in Turkey showed significantly more parent- and

teacher-reported externalizing problems than children of

the non-migrated Turkish subsample. The difference

between the groups of migrant children is also significant:

Turkish immigrant preschoolers in UK had the highest

score in externalizing and internalizing problems and they

additionally showed emotional dysregulation and less

social competence.

Migration process effect

Two Swiss studies [41, 72] exclusively show the migration

process perspective in emotional and behavioral problems

in migrant adolescents in relation to time of migration.

With regard to the generation of migration, the youths of

second and first generation do not differ in mental health in

the first Swiss study [41]. Furthermore, no generation effect

in migration was evident in the Italian [52] and Norwegian

[29] study. In contrast to these results, one German, one

Dutch and the other Swiss study [31, 64, 72] found higher

emotional and behavioral problem rates of first-generation

immigrated children and adolescents compared with sec-

ond-generation migrant children. In findings of self- and

parent-reported Dutch, Swiss and German studies, the

personal migration experience in childhood can be identi-

fied as a factor that is likely to increase vulnerability for

internalizing and/or externalizing problematic behavior.

Description of included studies with ethnic minority

perspective

Combination of ethnic minority and migration process

Four studies assessed the ethnic minority perspective in

combination with the migration process, as reported in

Table 1 [25, 27, 48, 62]. The ethnic groups analyzed differ

between the host countries. The German study [62]

examined children with an origin in the Former Soviet

Union. In the Dutch study [27], the ethnic background was

related to the colonial history of the Netherlands from

Antillean, Cape Verdean, Surinam (Creole and Hindu) and

in addition to other European countries, Morocco and

Turkey. In the Italian study [48], the ethnic origin of the

samples covered Mauritian, Albanian, Chinese, Romanian,

Georgian and Moroccan immigrants. Without ethnic dif-

ferentiation, the Swiss [38, 69] and Norwegian [25] studies

only differentiated between native and migrant children.

Results of ethnic groups in emotional or behavioral prob-

lems are different. The German study [62] shows high self-

reported internalizing problem behavior in former Soviet

Union. The externalizing problem behavior is most con-

spicuous in first-generation migrated adolescent groups in

comparison with native children and children with former

Soviet Union background in general. In the Dutch study

[27] differences between migrant and native children were

found to be significant, except in Surinamese Creole chil-

dren. The parent-reported problem behavior rate was

higher in migrant children for almost all ethnic groups.

Margari et al. [48] analyzed a teacher report of the behavior

of migrant elementary school children. Comparing native

and migrant children in Italy, more externalizing and

internalizing problems were manifest in the native group.

In a detailed analysis of ethnic differences, Moroccans had

significantly higher scores in externalizing behavioral

problems in comparison with all other ethnic migrant

groups. Furthermore, the Norwegian study [25] compared

first and second generations with refugees. No differences

in self-reported depressive symptoms could be made out

between any of the three migrant groups, but migrant

children have significantly more depression symptoms in

comparison with natives.

Ethnic minority perspective: natives and migrants in

general

All studies analyzing the ethnic minority perspective in

general are shown in Table 2. Many studies [10, 19, 20, 28,

36, 37, 40, 45, 47, 59, 61, 63, 76, 77] only reported dif-

ferences between native and migrant children in general.

The German studies often noted higher prevalence in

problem behavior in migrant children. The Children and

Adolescent-Health-Survey (KIGGS) determined a

decreasing contrast with age in behavior problems; the

difference between migrant and native children in early

childhood is higher. Furthermore, the pro-social behavior in

migrant childhood increases in adolescence [35]. In a

German study of Schreyer and Petermann [62] preschoolers

with immigrant background showed higher externalizing

378 Eur Child Adolesc Psychiatry (2014) 23:373–391

123



T
a

b
le

2
S

tu
d

y
ch

ar
ac

te
ri

st
ic

s
in

an
al

y
zi

n
g

ex
cl

u
si

v
el

y
et

h
n

ic
m

in
o

ri
ty

ef
fe

ct
s

A
u

th
o

rs
P

o
p

u
la

ti
o

n
S

am
p

li
n

g
/s

tu
d

y
ch

ar
ac

te
ri

st
ic

s
P

er
sp

ec
ti

v
e

A
g

e
M

ig
ra

n
t

g
en

er
at

io
n

a
M

ea
su

re
P

ro
b

le
m

b
eh

av
io

u
r

re
p

o
rt

P
re

v
al

en
ce

p
ro

b
le

m
b

eh
av

io
u

rb

G
er

m
a

n
st

u
d

ie
s

B
el

h
ad

j
K

o
u

id
er

et
al

.
[1

0
]

1
3

6
G

er
m

an
(G

)
an

d
4

9
M

ig
ra

n
ts

(M
)

U
se

p
o

p
u
la

ti
o

n
in

ch
il

d
an

d
ad

o
le

sc
en

t
p

sy
ch

ia
tr

y
in

B
re

m
en

,
G

er
m

an
y

E
th

n
ic

m
in

o
ri

ty
1

2
–

1
8

F
ir

st
,

se
co

n
d

an
d

th
ir

d
g

en
er

at
io

n
D

ia
g

n
o

si
s

in
co

n
d

u
ct

d
is

o
rd

er
s

(I
C

D
-1

0
)

P
sy

ch
o

lo
g

ic
al

d
ia

g
n

o
st

ic
s

G
=

M

S
ch

re
y
er

an
d

P
et

er
m

an
n

(2
0

1
0

)
[6

2
]

1
3

1
G

er
m

an
(G

)
an

d
5

7
M

ig
ra

n
ts

(M
)

L
o

n
g

it
u

d
in

al
st

u
d

y
to

an
al

y
ze

q
u

al
it

y
o

f
li

fe
an

d
p

ro
b

le
m

b
eh

av
io

r
in

p
re

sc
h

o
o

l
in

G
er

m
an

y

E
th

n
ic

m
in

o
ri

ty
3

–
6

F
ir

st
an

d
se

co
n

d
g

en
er

at
io

n
S

D
Q

;
K

id
d

y
-K

in
d

l-
R

-
4

-7
;

E
U

R
O

H
IS

-
Q

O
L

T
ea

ch
er

-
an

d
p

ar
en

t-
re

p
o

rt
(e

x
t)

:
M

[
G

H
ö
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behavior problems whereas Kuschel et al. [45] identified no

differences in externalizing behavior in 4-year-old chil-

dren, but significant disparities in internalizing problem

behavior in comparison with native children. Inspecting

adolescents with conduct disorders in a German clinical

sample, migrant youths are not disproportionately repre-

sented [10]. These results are confirmed by a sample of

outpatients in a forensic psychiatric clinic and non-violent

peers in the Netherlands, showing no self-reported differ-

ences of Dutch and migrants [36]. In relation to ethnic

density in school classes, Gieling, Vollebergh and van

Dorsselaer [28] conclude that with regard to externalizing

behavior, there is more problem behavior in migrant chil-

dren if the majority of class members are Dutch. In reverse,

Dutch children showed higher externalizing problem

behavior in classes with high migrant density. However,

being in minority seems to affect mental health in a neg-

ative way. One Belgian study showed higher self-reported

prevalence rates in externalizing behavior and anxiety in

native youths, whereas in migrant adolescents there were

increased rates in disorders such as traumatic stress,

avoidance symptoms and in addition more problems with

peers [20]. Comparing Swiss and migrant adolescents, the

native group was more represented in externalizing

behavior, but not in internalizing behavior problems [37].

Excluding suicidal thinking in this Swiss study, the prev-

alence rate changes and native youths reveal significantly

more internalizing symptoms. These results indicate a

higher risk for suicidal thoughts in migrant youths. Vieno

et al. [76] describe a self-reported higher prevalence in

mental problems in migrant youths in Italy. The South East

Sweden Birth Cohort-study does not notice any differences

among children aged twelve due to migration or an

immigrant background. In contrast to these results, com-

parisons between native and migrant adolescents in Nor-

way identified higher externalizing behavior problems in

migrant boys [47]. In general, more problems of migrant

youths in comparison to native Norwegians are shown in

the study of Sagatun et al. [59]. They report poorer mental

health than natives with the exception of hyperactivity and

prosocial behavior; within these disorders no ethnic dif-

ferences were found. In a large-cross-cultural study in the

UK, Canada, the US and Australia, migrant preschool

children showed even the same externalizing problem

behavior as all native groups [77] whereas internalizing

problem behavior was higher in migrant children in the US

and the UK [40]. In addition Jackson et al. [40] ascertained

differences between the US and the UK in externalizing

problem behavior: in the US native children are more

prevalent while there are no ethnic differences in the UK.

In conclusion, regarding natives and migrants in general, it

is not possible to say that migrant children have generally

higher prevalence rates in mental disorders.

Ethnic minority perspective: natives, European

and non-European migrants

A comparison of native, other migrant European and

migrant non-European studies can be obtained in Table 2.

These groups were examined solely by Dutch, French and

Swedish studies [16, 41, 58]. In a sample of the Generation

R study conducted in the Netherlands [41], parents reported

higher emotional and behavioral problems already in early

childhood in second- and third-generation migrant children

in comparison with native children. In these findings the

non-Western migrant babies were significantly more vul-

nerable to externalizing and internalizing problem behavior

[41]. The difference between the migrant groups (non-

European and European) is solely significant in internal-

izing problems. The same findings on highly non-European

migrants’ prevalence in ODD as ADHD and in general

unhealthy behavior in adolescents were evident in self- and

parent-reported studies in France and Sweden [16, 58].

These findings indicate a non-European origin in migrant

children in Europe as a great challenge. This seem to be a

danger to expand a vulnerability in children development.

However, even young non-European migrant children

showed more emotional and behavioral problems in com-

parison with native children. Similar to this, analyses with

older children and adolescents showed the same higher

prevalence in non-European migrant adolescents.

Ethnic minority perspective: differentiation in ethnic origin

Especially the Dutch studies, one Norwegian and several

British studies compared native and migrant groups by

differing the ethnic groups [5, 11, 24, 30, 47, 54, 56, 59,

70, 72, 73, 75, 79]. With respect to the migrant situation,

Dutch studies analyzed the groups of Surinamese,

Antillean, Moroccan and Turkish migrant children.

Bevaart et al. [11] showed different findings dependent

on which person reports. Measured with the SDQ [29],

were reported no significant ethnic differences in total

child problem behavior by teachers. In contrast to this

teacher description Dutch parents confirmed more prob-

lem behavior in their children than all migrant counter-

parts. Observing migrant groups more closely,

Surinamese parents described more problems in their

children behavior than Antillean and Moroccan migrant

parents, but the lowest prevalence rate was identified by

Turkish migrant parents. Zwirs et al. [79] showed dif-

ferences in the kind of children’s mental disorders in

parent- and self–reported ethnic analyses. While in

externalizing behavior problems there were no significant

ethnic differences, Moroccan migrant children had a

higher prevalence rate in affective disorders. In the

context of anxiety disorders, Dutch native children
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showed higher symptoms than all other ethnic migrant

groups [79]. Similar to other studies [12, 20], Van de

Loij-Jansen et al. [70] filtered out detailed differences in

type of disorder and the person reporting. In a sample of

the Youth Health Monitor in the Netherlands parents

reported higher internalizing symptoms in Surinamese

and Moroccan children in general. Assessing anxiety or

depression, 9- and 10-year-old Turkish children reported

the highest rate of symptoms. Furthermore, the self-

report in emotional problems is equal to the parent

report: the Surinamese migrant children felt significantly

more sensitive than all other analyzed ethnic groups [70].

One other Dutch study considered migrant Moroccan

children in the Netherlands more closely. Boys of gen-

eral population and incarcerated boys were compared

with respect to their ethnic differences in mental health.

In comparison to natives, Moroccan boys themselves and

their parents reported lower internalizing and externaliz-

ing problem behavior. However, these ethnic disparities

are lower than the comparison between the general and

the incarcerated group. Furthermore, the authors of this

study reflect differences in the implication: Dutch youths

seem to need more clinical interventions, whereas for

Moroccans other forms of adequate support as educa-

tional training may be required [75]. Two other studies

listed detailed differences between migrant Turkish and

native Dutch children [72, 73]. In both studies the

Turkish children were less represented in internalizing

problem behavior compared with native Dutch. The

youths are not similar in externalizing behavior prob-

lems: certain findings show higher rates in Dutch ado-

lescents [73] while in other results Turkish boys are

similar to Dutch boys [72].

The Norwegian study observed more closely Pakistani

youths in comparison with natives and other migrants. In

internalizing problem behavior, there was no difference in

these three groups whereas in hyperactivity and conduct

disorders, native adolescents were more strongly affected

compared to the ethnic minority subsample [59]. In these

findings Pakistanis are not particularly noticeable in

mental disorders. In contrast to this, Pakistani second

generation migrants in the UK are more obvious in mental

health in comparison to 7-year old Indian migrant children

[56]. Another study makes in-depth analyses with an

Indian subgroup in comparison to native white UK chil-

dren and adolescents and confirmed previous measures:

Indian migrants had fewer externalizing disorders and

there were no differences in internalizing disorders in

comparison to the white UK group [34]. These findings

are not proved in a parent-reported sample in London:

Indians were equal to British children in externalizing

problem behavior while Indian migrants had more inter-

nalizing problems [5]. One further British study specifies

differences in mental health between ethnic groups. A

teacher-report identified ethnic differences in children

with intellectual disabilities. This specific sample shows

higher emotional and behavioral problems in Black British

first-, second- and third-generation immigrated groups

compared with South Asian migrants in Birmingham, UK

[24]. In conclusion, these findings demonstrate that there

is no consistent prevalence of one ethnic group. Based on

these results, in cannot be determined if cross-cultural

differences influence in particular migrant children’s

problem behavior.

Discussion

Advantage in internalizing problem behavior in migrant

children in Europe

In comparing all included studies, it could be shown that

there is a high risk in increasing internalizing problems in

migrant children in Europe, much higher than in exter-

nalizing problems. All studies analyzing in detail exter-

nalizing problem behavior had break-even results: 11

studies [18, 24, 35, 40, 41, 54, 59 , 62, 63, 69, 72] noticed

higher prevalence rates in migrant children in general or

specifically in one ethnic group; nine studies [20, 30, 37,

40, 47, 48, 75, 77] determinated lower rates in migrant

children, and ten studies [5, 10, 28, 36, 38, 45, 47, 72, 77,

79] found externalizing problem behavior equally in

migrant and in native children groups. Some studies pro-

vided different findings, e.g. Van Oort et al. [72] showed

no differences in boys, but migrant girls showed higher

externalizing behavior than their native counterparts. In

most of the included studies describing internalizing

problem behavior a higher rate in migrant children in

Europe is clearly shown: only four studies [20, 48, 75, 79]

reported more internalizing problems for native children

and five studies [28, 30, 37, 38, 56] showed no ethnic

differences. The majority amounting to 16 studies [18, 20,

24, 25, 35, 40, 41, 45, 47, 59, 62, 69, 70, 72, 73, 79]

reported higher internalizing problem rates in migrant

children, irrespective of the country.

This review describes emotional and behavioral prob-

lems in migrant children in Europe. Study designs and

findings in current European studies of the included studies

are very different. Therefore, it is not possible to notice

equal results in migrant children’s mental health in Europe

in a uniform way. Furthermore, these various findings give

rise to many questions. The results of the studies suggest

that migration background is not the strongest risk factor

for mental health. The following section shows further

influencing factors in migrant children’s development

beyond the perspective regards of migration.
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Further factors influencing mental health in migrant

children

Living situation and family background: parenting and

family’s functioning

The migration background in the included studies sug-

gests that this aspect is not causally the highest impact

factor in migrants’ mental condition. Cross-cultural dif-

ferences as in parenting style of origin country may

collide with standard values in host countries. In multiple

analyses, family functioning or parenting was further

associated with emotional and behavioral problems in

migrant children [18]. For example, maternal harsh par-

enting could be identified in the mediator analysis of

Flink et al. [27] to have a strong relation to overall

problems and migration background. Furthermore,

parental occupation in the Netherlands was significantly

lower in Turkish boys than in native Dutch or in female

Turkish migrants. Otherwise, it could be shown in a

clinical sample by Belhadj Kouider et al. [10] that

inadequate parenting predict higher aggressive symp-

toms. Family functioning is in addition important for

migrant children’s mental health [11, 58]. A family

structure with one-adult-household was identified as a

risk factor in emotional and behavioral conditions in

migrant youths in Sweden [14]. Results of a Belgian

study showed that the actual living situation in a host

country and traumatic experiences are particularly

influencing factors in migrant children’s mental health

[20].

Education level, language competence or socio-economic

status

A low level of education or a low SES is in general a

risk factor for emotional or behavioral problems in

children. In this sense, most studies show a negative

association between a low level of education and mental

health problems for children with and without immigrant

background. Migration often results in a decrease of

socio-economic status. As an example, one German study

found that a high population in migrant children lives

with low socio-economic background conditions [62].

The degree of language competence of the host country’s

language may even affect social competence or mental

conditions in migrant children’s development in different

ways. Schreyer and Petermann [62] report that in a

migrant subsample in preschool children only about

40 % of migrant families spoke German as preferred

language.

Cultural identity, acceptance and integration in host

country

In addition, cultural identity is filtered out as impact factor

in mental health in a Dutch study: especially non-Western

migrant parents often do not feel part of the Dutch culture

and they reported low feelings of acceptance by Dutch

natives. Both factors, culture identity and acceptance

feelings of the parents, correlate significantly in overall

problem rate in migrant young children [41]. However,

more detailed Swiss analyses could show that inadequate

social integration strongly increases mental risk behavior

[37]. Further, an Italian study showed that experiences with

bullying victimization in migrant children may result in a

higher prevalence in psychosomatic symptoms and lower

self-reported health, as well as life satisfaction and happi-

ness [76]. Often, the identity search in adolescents differs

in two ways in comparison with native youths: they

develop neither the identity of the host society, nor that of

their parent’s origin culture. Many migrant youths create a

personal third, sometimes hybrid, identity [23]. Cultural

identity often develops in dependence of the religious

affiliation. With regard to the type of mental problem and

religious background, the ethnic groups showed no similar

prevalence rates in mental disorders. Many studies with the

same ethnic groups presented different results [5, 11, 30,

54, 70, 72, 73, 75, 77]. Nevertheless, in their Swiss studies,

Hüsler and Werlen [38] identified lower alcohol con-

sumption, less conflicts with parents and lower suicidal

tendencies in Muslim youths than in their majority Chris-

tian counterparts. A non-European background as well as

being Black or with an Islamic membership was perhaps

not as accepted in the current host European societies as in

other European or Christian migrant counterparts. This

subjectively experienced distance between native and

migrant children may also explain higher emotional and

behavioral problem rates in aforementioned migrant

groups.

Special development tasks in dependence to age

In relation to age the decreasing risk in internalizing and

externalizing behavioral problems is discussed by Hölling

et al. [35]. The differences in migrant and native youths’

mental risk behavior vary, but not as high as in young

children disparities. Migrant families with young children

often prefer the language of their original country at home

[62]. With their entry in kindergarten or school the capa-

bilities of the host country language often increase in

migrant children. This may result in better mental health or

social competence over the years. Nevertheless, it should

not be forgotten, as discussed previously, that especially
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adolescence is a difficult stage in forging identity. Family,

peer and school standards vary and may collide. While in

many European schools and native families’ individualistic

values as autonomy, self-employment and regulation

dominate, migrants often prefer other standards in parent-

ing [42]. In migrant’s education more collectivistic aspects

are often pointed out such as obedience, solidarity, loyalty,

reliability and higher controlling of parents. These family

and personal standards differ often from standards of host

countries at school and thus the forming of a personal

identity is a great challenge for migrant youths. As men-

tioned above, they often adopt neither the identity of parent

origin country nor the identity of host country, but a third

and mostly instable identity [23]. This challenge in migrant

adolescence may further result in mental problems.

Gender education

In gender education also differences between migrant and

native children exist [27]. For example, Carlerby et al. [14]

proved that in girls with parents born abroad the prevalent

rate is higher than that in native Swedish adolescents. In

contrast to this, in the same sample, migrant boys with

binational parents had more emotional and behavioral

problems than their Swedish native counterparts. Being

foreign may be a greater challenge for girls, but finding

orientation in a host society in combination with two

standard values in the personal family seem to be more

challenging for boys. Many other studies show gender

differences in mental health [10, 11, 14, 16, 18, 19, 24, 25,

27, 35, 38, 41, 45, 48, 58, 59, 62, 68, 70, 73, 75–77] and

many of them proved higher internalizing problems in girls

and in reverse higher externalizing problem behavior in

boys [10, 14, 16, 18, 25, 38, 41, 59, 62, 68, 75–77], mostly

in independence to a migration background. Steinhausen

et al. [68] showed that also the interaction between gender

and nationality may be significant: male double-citizens

perceived more paternal warmth whereas the opposite was

true in females.

Clarification of diseases

Beyond age and gender, the type of report is of importance.

In a Dutch study of Bevaart et al. [11], teachers had other

impressions of the same children population than their

parents. Teacher in general reported higher problem per-

ception without any significant ethnic differences, whereas

parents reported lower problem rates, and thus, here ethnic

differences were significant. Teachers as professionals may

interpret children’s behavior in a different way. Teachers in

host countries are actually often natives and stick to the

standard values of the host country regarding emotional

and behavioral problems in children development.

However, they observed no ethnic differences. The ethnic

differences in parents’ interpretation of the same children

may be reasoned in cross-culturally different symptom

awareness and a different way of labeling risk behavior as

problematic. Native Dutch parents may show more sensi-

tivity in acknowledging emotional and behavioral prob-

lems in their children. On the other hand, migrant parents

are more likely to interpret the same symptoms differently.

In dealing with psychological problems, there is often the

fear of stigmata and further special declarations in migrant

families. Emotional problems were commonly observed in

a physical, religious or mystical way [44]. In consequence,

this may result in describing lower mental symptoms and a

lower utilization of psychiatric health care in migrant

families [10].

Dependence on European country

Comparing migrant and native children, results in the

Netherlands, Switzerland, Norway or Great Britain showed

equal or lower prevalence rates in mental disorders, while

in Germany, Italy or Sweden there are mostly higher

prevalence rates in the migrant group. Therefore, it raises

the question if in Germany, Italy or Sweden living condi-

tions are worse which in consequence would declare the

higher problem rates in migrant children. Especially in the

Netherlands and Great Britain many studies analyzing

migrant’s mental health were found. This additionally

shows a high interest in their migrant children and ado-

lescents’ mental condition, more than in other European

countries.

Main results

Migration as a risk factor?

As a conclusion of this review, it may be stated that a

migration background in Europe is not in general a pre-

dictor for higher behavioral or emotional problems. Being

in minority is surely a great challenge for all migrant

children. Netherland measures confirmed the dependence

of the membership of a minority in increasing externalizing

symptoms in school classes. In reverse, when there was a

high ethnic density in classes, the authors detected that also

native Dutch children had higher problem behavior if they

were in minority [28]. However, several studies showed

[27, 61, 68] that personal migration in childhood may be a

great challenge in development, increasing the danger of

generating mental disorders. In these results higher prev-

alence rates are obvious in emotional and behavioral

problems in first generation immigrated children in com-

parison to second generation migrants. Nevertheless, these
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results could not be generalized because other studies

found no differences between generations [25, 38, 48].

Only one study analyzing selection topics of migration was

found [18]: Turkish migrants were more vulnerable in

mental health if they migrate to Europe than otherwise

migrant children in Turkey. Concurrently it could be

demonstrated that Turkish children are not in general more

prevalent in mental disorders because the non-migrant

Turkish subsample had fewer externalizing and internal-

izing problems in comparison to all migrant groups. These

results indicate that migration itself may function as risk

factor, meaning that cross-cultural differences are not the

reason for different prevalence rates in mental health in

general. In contrast to these results, many studies compare

the native and migrant group without ethnic differentiation

and have no consistent results [10, 19, 20, 28, 35–37, 40,

45, 47, 59, 62, 76, 77]. The migration group in general is in

consequence as different as the native group and migration

itself does not necessarily function as risk factor.

Important symptoms in migrant children

It could be proved that migrant children and adolescents in

Europe have in tendency many more internalizing prob-

lems such as depression or anxiety. Furthermore, one

Belgian study was able to show that the migrant group had

more traumatic stress, problems with peers and avoidance

symptoms [20].

Higher foreignness leads to higher prevalence rates in

problem behavior

Other studies in European countries in ethnic minority

perspectives showed that especially non-European

migrants had a disadvantage in mental health compared

with European migrant or native children and adolescents

[16, 41, 58]. These migrant children seemed to be more

foreign than other European migrant groups and these non-

European children populations are accompanied by higher

problem behavior. Additionally, a study with black sub-

sample groups [24] substantiate that the black origin can

build a risk factor in children’s development.

Ethnic groups varied in mental health in Europe

In the distinction between native and migrant groups, the

ethnic differentiation has in consequence more valid

results. These results could point out that high variations

with regard to ethnic origins exist. Especially the Dutch

and British studies differ in ethnic origin. Turkish migrant

children often showed more problem behavior in European

countries, particularly in externalizing problem behavior

[18, 70, 72, 73]. In contrast to this, Zwirs et al. [79] found a

tendency towards lower prevalence rates of mental disor-

ders in Turkish migrant children. Moroccan migrant chil-

dren in the Netherlands tend to have less psychiatric

symptoms in comparison with native Dutch or other ana-

lyzed ethnic migrant groups [11, 75], but even in this ethnic

group the findings are not to be generalized [79]. Addi-

tionally, other analyzed ethnic groups varied similar to

previous differences in other measures [5, 24, 30, 54].

Apart from migration aspects, the cross-cultural perspec-

tive is also not sufficient to explain mental disorders of

migrant children in Europe.

Strong influence factors

In addition to cross-cultural differences and migration

reasons, results of the present review indicate that other

aspects influence at least or even more strongly mental

health in migrant children and adolescents in Europe.

Similar to native children, environmental risk factors as

actual living situation, family situation and family’s func-

tioning, socioeconomic status and educational level of

parents are further reasons for mental disorders. However,

in addition, special aspects are relevant for mental health of

migrant children. If parents do not have a clear cultural

identity, either from their host or origin country, this may

affect mental health in migrant children negatively. Fur-

thermore, development tasks such as the integration in a

peer group (with sometimes low host language capabili-

ties), or forming a personal identity in adolescence, are

special challenges for migrant children. Discrimination or

bullying of migrants may additionally increase the risk of

mental problems.

Finally, based on all results of the present review, it can

be noted that in general migrant children do not have a

higher prevalence in mental disorders. Many special further

factors in their living environment can influence their

mental health in a negative way. These further challenges

and efforts in European societies in migrant childhood

development are not to be underestimated and kept in mind

in psychiatric work. It should be noted, however, that the

risk of higher prevalence in migrant children does not

consequently result, as often discussed, in higher aggres-

sive behavior. Especially notable is the danger of inter-

nalizing problems as depression or anxiety for migrant

children and adolescents in Europe. However, as a future

direction it should be noted that there is still a strong

demand for further analysis in migrant children. Many

countries, e.g. Germany, have to take a closer look at dif-

ferent ethnic groups in their migrant children and adoles-

cents. If there is a correlation between ethnic origin and the

type of mental disorder this has to be tested more

extensively.
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Limitations

In the previous discussion the present situation in mental

health in migrant children of many European countries

could be pointed out. It could be demonstrated that there

are often not only huge differences in emotional and

behavioral problems in migrant childhood in comparison

with native children, but also parallels in several results.

However, these results focus on internalizing and exter-

nalizing behavior in many, but not all European countries.

We did not find any studies in fulfilling the listed criteria

from Finland, Denmark, Luxembourg, Greece, Spain,

Portugal and Eastern Europe or in countries of former

Yugoslavia. The situation of migrant children in the

included countries is probably not comparable with those

in other countries. Furthermore, a lower interest of these

countries in their migrant children is possible. It thus

remains unclear whether the results in this review are

comparable to other European countries or not. In the

present studies, problem behavior was measured by valid

and reliable questionnaires. It also remains unclear whether

the understanding and interpretation of mental health of all

children in the different ethnic groups is covered. The SDQ

[29], for example, is often utilized in many studies. Cross-

cultural differences of measures in SDQ-structures suggest

that a measurement of mental disorders in different ethnic

groups is more valid if only the total problem score is

interpreted, not the subscale scores [56]. Particularly, the

language capability is mostly not evaluated in included

studies. In consequence it remains unclear if children or

their parents always understand the items adequately. The

different ethnic understanding of diseases may also be

evaluated to understand the information given correctly.

Further migrant studies should take these aspects into

account to assess the mental condition of migrants more

reliably. This review focused on the comparison between

migrant and native children. It has to be evaluated if these

reflections are sufficient. In a detailed analysis in one

specific ethnic group, more relevant factors in migrant

children’s health may become apparent. In addition, only a

limited choice of all possible mental disorders could be

analyzed. There also may be more than internalizing and

externalizing classical disorders or unhealthy behavior

such as psychoses, alcohol abuse or personality disorders

which are not included in the present review. Furthermore,

many children immigrated in acute danger situations due to

refugee experiences. Almost all studies do not differ in

labour and refugee migrants. The validity in refugee

migrant children problems might not be similar to other

children’s problems. Whether the analyzed studies inclu-

ded refugee children in their sample was mostly not

reported; therefore, the declaration of migrant children’s

mental health remains vague.
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