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Abstract
Accumulating literature demonstrates that immigration detention is harmful to children. However, there is a scarcity of 
scientifically rigorous and reliable data about the health of children held in detention facilities. The aim of the study was 
to compare a community-based population of recently arrived refugee children flown into Australia, not detained, resettled 
in a non-urban area, with a population of children who arrived by boat seeking asylum, detained since arrival. The parent-
version of the strength and difficulties questionnaire (SDQ) of children aged 4–15 years was compared in children living 
in the community with those held in detention. We compared 86 children who had a parent-completed SDQ performed, 38 
(44%) in the community group and 48 (56%) in the detention group. The community sample had been living in Australia for 
325 days, with no time in detention. The detention sample had been living in detention for a mean of 221 days. The mean 
age was similar for the community and detention sample at 8.4 years (P = 0.18). In the total sample, children in the detention 
group had significantly higher SDQ total difficulties scores than children in the community group (P < 0.0001). There was 
no difference between age groups (P = 0.82). The children in the detention group had, on average, an SDQ total difficul-
ties score that was 12 points higher than children in the community group. Four of the five SDQ subscale scores indicated 
greater disturbance amongst children in detention (< 0.0001) compared to children living in the community. The detention 
group had significantly higher scores (P < 0.001) for all except Pro-social scores as compared to Australian norms for the 
4–6 and 7–15 years age group. This study presents a rare opportunity to compare the wellbeing of displaced children who 
were detained following arrival in Australia with those settled in the Australian community since arrival. The community 
children’s scores approximated data from the general Australian childhood population. Children held in detention had sig-
nificantly more social, emotional and behavioural difficulties than children living in the community, and at levels resembling 
a clinical cohort. Despite the small sample size, data restrictions and other limitations of the data, statistical significance 
in differences between the community and detention children is marked and arguably demonstrates the negative impact 
of post-arrival detention in children who are presumed to have similar levels of pre-arrival adversity. If the objective is to 
optimise the health and wellbeing of children seeking asylum, removal of post-arrival detention is one of the most powerful 
interventions available to host countries.
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Introduction

According to the United Nations High Commission for 
Refugees (UNHCR), the world is witnessing the highest 
level of forced population displacement on record. The 
estimated 65.3 million people around the world who have 
fled their homes include 21.3 million formally recognised 
as refugees by the UN. Importantly, half of all refugees 
are children under the age of 18 years [1]. There is a 
remarkable convergence in the findings of extant studies 
in identifying a consistent profile of risk factors for poor 
health and wellbeing outcomes for refugee children. These 
include female gender, unaccompanied child status, time 
held in immigration detention centres, pre-migration and/
or postmigration exposure to violence, family separations, 
psychological morbidity amongst carers, negative school 
and peer experiences, perceived discrimination, parental 
unemployment, reduced family socio-economic status and 
ongoing financial stress [2–10]. Reducing the time held 
in immigration detention centres may be one of the risk 
factors most amenable to public health interventions, par-
ticularly in reception countries of the west.

Recipient nations have shown increasing reluctance to 
provide protection to those seeking asylum with restrictive 
immigration practices being driven by policies of so-called 
‘‘humane deterrence’’, despite evidence that these policies 
cause harm to children and adults [11–15]. Relevant poli-
cies include the confinement of asylum seekers, including 
children, in immigration detention facilities, increased 
border surveillance, and the outsourcing of procedures 
for determining refugee status to other countries [12, 13]. 
The current system in Australia is that 13,000–20,000 
refugees each year are resettled in the community after 
the processing of their protection claims by the United 
Nations overseas. However, asylum seekers who have not 
had their claims processed on arrival in Australia and who 
arrive by boat are routinely subject to mandatory deten-
tion, off-shore processing in remote islands and denial of 
permanent protection, family reunification or resettlement 
in Australia [16, 17]. The detention of children is not con-
fined to Australia, the practice being applied in more than 
60 countries worldwide across the spectrum of high and 
low income nations, making this an issue of global con-
cern [12].

Logistic and administrative obstacles present formida-
ble obstacles for researchers in obtaining representative 
samples of asylum seekers. Access to detention centres in 
remote settings in countries like Australia is made difficult 
by geographical constraints and administrative provisions 
that restrict information gathering and dissemination of 
data by researchers and health professionals. In addition, 
obtaining informed consent remains a complex challenge 

given that asylum seekers may perceive participation in 
research as a threat to achieving positive refugee determi-
nations [11–14, 18–22]. Routine health care within immi-
gration detention centres is largely provided by contracted 
medical services, reducing the incentive for employees to 
release health data for fear of adverse employment conse-
quences and, in some countries, there are legal prohibi-
tions against disclosing information [18, 20, 23, 24]. In the 
case of unaccompanied children, Australian law requires 
consent to participate in research from their legal guard-
ian, which in this instance, is mandated to be the Minister 
of Immigration, the state officer who is responsible for the 
detention policy. As with all studies relating to traumatic 
stress reactions, retrospective reporting holds the inherent 
risks of recall bias, and the possibility of either under- or 
over-reporting of symptoms [14, 23].

Despite these limitations, existing research studies in 
the field converge to indicate that immigration detention 
is a cause of psychological harm to both adults and chil-
dren. Studies in the peer-reviewed literature internation-
ally, including those conducted in the UK, Europe, Can-
ada, Japan, the USA and Australia, consistently show high 
rates of mental distress amongst children who have been 
detained [11, 13, 18, 19, 21, 23–31]. Well documented reac-
tions amongst detainees include depression, anxiety, post-
traumatic stress disorder (PTSD), fear and hopelessness, 
responses that are accompanied by impaired functioning. 
Rates of emotional disturbance vary between a third and four 
fifths of detained children across studies [11–13, 18–20, 22, 
24, 25, 32]. In addition, detention has negative impacts on 
children’s physical health and developmental progression 
[11, 20, 25].

The longer the period of detention, the greater the risk 
of adverse mental health outcomes [14, 15, 20, 24, 33, 
34]. However, even brief periods of detention may be 
harmful [19, 25]. Children are detained in Canadian and 
British detention centres for far shorter periods (mean of 
43–56 days) than was the case in Australia (16–20 months) 
at the time of this study, and had high rates of emotional 
distress, behavioural difficulties, depression, anxiety, sleep 
problems, somatic complaints and symptoms of PTSD, 
even if they did not report exposure to physical violence or 
deprivation [15, 19, 25, 32]. Similarly, in Sweden, regarded 
as providing better detention standards than many other 
nations, detainees including children reported lower quality 
of life than newly settled refugees in the community [28]. 
This suggests that even short periods of detention under rela-
tively ‘safe’ conditions may be damaging for asylum seeker 
children [19].

Including a group for comparison represents an impor-
tant methodological improvement in studies examining 
the psychological status of detained refugee children, an 
approach that has been pursued in studies amongst adult 
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asylum seekers. Robjant [21] compared levels of psycho-
logical distress in asylum seekers in the community with the 
same indices in detained asylum seekers and non-refugee 
criminal detainees. The researchers found that asylum seek-
ers in detention had the highest scores of all three groups 
on depression, anxiety and PTSD symptoms. Ichikawa [27] 
also found that ex-detained adult asylum seekers had higher 
levels of emotional disturbance once released than their refu-
gee counterparts who had never been detained. Cohen [23] 
found suicide and self-harm rates in asylum seekers in UK 
detention centres to be higher than those amongst refugees 
in the community and comparable to the prevalence amongst 
general prison populations. To date, there are no published 
studies comparing asylum seeker children in detention with 
children in the community in relation to indices of mental 
health and wellbeing.

These considerations prompted the present study. We rec-
ognised at the outset that there were substantial methodo-
logical constraints in comparing children in detention and 
in the community given that the sampling frames could not 
be matched precisely. Nevertheless, we included a commu-
nity sample in this analysis to provide a broad yardstick of 
the level of mental disturbance amongst refugee children in 
Australia who had not been detained. Our aim was to exam-
ine whether, as hypothesised, refugee children in detention 
showed poorer levels of social–emotional wellbeing than 
their counterparts living in the community. The samples 
included a community-based population of refugee chil-
dren who arrived by plane, were not detained, were allowed 
to reside in a non-urban area and followed for 2–3 years 
after arrival; and the index group of children who arrived by 
boat seeking asylum, were immediately detained and held 
in detention for the duration of their residency in Australia.

Methods

The two populations from which our samples were drawn 
are described in detail below.

Community population

Between 2009 and 2013, a population cohort of all newly 
arrived refugee children settled in a non-urban area were 
visited at home by nurses shortly after arrival in Australia, 
and their families were invited to participate in a prospec-
tive longitudinal study [35]. Recruited children had health 
and wellbeing assessments conducted at year 2 (average 
13 months) and year 3 (average 31 months) post-arrival. 
During the specified timeframe, 228 refugee children arrived 
in the study region, 158 meeting the eligibility criteria (aged 
6 months to 15 years), of whom 61 (39%) were recruited 
to the study. Fewer children were initially recruited than 

anticipated due to logistic difficulties (unavailability of lan-
guage interpreters when needed) (n = 52;33%), families/
children declining to participate (n = 24;15%), relocation 
out of the area (n = 13;8%), or not contactable (n = 8;5%).

Of those recruited, 43 were eligible to complete the main 
mental health assessment measure, the strengths and dif-
ficulties questionnaire (SDQ—described below) (for ages 
4–15 years) and parents completed the parent-report version 
in 38 of 43 (88%) children at year 2 of follow-up. Face-to-
face interpreters were used during all assessment interviews; 
translated versions of the SDQ were used for literate Arabic 
and Farsi speaking participants. SDQ scores in the study 
children were compared to Australian normative data.

The community sample consisted of 48% male and 52% 
female children. Children’s families originated from the 
South East Asian (29%), African (20%) and Eastern Mediter-
ranean (13%) World Health Organization (WHO) designated 
regions. On arrival, 30% of children were living in single-
parent families. Other population characteristics, physical 
and developmental health and predictors of social–emotional 
wellbeing are described elsewhere [35–37]. The children 
retained in the study (85%) over 2–3 years were similar to 
those not recruited and lost to follow-up in terms of gender, 
WHO region of origin and language spoken at home [35].

Detention population

Data for detained children were collected in March 2014 
during the Australian Human Rights Commission (AHRC) 
National Inquiry into Children in Immigration Detention 
[38]. Some of the authors (KZ and SM) were invited as 
consultants to the AHRC Inquiry and were involved in the 
design of the inquiry methodology including selection of the 
SDQ and other indices of data collected during the visit to 
Christmas Island. The data collected were later obtained for 
analysis under Freedom of Information (FOI) legislation in 
July 2015; the main findings have been published elsewhere 
[18]. At the time, 356 children aged 0–17 years were held in 
detention on Christmas Island, a remote Indian Ocean island 
which forms part of Australia situated off the northwest 
coast of the mainland. The AHRC provided data relating to 
365 people under FOI, which included adults and children in 
69 family groups (at least one adult and one child) with 37% 
of children in single-parent families; 29% had two parents 
and 4% were with other adult carers. The number of chil-
dren ranged from one to six per family, with 40% of families 
having one or two children. The 191 children in the dataset 
represent 48% of the 356 children detained at the time on 
Christmas Island. Time in detention and ages of children 
were provided for most children. Information concerning 
gender, individual country of origin, and language group of 
child was redacted to protect participants and therefore are 
not available for analysis. However, accessible data indicate 
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that the whole population of children in detention at the 
time (1089 children) were of Eastern Mediterranean (50%), 
South East Asian (18%), Western Pacific (12%), African 
(< 1%) and ‘Stateless’ (19%) origin. Complete SDQ data 
were available for 70 children (20%) aged 3–17. The English 
language parent-report version of the SDQ was completed 
during interview with parents and children using face-to-
face interpreters.

Inclusion criteria for the study sample

In order to increase comparability of the two populations, 
we selected children aged 4–15 years. This meant exclusion 
of SDQ data for children under 4 and aged 16–17 years from 
the detention sample, reducing the detention sample from 
70 to 48 children. We compared the year 2 SDQ assessment 
of the community sample with the SDQ assessments of the 
detention sample.

Measures

The SDQ was selected as a tool with high sensitivity 
and specificity and validated in past studies for assessing 
social–emotional wellbeing across cultures and in migrant 
and refugee children [39–42]. It includes 25 items with 
five symptom scales (Hyperactivity–inattention, Emotional 
symptoms, Peer problems, Conduct problems and Pro-social 
behaviour), all of which except the Pro-social subscale 
were used to produce the total difficulties score; the impact 
supplement was not used [43]. Psychometric studies have 
attested to the robustness of the measure for diverse popula-
tions around the world including Australia [41]. Means and 
standard deviations for each subscale and total difficulties 
scores are available for the Australian population [43]. In 
population and clinical studies, high SDQ scores are rou-
tinely used to indicate increased risk of mental illness [39, 
40].

Statistical methods

The SDQ total difficulties score was calculated using the 
usual procedure which includes four subscales but not Pro-
social subscale. Depending on the analysis, the SDQ total 
difficulties score was treated as either a continuous vari-
able, or categorised into: (1) normal and (2) borderline and 
abnormal. Categorical data were described according to fre-
quencies and percentages and differences in these indices 
between community and detention children were examined 
using contingency tables with Pearson’s Chi-square. Test 
statistics are reported with degrees of freedom (DF). Two-
way analysis of variance was used to examine differences 
in mean SDQ total difficulties scores between age groups 

and community and detention children with least significant 
difference post hoc tests used to generate mean differences 
and 95% confidence intervals (95% CI). Independent sample 
t tests were used to compare the mean values of the SDQ 
domains between the community and detention samples with 
non-parametric Mann–Whitney U tests used to validate P 
values where the data were non-normally distributed. Two-
tailed tests were used and P values < 0.05 were considered 
statistically significant. Study data were compared with 
normative Australian data for the SDQ [43–45]. Data were 
analysed using SPSS version 22.0 [IBM, USA].

Results

The study sample comprised a total of 86 children aged 
4–15 years who had a completed SDQ, 38 (44%) of whom 
were in the community group and 48 (56%) in the detention 
group (Fig. 1).

Time in the community or in detention

The community sample had lived in the community since 
arrival in Australia for an average of 325 days (11 months; 
range 161–727 days or 5–24 months). Of the children in 

community arrivals 

<15 years in region
N=158

children <17 years in 
detention centre at 

the time
N=356

community 
longitudinal study 

population <15 years 
N=61 (39%)

detention population 
aged 3-17 years with 

SDQ
N=70 

community sample

aged 4-15 years with 
SDQ
N=38 

detention sample

aged 4-15 years with 
SDQ
N=48 

study sample

children aged 4-15 
years with SDQ

N=86 

Fig. 1   Formation of study sample (n = 86)



415European Child & Adolescent Psychiatry (2018) 27:411–422	

1 3

the detention sample, only 29 (60%) had time in detention 
data, with a mean stay of 221 days (7 months) in detention 
(range 90–390 days or 3–13 months) (Fig. 2). This was not 
significantly different from the mean length of time that 
the total population of children aged 0–17 years had spent 
in immigration detention on Christmas Island (222 days), 
or the population of children detained elsewhere in Aus-
tralia at that time, which was 231 days [38, 46].

The sample of children in the community had resided 
for a longer period in Australia than those in detention, 
with a mean difference of 104 days (95% CI 61, 149; 
P < 0.0001).

Age distribution

Although the detention sample included a lower percentage 
of pre-school children, the overall age profile for the com-
munity and detention sample was similar (P = 0.18), with a 
mean of 8.4 years (Table 1).

SDQ scores

For the total samples and all age bands within them, chil-
dren in the detention group had significantly higher SDQ 
total difficulties scores than children in the community group 
(F = 66.9; P < 0.0001) (Table 2). Specifically, the children 
in the detention group had an average SDQ total difficulties 
score that was 12 points higher than the average for children 
in the community group. Analysis of variance showed a sig-
nificant difference between the two groups (P < 0.0001). As 
can be seen, there was no overlap in mean SDQ total diffi-
culties scores with 95% CIs by age group in the two groups 
(Fig. 3). There was also no difference in SDQ total scores 
between groups according to age bands (P = 0.82).

In addition to the mean SDQ total difficulties scores, four 
of the five subscale scores indicated greater levels of distur-
bance amongst children in detention compared to children 
living in the community (P < 0.0001) (Table 3). The com-
munity children’s scores on SDQ subscales approximated 
data from the general Australian childhood population, 
where rates of mental disorder are between 9 and 14% [44, 
45].

The detention group had significantly higher scores 
(P < 0.001) for all except for the Pro-social scale when 
compared to Australian norms for the 4–6 and 7–15 year 
age group [43–45, 47] (Table 4).

Represented graphically, the most striking differences are 
evident in Emotional problems and total difficulties (Fig. 4).

Considering the proportion of children in the abnormal, 
borderline and normal range of SDQ scores, a higher pro-
portion of detention children had abnormal total difficul-
ties scores (54.2 vs. 13.2%) and a small proportion normal 
scores (20.8 vs. 76.3%) (P < 0.0001) (Table 5). For all sub-
scale scores except Peer Relations, detention children had a 
higher proportion with abnormal and borderline scores and 
a lower proportion with normal scores (P < 0.05). For Peer 
Relations, a higher proportion of community children had 
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Fig. 2   Number and distribution of days in the community and in 
detention for the community sample (n = 38; mean = 325 days) and 
the detention sample (n = 29; mean = 221)

Table 1   Age group distribution in the community and detention chil-
dren

Community (%) Detention (%) Total (%)

Age
 4–5 years 9 (24) 6 (13) 15 (18)
 6–10 years 18 (47) 32 (67) 50 (58)
 10–15 years 11 (29) 10 (21) 21 (24)

Total 38 (44) 48 (56) 86 (100)

Table 2   Mean SDQ total 
difficulties score in children 
living in the community and 
children living in detention 
(with mean difference and 95% 
CI), by age group

Age group Community 
mean (SD)

Detention mean (SD) Mean difference (95% CI) T value, DF P value

4–5 years 8.9 (6.6) 23.0 (8.1) 14.1 (5.9, 22.3) 3.7, 13 0.003
6–10 years 8.7 (7.3) 20.5 (6.7) 11.7 (7.6, 15.9) 5.7, 48 < 0.0001
11–15 years 8.4 (6.5) 21.7 (7.5) 13.3 (7.0, 19.7) 4.4, 19 < 0.0001
Total sample 8.7 (6.7) 21.0 (7.0) 12.4 (9.4, 15.4) 8.3, 84 < 0.0001
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abnormal (21.1 vs. 18.8%) but also normal scores (63.2 vs. 
37.5%), and lower borderline scores (15.8 vs. 43.8%).

The difference between community and detention chil-
dren’s subscale scores is most striking for Emotional, Hyper-
activity and Conduct Disorder subscales, where the differ-
ence between the proportion normal between the two groups 
is 55, 39 and 30%, respectively. The least difference is in 
Peer relations, at 26% difference. All differences between the 
two groups are statistically significant (P < 0.05).

In the 29 (60%) detained children with available data, 
there was no correlation between SDQ scores and days in 
detention (r = 0.004; P = 0.98) for SDQ total difficulties 
score.

SDQ total difficulties score (Mean and 95% CI)

0 5 10 15 20 25 30 35

Community
Detention

4-5 years

6-10 years

10-15 years

Fig. 3   Mean SDQ total difficulties scores in children living in the 
community and children living in detention, by age group

Table 3   Mean SDQ total difficulties and subscale scores in children living in the community as compared with children in detention (with mean 
difference and 95% CI), age 4–15 years

Community mean 
(SD)

Detention mean (SD) Mean difference (95% CI) T value, DF P value

Conduct disorder 1.4 (1.7) 4.0 (2.6) 2.5 (1.6, 3.5) 5.2, 84 < 0.0001
Emotional problems 2.4 (2.3) 7.4 (2.3) 5.0 (4.0, 6.0) 10.1, 84 < 0.0001
Hyperactivity 2.8 (2.4) 5.8 (2.6) 3.0 (1.9, 4.1) 5.4, 84 < 0.0001
Peer relations 2.1 (1.8) 3.9 (2.0) 1.8 (1.0, 2.6) 4.3, 84 < 0.0001
Pro-social 8.2 (1.9) 6.8 (3.0) − 1.4 (− 2.5, − 0.3) 2.5, 84 0.01
Total difficulties 8.7 (6.7) 21.0 (7.0) 12.4 (9.4, 15.4) 8.3, 84 < 0.0001

Table 4   Mean SDQ total difficulties and subscale scores in children living in the community and in detention (with mean difference and 95% 
CI), and Australian normative data (age 4–6 years from Kremer, age 7–15 years from SDQ website)

* Difference between the community sample and Australian norms
** Difference between the detention sample and Australian norms

Aust norms 
mean (SD)

Community 
mean (SD)

T value, DF P value* Detention mean (SD) T value, DF P value**

Age 4–6 years
 Conduct disorder 1.2 (1.4) 1.3 (1.6) 0.2, 14 0.87 5.6 (2.7) 5.3, 10 < 0.0001
 Emotional problems 1.4 (1.6) 2.1 (2.2) 1.2, 14 0.26 7.0 (2.6) 7.0, 10 < 0.0001
 Hyperactivity 2.8 (2.2) 2.5 (2.4) − 0.5, 14 0.60 7.1 (2.6) 5.4, 10 < 0.0001
 Peer relations 1.2 (1.5) 1.9 (2.0) 1.3, 14 0.22 3.4 (1.5) 4.8, 10 0.001
 Pro-social 8.2 (1.8) 8.4 (1.5) 0.5, 14 0.63 4.6 (3.0) − 4.0, 10 0.003
 Total difficulties 6.5 (4.7) 7.7 (6.7) 0.7, 14 0.51 23.0 (7.4) 7.4, 10 < 0.0001

Age 7–15 years
 Conduct disorder 1.5 (1.6) 1.5 (1.7) 0.1, 22 0.95 3.5 (2.4) 5.1, 36 < 0.0001
 Emotional problems 2.1 (2.0) 2.6 (2.4) 1.0, 22 0.35 7.5 (2.2) 14.8, 36 < 0.0001
 Hyperactivity 3.1 (2.4) 3.0 (2.5) − 0.1, 22 0.91 5.4 (2.6) 5.6, 36 < 0.0001
 Peer relations 1.6 (1.9) 2.2 (1.7) 1.6, 22 0.12 4.0 (2.2) 6.9, 36 < 0.0001
 Pro-social 8.3 (1.7) 8.0 (2.2) − 0.7, 22 0.51 7.4 (2.8) − 2.1, 36 0.05
 Total difficulties 8.2 (6.1) 9.3 (6.9) 0.8, 22 0.45 20.5 (6.8) 10.9, 36 < 0.0001
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Discussion

This study presents a rare opportunity to compare the 
wellbeing of asylum seeker children living in detention 
and refugee children living in the community since arrival 
in Australia. Children in the detention group had signifi-
cantly impaired social–emotional wellbeing represented 
by higher SDQ total difficulties scores than children in 
the community group, both in the respective samples as 
a whole and across all age groups. The social–emotional 
wellbeing of community refugee children approximated 
Australian normative data [43, 45] and were similar to 
findings amongst 530 refugee children and adolescents 
living in the South Australian community [47, 48]. Con-
sistent with existing evidence about the harms caused by 
immigration detention, over half the children living in 
detention had SDQ scores significantly in excess of the 
normal range for the total difficulties score and four of 
the five SDQ subscales across all age groups. The deten-
tion children in our study also had a higher proportion of 

abnormal SDQ total scores (54%) compared with asylum 
seeking children detained in open centres in Denmark 
(31%) [49] and the Netherlands (38%) [50].

The SDQ subscale scores were significantly worse for 
detention children compared to community children for all 
except the Pro-social subscale. The subscale scores dem-
onstrated greatest difficulties for detained children in the 
domains of Emotional problems, Hyperactivity and Con-
duct Disorder. This distribution of problems resonates with 
other studies of detained children [49]. SDQ measurement of 
Emotional problems (indicated by the child often complain-
ing of headaches, and being fearful, unhappy and nervous 
in new situations), Hyperactivity (restless, easily distracted 
and impulsive with difficulties concentrating) and Conduct 
Disorder (easily angered, disobedient, fights with other chil-
dren, and often lies, cheats and steals) indicates that children 
are significantly symptomatic across multiple domains of 
functioning, consistent with clinical observations and other 
studies of detained children [11–13, 18–20, 22, 24, 25, 32].

For both our community sample and the South Australian 
refugee children, scores on Peer Relations were relatively 
more problematic than in the detention children [48]. The 
Peer Relations subscale includes indicators that the child 
has few friends, is bullied and gets on better with adults 
than same aged peers. This may reflect conditions in the 
community where refugee children experience difficulties 
integrating into mainstream society in their first year of set-
tlement. Other studies have shown that this initial impedi-
ment improves over time and is no longer problematic by the 
third year of settlement [36].

The only subscale in which detention children had better 
mean scores than community children was the Pro-social 
subscale. This measures whether the child is considerate of 
other people’s feelings, shares readily with others, is help-
ful if someone is hurt, kind to younger children and volun-
teers to help others. Increases in Pro-social scores have been 
found in studies of children of parents with mental illness in 
the general community [51]. It is well documented that there 

Mean and 95% CI
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Fig. 4   Mean and 95% CI of each SDQ total difficulties (full 
band) and subscale score in the community and detention group

Table 5   Children with abnormal, borderline and normal SDQ scores in the community and detention groups

Community Detention Chi-square 
value, DF

P value

Abnormal N 
(%)

Borderline N 
(%)

Normal N (%) Abnormal N 
(%)

Borderline N 
(%)

Normal N (%)

Conduct dis-
order

5 (13.2) 1 (2.6) 32 (84.2) 19 (39.6) 3 (6.3) 26 (54.2) 8.7, 2 0.013

Emotional 
problems

9 (23.7) 1 (2.6) 28 (73.7) 36 (75.0) 3 (6.3) 9 (18.8) 26.1, 2 < 0.0001

Hyperactivity 3 (7.9) 2 (5.3) 33 (86.8) 21 (43.8) 4 (8.3) 23 (47.9) 15.0, 2 0.001
Peer relations 8 (21.1) 6 (15.8) 24 (63.2) 9 (18.8) 21 (43.8) 18 (37.5) 8.2, 2 0.017
Pro-social 0 (–) 2 (5.3) 36 (94.7) 12 (25.0) 5 (10.4) 31 (64.6) 12.7, 2 0.002
Total difficulties 5 (13.2) 4 (10.5) 29 (76.3) 26 (54.2) 12 (25.0) 10 (20.8) 26.7, 2 < 0.0001
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are high rates of mental illness and psychological distress in 
adults living in detention [15, 18, 20, 23, 51]. We hypoth-
esise that Pro-social skills may be required for survival and 
wellbeing in children living in difficult circumstances, espe-
cially if the adults around them are not able to adequately 
respond to their needs. As these children were living in close 
proximity to similarly detained children from comparable 
circumstances and with whom they could potentially iden-
tify, their capacity for kindness to other children may have 
been promoted and reflected in the Pro-social score. They 
also may have had reduced exposure to the lack of belong-
ing, discrimination, bullying or exclusion that some refugee 
children encounter when first settled in the community [36]. 
Our finding of better mean Pro-social scores for detained 
children also indicates that there was not uniform reporting 
of abnormal adjustment, or “plaintive” bias, in response to 
the SDQ for the detention group.

The total difficulties score on the SDQ is likely to be 
more accurate and replicable than subscale scores, especially 
when comparing different ethnic groups [52, 53]. This study 
found that worse social–emotional wellbeing in children in 
detention was consistent whether total difficulties scores or 
subscale scores were considered. Despite the small sample 
size and other limitations of the data, differences between 
the community and detention children were substantial and 
statistically significant, suggesting the negative impact that 
post-arrival detention has amongst children who are pre-
sumed to have similar exposure to pre-arrival adversity.

An important risk factor for poor social–emotional well-
being is unaccompanied child status [2–10, 54]. Of the 15 
unaccompanied children in the detention population, only 
one was 14 years of age and therefore eligible for inclu-
sion in this study (age range of 4–15 years). The remain-
ing unaccompanied children were 16–17 years of age and 
were therefore excluded; however, analysis of their SDQ 
data showed that the older unaccompanied children had the 
same distribution of total difficulties scores on the SDQ as 
the rest of the detained sample population.

Limitations

This study has limitations for reasons that were largely 
unavoidable. Data from the detention sample were cross-
sectional, preventing longitudinal analysis which has been 
possible in the community sample. Because of constraints 
on assessment and in data release, insufficient informa-
tion was available to exclude differences in the pre-arrival 
adversities experienced by the two groups of children, 
although they are assumed to have faced similar levels of 
adversity in their countries of origin. The refugee children 
settled in the community had not experienced the boat 
journey to Australia that preceded arrival of the detained 

children. Previous reports indicate that detained children 
on Christmas Island remained distressed by transit expe-
riences including the boat journey [55, 56]. Conversely, 
however, the children processed by the UN, flown to Aus-
tralia and settled in the community are likely to have had 
longer periods of transit in refugee camps outside Aus-
tralia while their refugee claims were processed.

The community children had been living in the Aus-
tralian community longer than the detention children had 
been detained, with a mean difference of 104 days (3½ 
months). The higher level of social–emotional wellbeing 
identified in community children may be a reflection of 
their longer stay outside of countries of transit and origin. 
Other studies show that the longer displaced children are 
in the community in Australia or other host countries, the 
more their social–emotional wellbeing approximates local 
norms [36]. However, it is implausible that this difference 
adequately explains the marked disparity in SDQ scores. 
Unfortunately, no published literature was identified that 
would allow a direct comparison between displaced chil-
dren resettled in the community with the precise post-
arrival time period of the detention children in our study.

In the detained children there was no correlation 
between social–emotional distress (SDQ total score) and 
time detained despite evidence of an association in other 
studies [14, 15, 20, 24, 33, 34]. This is most likely due the 
small sample size of 29 children included in this analysis.

Restricted access to the detained population required that 
data collection was opportunistic and occurred during a brief 
period when the authors visited Christmas Island as part of 
the Australian Human Rights Commission Inquiry in 2014 
[38]. The data provided for analysis under Freedom of Infor-
mation provisions were heavily redacted and excluded data 
on gender, countries of origin, language group and other 
factors such as family separation and parental mental health 
that are known to impact on children’s social–emotional 
wellbeing [2, 4–10, 18, 57–63]. Differences in these char-
acteristics could have accounted in part for the disparity in 
SDQ scores found between the two samples. For example, in 
the community sample, although not associated with gender, 
the SDQ score was related to the presence of the child’s 
father [37]. Notwithstanding the proportion of single-parent 
families was similar between the community and detention 
groups. The detention sample comprised a proportionately 
higher number from the Eastern Mediterranean region and 
lower proportions from the African region. Origin from the 
latter region is known to be associated with lower levels of 
distress amongst children in general, although the literature 
on the impact of region of origin is inconsistent [4, 7, 8, 
37]. In spite of these caveats, the magnitude of the SDQ dif-
ferences strongly suggests that detention remained a major 
factor shaping distress amongst children in that setting.
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Although the use of a self-report instrument such as the 
SDQ provides information directly from the parent, and 
arguably provides a more accurate indication of distress 
than clinician-rated screening tools, distortions in reporting 
still may occur in cross-cultural settings arising from differ-
ences in understanding underlying concepts of health and 
illness; fears of mental health stigmatisation; social desir-
ability effects; and levels of literacy [64–66]. The difference 
in cultural mix of the two samples may have influenced the 
extent to which these biases were operating in each group.

Levels of distress in parents and children in the deten-
tion or community sample may have influenced participation 
in data collection in either direction, such as inclusion of 
more children with poor social–emotional wellbeing in one 
or other sample. Without additional data on the detention 
population it is difficult to ascertain the extent of that poten-
tial bias. The community sample was less likely to be biased 
in that the study was prospectively designed to include all 
newly arrived refugee children in a specified geographic 
location and, to a large extent, achieved this aim [35]. In 
addition, the recruitment rate was higher in that sample. At 
minimum, the observation that SDQ total difficulties scores 
amongst the detention sample (79%) approached the preva-
lence found in a child and adolescent mental health service 
(85%) suggests that in at least a substantial subgroup resid-
ing in detention, high levels of psychopathology are present 
[62].

Despite the acknowledged limitations, this study is 
significant in that it is the first in Australia and possibly 
worldwide to compare the social and emotional wellbeing 
of displaced children settled in the community with those 
detained on arrival in a country of resettlement. The find-
ings are consistent with and add to the evidence of the harms 
caused by post-arrival detention of displaced children, an 
issue of substantial public health and human rights interest 
considering the policies of deterrence pursued by the Aus-
tralian and other governments worldwide. The Australian 
Human Rights Commission National Inquiry into Children 
in Immigration Detention [38] found detention centres to be 
unsafe places for children, with unacceptable risk of sexual 
assault, self-harm and suicide, and the stresses of confine-
ment being instrumental in acts of voluntary starvation and 
hunger strikes in children. Unaccompanied children are con-
sistently identified as a particularly vulnerable group [20, 55, 
67]. In spite of the methodological challenges in undertaking 
studies in this area, the public interest imperative to do so 
therefore is clear.

Medical professionals in Australia who speak publicly 
about their experiences working with children in detention 
were, until a recent legal challenge, subject to potential 
imprisonment under the Australian Border Force Act of 
2015; the “secrecy and disclosure provisions” of these laws 
remain operational for other professionals including lawyers, 

teachers, social workers and detention officers. (https://www.
legislation.gov.au/Details/C2016C00650) [11, 18, 68–70]. 
This has led to sustained opposition from a wide range of 
professional organisations in Australia, the only country 
where mandatory detention is enshrined in legislation [16, 
20, 26, 69, 71, 72]. Professional allegations that detention is 
tantamount to torture and a 2013 survey showing that over 
80% of Australian paediatricians consider that mandatory 
detention of children constitutes child abuse have failed to 
alter Australian government policy [20, 69, 73, 74].

Given the present findings, there is a case for ensuring 
that the same or higher standards are provided in immigra-
tion detention centres compared to prisons in relation to 
accountability of governance structures, quality and inde-
pendence of health care, access to services, and meaning-
ful activity for children including education [23, 32]. The 
imperative of such a comprehensive duty of care is magni-
fied for children, given that they have committed no crime 
and are amongst the most vulnerable and traumatised of our 
global population.

Conclusions

Australian and international policies increasingly subject 
displaced children to immigration detention. There are for-
midable restrictions to undertaking independent research and 
analysis of the health and human rights impacts of these pol-
icies. In this context, the present study adds to the growing 
body of data concerning the mental health impacts of deten-
tion by comparing the social–emotional wellbeing of asylum 
seeker children living in detention and refugee children liv-
ing in the Australian community since arrival. Children in 
detention have markedly worse social–emotional wellbeing 
at all ages than their community-based counterparts. The 
detained children’s scores resemble a clinical sample of chil-
dren referred to child and adolescent mental health services 
while the community-based children resemble Australian 
community norms. The difference between the two groups 
of children is significant at a statistical level in spite of the 
modest sample sizes. When considered in the context of past 
observations by professionals and human rights groups and 
the body of scientific research already accrued, our findings 
add to the case that detention itself most likely contributes to 
the high levels of social–emotional distress experienced by 
children held in detention. Clearly, if the overriding objec-
tive is to safeguard and promote the health and wellbeing of 
children seeking asylum, removal of detention provisions 
may be one of the most powerful interventions available to 
host countries.
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