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The Socioecological Factors Affecting the Mental Health of  

Unaccompanied and Separated Refugee and Asylum-Seeking Children  

Abstract 

 We conducted a systematic review of existing empirical evidence on the 

socioecological risk and protective factors affecting the mental health of internally displaced, 

and unaccompanied and separated refugee and asylum-seeking children (UASC) by 

searching Medline, PsycInfo, ERIC, GLOBAL HEALTH DATABASE, and Web of Science 

for original research studies published up until May 2020. 68 studies qualified for the final 

sample, compromising 15,671 children excluding overlapping study populations. 

 Cumulative exposure to violence and adversities, including post-migration stressors, 

were the most robust and widely examined predictors for psychological distress in UASC, 

supporting a strong dose-response relationship. Uncertainty and legal precarity of asylum-

seeking youth were significant variables in growing mental health problems in UASC, which 

became particularly evident when UASC transition into institutional adulthood and 

subsequent loss of access to services, educational opportunities, and protection. A thorough 

social embedding through affectionate care, supportive relationships, an adequate child-

rearing environment had a positive effect. Education and learning were key normalizing 

experiences that re-establish order and predictability and nurture the ability to develop a 

projected self. Evidence on the intersecting relation of psychopathology and intra-individual 

personality dimensions in UASC underscores the importance of an elaborate clinical 

assessment upon arrival, given the complexity of individual adaptive functioning aside 

regular, long-term follow-up care. Effective mental health programming must involve a 
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tailored, culturally sensitive, multi-layered, and cross-sectorial approach engaging diverse 

sectors including education, child protection, legal and political participation. Addressing 

daily hassles and providing support with engagement coping strategies are important factors 

for UASC's successful adjustment and acculturation to the receiving country. Considering 

UASC's specific vulnerability and formative age, efforts to prompt and fair asylum processes 

must be the utmost priority. A sustainable humanitarian approach providing a continuum of 

care across national boundaries, including transit and return countries, should be prioritized. 

 Future scholarship may expand its processual and agentic perspective on UASC's 

mental health by contextualizing socioecological factors along a developmental sphere of the 

maturing child through longitudinal studies. Realities of forcibly displaced children aside the 

context of receiving countries like those displaced internally or in countries of the Global 

South, UASC post-return, or those stuck in transit countries require further attention. 
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Preface 

 

“The only dream worth having ... is to dream that you will live while you’re alive and 

die only when you’re dead ... ‘Which means exactly what?’…To love. To be loved. To 

never forget your own insignificance. To never get used to the unspeakable violence 

and the vulgar disparity of life around you. To seek joy in the saddest places. To 

pursue beauty to its lair. To never simplify what is complicated or complicate what is 

simple. To respect strength, never power. Above all, to watch. To try and understand. 

To never look away. And never, never, to forget.”  

—Arundhati Royi 

 

I spent my early childhood in the shadow of the iron wall that many refugees attempted to 

cross. In the nineties, hundreds of thousands of refugees fled the Yugoslavian war to Austria, 

where I resided. In 2007, when refugees and migrants had not yet become instrumentalized 

for political interests, I witnessed a refugee boat capsize near the Southern Italian coast. A 

family with several children drowned amid a turbulent rescue operation involving violence 

and force. Ever since, these images have haunted me. In 2015, hundreds of thousands of 

refugees flowing into Europe were passing my home. That time, I had served as a clinician in 

a public hospital near one of the biggest refugee reception centers in Switzerland. Several 

women, some of them barely mature, chose to share their stories with me, grasping for words 

to express the unspeakable cruelty they had survived while others remained silent. In 2018, a 

few months after the public outcry over the current administration's cruel and strategic family 

separations of asylum-seekers, I moved to the United States. During the past two years, the 

landscape of immigration politics in the U.S. has drastically changed. Mass detention of 

children ripping families apart, the removal of fundamental rights, the systematic terror of 

immigrant communities, and gradual curtailment of their rights; the politically motivated 

commodification of the most vulnerable, the abyss of ignorance of scientific evidence about 

the long-term sequelae of such practices on the well-being and development of children has 

left me outraged. 

           The undertaking of this systematic review is part of my genuine research interest in the 

development of children and adolescents in the face of adversity—a focus that has been 

mainly shaped during my time here at Harvard during which I have acquired an essential 

body of knowledge on developmental psychopathology, child protection, human and 

children's rights, immigration law, migration, and humanitarianism.  

           Witnessing the lapse of human rights and benevolence at close range has been a 

painful process. Using Arundhati Roy's apt words, I "never get used to the unspeakable 

violence and the vulgar disparity of life around" me. This research project marks the 

beginning of a long journey ahead, a commitment of myself to serve those who are most in 

need to fight inhumanity, inequality, and the socially exclusive sentiment of our time. This 

project is dedicated to the thousands of unaccompanied and separated children on the move 

whose childhood is on hold.  

 

 
i Roy A. The cost of living: Vintage Canada; 2010,104-105. 
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1. Part 1 Context 

“I feel like I’m inside a prison. I have done nothing to deserve this. I feel like I have done 

something to be put here. Each time I speak to my parents, I miss them so much. My heart 

is aching. I am in prison. The tea is too sweet, and the breakfast leaves me hungry. I feel 

so lonely because I was separated from my friends and family and brought here by force. 

I can’t even call my parents every day for longer than a few minutes. I want to get out of 

here. I don’t want to be in prison.”  

—One of the younger adolescent boysii  

 

The number of forcibly displaced children has reached an unprecedented level. Violent 

conflict and persecution have forced 79.5 million people to flee their homes by the end of 

2019, many of whom are children. While the majority, 19 million child refugees—the highest 

number ever seen—are internally displaced within the boundaries of their own countries,1 an 

estimate of 13 million children in seek of humanitarian protection have been forced to cross 

frontiers.1,2 Hundreds of thousands of children must navigate hazardous journeys on their 

own. The number of children migrating unaccompanied or separated from their caregivers 

has escalated in some parts of the world over the past few years.3 Deprived of safe, regulated 

alternatives, unaccompanied and separated refugee children have little choice other than 

utilizing hazardous irregular migration pathways. Lacking adequate protection, refugee and 

asylum-seeking unaccompanied or separated children (UASC) are easy prey to human 

trafficking, exploitation, and abuse. Migration journeys often corroborate the interpersonal 

and structural violence and depriving conditions that they initially had attempted to escape.4 

Exposure to the past, along with ongoing adversities, violence, and precarity, provide 

cumulative risk factors to the mental health of displaced children.5 

 Historically, scholarship on refugee mental health predominantly has explored the 

causality between exposure to pre-migratory violence and its adverse impact on mental health 

 

ii Save the Children (2016) Written Evidence (UME0031). Alone in Europe: Why the EU and UK government must do more to protect the 

most vulnerable children in Europe. Annex 2: Child Participatory Assessment 
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outcomes, assuming that refugees are safe in host countries.6 In the context of extensive 

media coverage and the politicization of mass displacement of refugees over the past few 

years, the abysmal and dangerous conditions UASC are exposed to throughout their 

migration journey, including in resettlement, have come more and more into focus. 

Dehumanizing systemic discrimination, disenfranchisement, political neglect, and ill-

equipped child protection systems further endanger migrant children's integrity. Much of the 

scholarship so far, despite a slight change in course, had been following a clinical dictum at 

the expense of structural aspects profoundly shaping UASC's migratory experience and 

mental health response. Comparably little attention has yet been paid to structural and 

political forces affecting the development, well-being, and inclusion of displaced UASC into 

the receiving societies.6 A myriad of adversities, including social exclusion, inequality, 

precarity, lack of access to care, and political neglect, have become pertinent to many 

UASC's lived experiences. More and more find themselves stranded in transit countries or 

forcibly returned to the country of their origin. Upon the premises of bilateral return 

agreements, initiatives such as the morally questionable European Return Platform for 

Unaccompanied Minors, and the scaling up of assisted voluntary return and reintegration 

(AVRR) programming by no means the European Union (EU) or the United States (U.S.) can 

wipe off its obligation for the well-being of returnees. Despite a stark upward trend of 

returns, post-return realities of UASC yet have only received comparably little attention in 

scholarship. Empirical evidence on the impact of socioecological factors on the mental health 

and well-being of UASC throughout their migration journey, especially concerning UASC's 

inclusion into the receiving country or upon return, is scarce.7,8 Mental health as "a central 

marker of inequality, marginalization, and suffering…can be explored within the causes of 

forced migration, situations of displacement, and resettlement."9  
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 Over the past decades, scientific evidence about the dramatic sequelae of childhood 

adversities on the development and health of children has attracted considerable interest. 

Advances in developmental cognitive neuroscience and epigenetic science examining the 

complex interplay of biological, psychosocial, and environmental factors affecting the 

development and well-being of children and novel insights into the biology of adversity have 

shaped contextual thinking in child and adolescent mental health. A contextual approach tries 

to uncover linkages between the social and the individual in viewing suffering as socially 

determined rather than considering challenges that forced and distress migration pose as 

psychiatric and therefore individual.10  

 Considering the repercussions of children's and human rights violations and its far-

reaching consequences on the development and psychological well-being of UASC, a 

contextual approach in the provision of care is inevitable. Acknowledging the convergence of 

individually biological and social determinants of mental health is also one of the core 

propositions of the 2018 Lancet Commission on Global Mental Health & Sustainable 

Development to reframing global mental health care.11 Though recent best practice 

guidelines12,13 have set the ground for an approach promoting contextual sensitivity the social 

ecology of contextual stressors has been insufficiently integrated within existing 

humanitarian interventions and policies for displaced children. 5,11  

 The first part of my thesis aims at providing a contextual overview of the most 

relevant issues to unaccompanied and separated minor refugees and asylum-seekers 

migrating from the Global South to Europe or the United States. While it is important to note 

that the majority of UASC are either internally displaced or flee to neighboring LMIC, I will 

focus my in-depth analysis on the migration flow of UASC from the Global South to Europe 

or the United States. Foremost, the massive influx of hundreds of thousands of minor 

refugees into the EU or the U.S. has attracted considerable interest in the past few years, 
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mirrored in a surge in academic publications about UASC in both contexts. UASC fleeing to 

the EU or the U.S. share certain commonalities in the factors and motives driving their 

migration, their experiences during migration, and the challenges that expect them to 

navigate access to services, rights, and protections in the destination countries.4 I will begin 

by laying out the definitional confusion pervasive to the field of child migration before I 

summarize the most recent statistics on UASC in Europe and the United States. Next, I will 

outline the legal context determining UASC entitlements to rights, guardianship, child 

protection measures, and durable solutions, as well as controversies around age assessment 

procedures and repatriation measures. My legal analysis will conclude by outlining the most 

relevant factors in the present asylum system in the EU and the United States. I will complete 

my contextual analysis by discussing specific vulnerabilities and a set of characteristics of 

UASC pervasive to their migration experiences, including child trafficking, immigration 

detention, family separation, statelessness, school absenteeism, and transitioning into 

adulthood. Part two will present a systematic review of the existing empirical evidence on the 

socioecological risk and protective factors affecting the mental health of refugee, asylum-

seeking, and internally displaced unaccompanied and separated children.  

 

1.1. Definitions 

 Definitional confusion permeates the field of child migration. According to 

international law, a child is a "human being below the age of 18 years, unless under the law 

applicable to the child, majority is attained earlier."iii Migration related statistics, though, 

often relate to youth migration spanning the age range of 15-24 years. Informed by the 

evolving scientific understanding that brain development is incomplete until the mid-

twenties, youthhood between late adolescence (16-18 years) and young adulthood (24-26 

 
iii UN Commission on Human Rights, Convention on the Rights of the Child., 7 March 1990, E/CN.4/RES/1990/74, art. 1 
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years) is increasingly understood as a critical period of heightened vulnerability and 

adjustment.14 The challenges of measurement and monitoring are compounded by culturally 

varying concepts of childhood and adulthood and differing definitions used by governments 

resulting in the non-comparability of data.15 Children's motives for migration are complex, 

sometimes irrelevant to persecution, and may change over time.16 Forced migration for 

reasons of war, conflict, or trafficking may intersect with distress migration caused by 

economic hardship, environmental degradation, or the rising inequality in access to 

employment, opportunity, and security. The commonly used term 'children on the move' 

compound this complexity of choice and compulsion; however, it may disguise the 

challenges of adapting to the post-migratory resettlement environment.15 

 According to the Committee of the Rights of the Child17 unaccompanied minors are 

children who are “separated from both parents and is not being cared for by an adult who by 

law or custom has responsibility to do so."iv In contrast, separated children "have been 

separated from both parents, or from their previous legal or customary primary care-giver, but not 

necessarily from other relatives. These may, therefore, include children accompanied by other adult 

family members."v The definition of what in U.S. legal terms is referred to as 'unaccompanied 

alien child' is a child who "has no lawful immigration status in the United States; has not 

attained 18 years of age, and with respect to whom—there is no parent or legal guardian in 

the United States; or no parent or legal guardian in the United States is available to provide 

care, and physical custody."vi Although some asylum-seeking children possibly do have a 

parent or legal guardian residing in the U.S., if a parent or guardian is not able to provide 

immediate care, they are deemed unaccompanied.18  

 
iv UN High Commissioner for Refugees (UNHCR), Guidelines on Policies and Procedures in Dealing with Unaccompanied Children 

Seeking Asylum, February 1997 

v UN Committee on the Rights of the Child (CRC), General comment No. 6 (2005): Treatment of Unaccompanied and Separated Children 

Outside their Country of Origin, 1 September 2005, CRC/GC/2005/6, art. 8 

vi United States Homeland Security Act (HSA) of 2003 codified in 6 U.S.C. § 279(g)(2) 
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 Instead of using the former customary legal term 'unaccompanied alien child' or 

'unaccompanied migrant child' Bhabha & Finch19 suggested the use of the term 

'unaccompanied or separated child' which is "[a]ny child who is not accompanied by a 

parent or a legal or customary caregiver."19 The term 'separated' better exemplifies the reality 

of children, who are left without a safe, caring, and nourishing environment and a stable 

relationship with their primary caregivers, which is critical to children’s normative 

development. A child who is traveling unaccompanied is doing so alone; a child that is 

separated might be accompanied by an extended family member, acquaintances, or 

traffickers. Unaccompanied or separated better addresses the realities of those children 

appearing to be accompanied, but in fact, their attendants are incapable or reluctant to 

provide adequate care such as (abusive) traffickers or exploitative relationships, foster 

families, correctional facilities or refugee agencies. Children may embark as accompanied but 

get separated across treacherous unsafe migration routes, or even worse, get deliberately 

separated from their caregivers as part of inhumane and atrocious immigration policies. In the 

U.S., thousands of accompanied migrant children have been forcibly separated from their 

detained parents and became de facto unaccompanied.  

 

1.2. Demographics 

 Publicly available data on UASC remains scarce and requires urgent improvement in 

numerous regions worldwide.20 Any data on statistics concerning child migration must be 

interpreted with care. For the most part, official data only indicates what has been collected, 

compiled, and reported; underreporting is estimated to be vast. While data is not only lacking, 

its non-comparability through widely differing definitions and standards of measurement and 

monitoring practices poses a significant challenge to its interpretation. Child advocates have 

repeatedly called for the release of more detailed statistics on UASC in numerous contexts 
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worldwide. In the U.S., where the situation of UASC is particularly worrisome, child 

attorneys have called the government for releasing data on the rates of legal representation of 

children, proposed forms of relief, and outcomes of removal proceedings.21,22 Neither the 

U.S. Department of Homeland Security (DHS), Office of Immigration Statistics (OIS), nor 

Customs and Border Protection (CBP) statistics on apprehensions of minors are broken down 

by age.23 The U.S. government had to be compelled to release data on child separations and 

only did so haltingly.24 Data on child detention is similarly selective. Country statistics may 

comprise only a few age ranges, cover only certain months, and not year-on-year data, or are 

not collected at all.25 The 2019 UN Global Study on Children Deprived of Liberty26 reported 

great difficulties among most Nation States to provide updated, disaggregated statistics on 

child detention in the context of migration.26 

For example, in Canada, it was only due to the collectively led effort of civil society 

stakeholders that the Canadian Border Service Agency (CBSA), responsible for the 

enforcement of immigration policies, finally agreed to release data on the number of children 

held in detention. Data on the number of UASC detained in Canadian facilities are only 

available since the fiscal year 2014-2015.27 The paucity of statistics on the global movement 

of UASC bears a severe challenge to the improvement and implementation of child-sensitive 

migration policies.28 Importantly, data collection should also focus on including children's 

perspectives—their lived experiences26  as there is a great dearth of child-centered research in 

migration.15,26 A child-centered approach advocates for understanding UASC as resilient 

actors with valid resources and capabilities, rather than focusing on their mere victimhood 

and prioritizes what is important to them.29 
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1.2.1. Unaccompanied and separated minors migrating to Europe 

 In early 2015, the European Union saw a massive influx of migrants seeking refuge. 

During 2015-2017, an estimated 190,000 UASC applied for asylum in the EU.30 In 2015 

alone, almost 100,000 UASC applied for asylum primarily in Austria, Germany, Hungary, 

Italy, and Sweden; the majority were boys (89%) between 16-17 years of age (65%) from 

Afghanistan, Iraq, Syria, Eritrea, and Somalia.31 Additionally, a rough estimate of 50,000 

UASC entered EU territory between 2014-2017 without seeking asylum. However, this 

number must be treated with caution as comprehensive data is limited.31 Restrictive border 

securitization measures—foremost the EU-Turkey statementvii which aimed at controlling the 

flow of refugees from Turkey to Greece, and the closure of the Balkan route in early 2016—

led to a sharp decline of subsequent asylum applications. In 2017, some 31,975 UASC 

applied for asylum in the EU. Despite enhanced securitization of European's external borders, 

the flow of UASC into Europe has not abated. Most recent data indicate that between 

January-June 2019, about 8,200 children arrived in Italy, Greece, Bulgaria, and Spain, among 

them 2,800 UASC, with the majority (86%) between 15-17 years old arriving in Italy, 

Greece, and Bulgaria. Most of the UASC arriving between January-June 2019 sought asylum 

in Germany (39%), followed by France (12%), Spain (11%), and Greece (10%).32  

 Important routes for child refugees to Europe are via the Central Mediterranean route 

from North Africa across the Mediterranean Sea to Italy or Malta. This route is the most 

dangerous migration route in the world, reporting the highest number of deaths and 

disappearances.20 15% of the 100,000 refugees crossing the Mediterranean Sea in 2019 were 

minors, mainly 15-17-year-old boys from West Africa or the Horn of Africa.33 An estimate of 

one refugee child per day dies along the deadliest route. Children arriving via the Eastern 

 

vii The EU-Turkey deal, agreed upon in March 2016, officially aimed at ceasing the dangerous crossing of thousands of refugees across the 

East Mediterranean Sea. The agreement was that every refugee arriving in Greece via irregular paths would be returned to Turkey. For each 

returned migrant, the EU would provide a legal refugee status for one Syrian refugee.  
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Mediterranean route from Turkey crossing the Aegean Sea to the Greek islands are mostly 

accompanied. Those unaccompanied or separated mainly stem from conflict zones, Syria (11 

%), Pakistan (22%), or Afghanistan (42%).34  

 A UNICEF study35 researching the child-specific drivers of migration revealed that 

less than half of the UASC reaching Europe had planned to do so.35 Predominantly, children 

aim at employment opportunities in neighboring countries in West or North Africa, whereas 

UASC utilizing the Eastern Mediterranean route above all flee conflict and poverty. Seeking 

opportunities through education and securing to be respected for human rights are additional 

pull factors for migrating children. Most UASC's migration journeys take longer as expected, 

on average, 14 months, during which children are deprived of education. Children's 

confusion about migration proceedings makes them easy prey for traffickers and smugglers. 

Consistent across children's narratives are reports of the highly disturbing and traumatizing 

conditions in Libya, where close to a half (47%) of the UASC have been abducted and held 

to ransom. Almost another quarter (23%) has been deliberately held incarcerated. Every sixth 

child that arrives in Italy has been separated from her family along with her migration.   

 The closure of the Balkan route led to a backlog of thousands of refugees on the 

Greek islands not being able to proceed with their migration journeys further. Some 22,500 

migrant children are stranded in inadequate and hostile living situations in Greece, the 

Balkans, or Cyprus.34 The magnitude of the refugee influx restrains Greece's child protection 

system having a dire impact on the safety and well-being of the most vulnerable. Of the 

approximately 5,276 UASC registered in Greece by November 2019, a large number of 

UASC is held in unsafe reception- and identification-centers (1746 UASC), lives in 

temporary housing, squats, or is homeless (1184 UASC).34 Many UASC are forced to sleep 

in rough, unsanitary conditions with little to no access to specialized services, protection, or 

care;36 only approximately a fifth of the registered UASC in Greece live in secure, child-
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friendly long-term accommodation.34 Besides, UASC are lacking basic food, shelter, 

schooling, and access to adequate care.37 Sexual harassment, gender-based violence, and a 

virtually non-existent protection system turn the overcrowded Greek camps and their 

surroundings in perilous areas, especially for girls.38 Unsurprisingly, the mental health of 

UASC is reported to deteriorate continuously; children are suicidal, show self-harming 

behavior, and include cases of resignation syndrome,viii an extreme form of stupor seen in 

children who have been exposed to severe traumatization and insecurity.37 Desperate and 

forlorn, UASC are likely to take even greater risks to overcome this drawback, effectively 

putting themselves into the hands of vicious exploitative smugglers.33 The means of sexual 

exploitation as a survival strategy of UASC is epidemic, dramatically illustrating the failure 

of the European Union's migration policies.40,41 European and Greek authorities are heavily 

criticized for their containment and deterrence approach in managing migration, deliberately 

neglecting the appalling and inhumane living conditions of refugees, particularly vulnerable 

groups like UASC, on the Greek islands.36  

 Registered UASC who are out of the reception system living in the unknown, most 

likely unsafe conditions, are also of concern. At the same time, the number of registered 

UASC who remain out of the reception system slightly fell in Italy (4,736), compared to an 

increasing number in Serbia (463) during January-June 2019.32 

1.2.2. Unaccompanied and separated minors migrating to the United States 

 Family separation, extensive and prolonged child detention, and the 'Remain in 

Mexico' policy have changed the landscape of immigration politics drastically in the U.S. 

over the past few years. Increasingly harsh border enforcement spurred by the current 

 
viii Resignation syndrome, a rare but severe mental illness, has first been reported in asylum-seeking children in Sweden and Nauru—one of 

the notorious off-shore camps of Australia.39. von Knorring A-L, Hultcrantz E. Asylum-seeking children with resignation 

syndrome: catatonia or traumatic withdrawal syndrome? Eur Child Adolesc Psychiatry 2020; 29(8): 1103-9. 
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administration's anti-immigrant politics places the infliction of trauma as its core strategy.42 

adding ongoing interpersonal violence, torture, and severe children's rights violations as 

cumulative risk factors for the already restrained mental health of refugee children.5  

 Since 2014, rampant violence in the Northern Triangle of Central America (El 

Salvador, Honduras, and Guatemala) has caused hundreds of thousands of people to seek 

protection on humanitarian ground in the United States including more than 330,000 

unaccompanied and separated minors who have sought asylum in the United States.43 Most 

of them flee raging gang violence, domestic abuse, or extreme poverty.21,22,44  

 A recent Physicians for Human Rights report45 shows the multitude of pre-migratory 

stressors of child-asylum-seekers in the United States: Aside from witnessing violence and 

receiving death-threats, 78% of children reported exposure to physical violence; almost every 

fifth child suffered repeated and brutal sexualized violence and exploitation; a significant 

number—nearly half of the children—are exposed to domestic violence. Children suffering 

from domestic violence also report food insecurity, discontinuity of education, labor 

exploitation, and homelessness. Moreover, children disclose abuse and violence along their 

migration journey, compounding their previous traumatic experiences.45   

 Approximately 811,000 people have been apprehended at the U.S. Southern border 

during the fiscal year of 2019, among them more than 76,020 unaccompanied minors46—a 

stark increase of more than double compared to 2018.47 Roughly two-thirds of the UASC 

were boys between the age of 15-17 years; more than half (54%) of the UASC in 2018 

stemmed from Guatemala, 26% from Honduras, and 12% from El Salvador.48  

 In April 2018, the U.S. administration's announcement of a “zero-tolerance policy” 

criminalized illegal migration into the U.S., resulting in the detaining of all migrants 

attempting to enter the U.S. illegally.49 Whereas parents were held in custody, approximately 

4,300 children24 have been forcibly separated from their parents or guardians and handed 
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over to the Department of Health and Human Services (HHS) as de facto unaccompanied. In 

unthinkably brutal ways, children and toddlers were preyed out of their parents' hands; even 

breastfed infants were separated from their mothers.50,51 Notwithstanding a court ruled 

preliminary injunction, and despite the administration's official announcement to having 

ended family separations,50 since June 2018, an additional of 900 children have been 

separated from their primary caregivers.52 

 A record number of 69,550 children have been held in the coercive and hostile 

environment of detention centers in the fiscal year 2019, a 42% increase compared to the year 

before.53 Detention facilities have been deemed inappropriate for UASC.54 Immigration 

enforcement personnel are repeatedly alleged severe psychological and physical abuse of 

detained children, including beatings, stress positions, and sexual assault as well as the 

withholding of necessities, medical and legal services.44,55,56 leading to the death of several 

children in custody.57 The HHS was heavily criticized for not keeping track of the children 

after releasing them from HHS custody to sponsors making reunifications extremely 

challenge, and with this enabling abduction or trafficking of children.58 The sheer magnitude 

of child detention and the systematic violation of longstanding precedent protecting rights for 

migrant children is startling.59 Refugee children are kept from critical protection mechanisms 

and left in  'waithood' and uncertainty exposed to ongoing terror and deprivation.60 Those 

UASC who have eventually made it to the U.S. must face an increasingly hostile and slow-

acting legal immigration system denying them essential substantial and procedural rights. 

The unpredictability about the outcome of their asylum application and the ever-present risk 

of forced deportation to conditions of threat and insecurity and eventual future persecution 

leaves many children ill-equipped to thrive. Although the U.S. has not ratified the United 

Nations (UN) Convention on the Rights of the Child (CRC) (1989) it has an international 
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legal obligation to respect the 'principle of the best interest of the child' in its immigration 

policies and enforcement decisions.61  

 Since President Trump’s proclamation on 'Addressing Mass Migration'62, which 

suspended the entry into the United States for asylum seekers, the situation for children on 

the move has become even worse. Systematically hampered from seeking U.S. protection, 

they have to abide under wretched, perilous, and ineligible conditions in temporary makeshift 

camps, or they are left homeless and vulnerable to suffer kidnapping, trafficking, and 

exploitation through criminal organizations.22,63 The 'Remain in Mexico' policy—

euphemistically named 'Migration Protection Protocols' by the DHS—has been implemented 

in January 2019.64 and allows for returning asylum-seekers, including minors, to Mexico for 

the time of their immigration proceedings.65 International human rights law prohibits the 

expulsion or refoulement of a child at risk of danger or tortureix or where a child’s life or 

freedom would be threatenedx. In July 2019, the administration issued an interim final rule, 

also called the 'Asylum Ban 2.0', that disqualifies asylum-seekers from applying for asylum 

in the U.S. if they have not applied for refugee protection in the transit country they had 

traveled throughxi.66,67 with the dire consequence of sealing access to protection for thousands 

of otherwise eligible asylum-seekers.64 An estimated 60,000 asylum-seekers, many of them 

unaccompanied or separated minors, have been turned back to wait in squalid and fatal 

conditions in some of the most infamous border towns of Mexico,68 wherein the absence of a 

robust humanitarian response a major crisis is about to unfold.  

 
ix UN General Assembly, Status of the Convention against Torture and Other Cruel, Inhuman or Degrading Treatment or Punishment : 
resolution / adopted by the General Assembly, 15 December 1989, A/RES/44/144, art. 3 

x UN High Commissioner for Refugees (UNHCR), The 1951 Convention Relating to the Status of Refugees and its 1967 Protocol, 

September 2011 

xi The 'Asylum Ban 2.0' does not apply to withholding of removal and withholding under The United Nations Convention Against Torture 

and Other Cruel, Inhuman or Degrading Treatment or Punishment (CAT)66. Penn State Law Center for Immigrant’s Rights Clinic. Third 
Country Asylum Rule: What You Need To Know. 2019, September 19. 

https://pennstatelaw.psu.edu/sites/default/files/Third%20Country%20Asylum%20Rule%20What%20You%20Need%20to%20Know.pdf 

(accessed August, 16 2020). 
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 To impose further restrictions on asylum-seekers, the U.S. has reached 'Safe Third 

Country' agreements with Guatemala, Honduras, and El Salvador. Considering those States 

as a safe country for asylum-seekers, which on that premise would have to have an adequate 

infrastructure to process asylum-claims, is contradictory to the mass exodus of refugees 

fleeing the same conditions of unbridled violence, corruption, and poverty.69 The so-called 

'Asylum Cooperative Agreements' (ACA) requires refugees passing through Guatemala, 

Honduras, or El Salvador to file an asylum-application first in any of those countries. While 

the ACA does not apply to unaccompanied and separated children, it allows the U.S. 

government to deport refugees and asylum-seekers back to either Guatemala, Honduras, or El 

Salvador except to the country of their nationality. Thus, it bars refugees effectively from 

applying for humanitarian protection in the United States.67 The U.S. government has 

recently begun to implement the ACA and has deported numerous refugees, including 

children and families, to Guatemala,70 this could mean that many more children may be 

separated from their families and guardians.  

 

1.3. The Legal Context 

 The entitlement of forcibly displaced children to special care and protection has been 

recognized by international law since the 1924 Geneva Declaration on the Rights of the 

Child. Two international human rights treaties are critical to refugee children: the 1951 

Geneva Convention Relating to the Status of Refugees and its 1967 Protocol (henceforth 

jointly referred to as the 'Refugee Convention'), as well as the CRC. Contrary to international 

law that acknowledges the unique substantial and procedural protection needs of refugee 

children, domestic law predominantly considers a child's migration status rather than her 

status as a child.71 This discrepancy illustrates the paradox of protective versus punitive 

attention that child migrants trigger. It underlines the profound ambivalence of "the 
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state…having a protective obligation towards vulnerable children in its role as parens 

patriae" and its expectation to spare its citizens "from threatening, unruly, and uncontrolled 

outsiders, even if they are children."16 While UNHCR stressed the importance that "[r]efugee 

children are children first and foremost,"72 child advocates argue, the complex, multifaceted 

identity of a refugee child requires consideration of both vulnerabilities, being a child and 

being a migrant.71 

 Displaced children’s claims to legal protection are first and foremost governed by the 

Refugee Convention. The 1951 UN Refugee Convention defines a refugee as someone  

"owing to well-founded fear of being persecuted for reasons of race, religion, 

nationality, membership of a particular social group or political opinion, is outside the 

country of his [or her] nationality and is unable or, owing to such fear, is unwilling to 

avail himself of the protection of that country; or who, not having a nationality and 

being outside the country of his former habitual residence as a result of such events, is 

unable or, owing to such fear, is unwilling to return to it."xii 

 

Whereas asylum-seekers claim to be a refugee, their asylum claim has not yet been finally 

decided upon in the country they fled. Not every asylum seeker will succeed in her claim and 

subsequently is conferred a legal refugee status. African and Latin American States have 

extended the refugee definition to persons fleeing human rights violations on a massive scale, 

civil unrest, and war as proclaimed in the 1969 Organization of African Unity (OAU) 

Convention Governing the Specific Aspects of Refugee Problems in Africa and the 1984 

Cartagena Declaration on Refugees. The Refugee Convention does not contain a specific 

provision for children but is considered to be age-neutral.71 However, the States' 

responsibility to take necessary measures for "[t]he protection of refugees who are minors, in 

particular unaccompanied children and girls, with special reference to guardianship and 

adoption"xiii are outlined in the Final Act of the Conference of Plenipotentiaries which 

 
xii UN High Commissioner for Refugees (UNHCR), The 1951 Convention Relating to the Status of Refugees and its 1967 Protocol, 
September 2011, art. 1 
xiii Final Act of the United Nations Conference of Plenipotentiaries on the Status of Refugees and Stateless Persons, A/CONF.2/108/Rev.1 

(1951) Pt IV. 
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adopted the Refugee Convention. Key principles of the Refugee Convention are the non-

penalization for seeking refugexiv and the principle of non-refoulment that prohibits States 

Parties from returning refugees to "territories where his life or freedom would be threatened 

on account of his race, religion, nationality, membership of a particular social group or 

political opinion.”xv  

 A critical legal protection standard for forcibly displaced children is The United 

Nations Convention on the Rights of the Child (CRC) (1989); its relevance is mirrored in 

being the most widely ratified instrument.xvi Signatory to all State parties of the world—

except the US—the standards of the CRC apply to the US by virtue of other human rights 

commitments it has undertaken.61 The CRC is the first international human rights instrument 

that incorporates a full range of children’s rights that apply to all children regardless of her 

nationality, immigration status, or statelessness, not allowing for discrimination of any 

subgroup like UASC compared to citizen childrenxvii—a fact that has been highlighted by the 

UN Committee on the Rights of the Child (UNCRC) prohibiting any "discrimination on the 

basis of the status of a child as being unaccompanied or separated."xviii While endorsing the 

rights of the core human rights principles,xix the CRC introduced new rights: Notably, the 

CRC was radical in being the first treaty that outlined children as active agents and individual 

rights-holders rather than continuing to apply the protective, paternalistic perspective upon 

children of prior international human rights treaties perceiving them as vulnerable 

 
xiv "The Contracting States shall not impose penalties, on account of their illegal entry or presence, on refugees who, coming directly from 

a territory where their life or freedom was threatened in the sense of article 1, enter or are present in their territory without authorization, 

provided they present themselves without delay to the authorities and show good cause for their illegal entry or presence” UN High 
Commissioner for Refugees (UNHCR), The 1951 Convention Relating to the Status of Refugees and its 1967 Protocol, September 2011, art. 

31 

xv UN High Commissioner for Refugees (UNHCR), The 1951 Convention Relating to the Status of Refugees and its 1967 Protocol, 

September 2011, art. 33  

xvi The CRC is supplemented by The Optional Protocol on the sale of children, child prostitution and child pornography, and The Optional 
Protocol on the involvement of children in armed conflict–both are ratified by the U.S.—both provide protection mechanisms relevant to 

migrant and refugee children 

xvii UN High Commissioner for Refugees (UNHCR), The 1951 Convention Relating to the Status of Refugees and its 1967 Protocol, 

September 2011, art. 2 

xviii UN Committee on the Rights of the Child (CRC), General comment No. 6 (2005): Treatment of Unaccompanied and Separated 
Children Outside their Country of Origin, 1 September 2005, CRC/GC/2005/6 

xix The core human rights treaties include the Universal Declaration of Human Rights (UDHR); the International Covenant on Civil and 

Political Rights (ICCPR); and the International Covenant on Economic, Social and Cultural Rights (ICESCR). 
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dependents.71 The CRC introduced what became its guiding principle: The Best Interest of 

the Child stating that “in all actions concerning children, whether undertaken by public or 

private social welfare institutions, courts of law, administrative authorities or legislative 

bodies, the best interests of the child shall be a primary consideration.”xx Another core 

precept introduced by the CRC includes the right to participation; a child's voice is heard and 

respected in all matters concerning themselves.xxi Affirming the agency of UASC, the 

UNCRC provisions that 

 "[t]o allow for a well-informed expression of such views and wishes, it is imperative 

that such children are provided with all relevant information concerning, for example, 

their entitlements, services available including means of communication, the asylum 

process, family tracing and the situation in their country of origin…In guardianship, 

care and accommodation arrangements, and legal representation, children’s views 

should also be taken into account. Such information must be provided in a manner 

that is appropriate to the maturity and level of understanding of each child."xxii  

 

The CRC is legally binding and sets out detailed standards for holistic, age-appropriate, and 

culturally sensitive provisions of protections for migrant children. Summarized, the four key 

principles, which should guide all actions and policies in relation to children include the right 

to non-discrimination (art. 2), the best interest of the child (art.3), the right to life, survival, 

and development (art. 6), and the right to participation and being heard (art. 12). Yielding the 

significance of UASC as a subpopulation with distinct needs and vulnerabilities, the UNCRC 

issued a General Comment No.6 (GC-6) on the Treatment of unaccompanied and separated 

children outside their country of origin.xxiii  

“Children are the victims of some of the most devastating examples of state-

sanctioned and private human rights abuse. In increasing numbers, they are 

attempting to find international protection. They are forced to navigate complex 

administrative and legal processes that fail to take into account their distinct needs 

and vulnerabilities. The key challenges they face in establishing entitlement to 

refugee protection are their invisibility and the risk of incorrect assessment.”71 

 

 
xx UN Commission on Human Rights, Convention on the Rights of the Child., 7 March 1990, E/CN.4/RES/1990/74, art. 3 

xxi UN Commission on Human Rights, Convention on the Rights of the Child., 7 March 1990, E/CN.4/RES/1990/74, art. 12 

xxii UN Committee on the Rights of the Child (CRC), General comment No. 6 (2005): Treatment of Unaccompanied and Separated Children 
Outside their Country of Origin, 1 September 2005, CRC/GC/2005/6, art. 25 

xxiii UN Committee on the Rights of the Child (CRC), General comment No. 6 (2005): Treatment of Unaccompanied and Separated 

Children Outside their Country of Origin, 1 September 2005, CRC/GC/2005/6 
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UASC might be systematically curbed from seeking asylum by suspending them entry at the 

border, detaining them instead of receiving protection, depriving them of access to legal 

services and guardianship, or repelling them into invisibility.71 Many UASC may live in 

illegality in exploitative situations, enslaved, abused. They may be scattered in challenging to 

reach areas in urban environments or live undocumented, avoiding any government visibility 

in fear of getting deported. Incorrect assessment is not only related to age assessments 

complicated by many UASC having no birth certificates or any other documents but also 

relates to the danger of making false interpretations of relationships, e.g., when a child is 

'accompanied' by a trafficker.71 

Challenges in the implementation of the CRC's principles are manifold.28 Migration 

policies lack children's perspectives. In contrast, national child protection policies lack 

migrants' perspectives and inadequately address migrant children's realities: their needs and 

rights. Misleading policy assumptions that UASC are often considered to be trafficked, and 

therefore must be 'rescued' and returned to their country of origin are widespread. UASC face 

high levels of physical, psychological, and sexual and gender-based violence on their 

migration trajectories while in the care of State actors, non-state actors, legal guardians, and 

traffickers. Further, the impact of immigration policies on children of migrant parents who 

are criminalized, detained, and deported is still inadequately recognized. Moreover, there is a 

growing consensus that violating immigration policies should be an administrative rather than 

a criminal offense.  

 The criminalization and detention of irregular migrants may feed the stigmatization 

and social exclusion of migrant children and their families. Xenophobia, racism, and hate 

speech against refugee and migrant children are of great concern "in host and transit 

countries, often bolstered by official policies which marginalize and exclude migrants and 

their communities and impede integration…States should closely monitor and combat racism 
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and xenophobia, and promote intercultural understanding and tolerance among all groups in 

society."73 Whether discrimination of children is overt or hidden, the vulnerabilities of 

children and in particular of children on the move are based on gaps in access to health care, 

education, and social welfare.xxiv 

 The path for obtaining relief from removal proceedings is highly complex, 

burdensome, and narrow. Importantly, refugee criteria should be understood in a child-

sensitive way taking into account a child’s vulnerability and “unique experiences of 

persecution, due to factors such as their age, their level of maturity and development.”xxv An 

age-appropriate and gender-sensitive interpretation of children's asylum claims as proposed 

by the UNHCR includes child-specific manifestations of persecution such as under-age 

recruitment, child marriage, female genital mutilation, child trafficking, or sexual 

exploitation that must be considered to evaluate a child's asylum claim.xxvi A child-sensitive 

evaluation of a refugee claim considers the reduced threshold for persecution applying to 

children and a child's kin.21 In the absence of legally implemented child perspectives in 

immigration policies, "[c]hildren are often treated…as adults,"28 ignoring a child’s 

perspective and voice with the disastrous outcome that children's asylum claims have been 

misjudged and are highly divergent.21 

1.3.1. Age Determination  

 The UN Committee on the Rights of the Child issued a separate comment to provide a 

comprehensive guide to States and other stakeholders on the specific protection needs of 

UASC.xxvii Displaced children should be identified and registered as soon as possible 

 
xxiv UN Committee on the Rights of the Child. General comment No. 1 (2001), Article 29 (1), The aims of education. 

xxv UN High Commissioner for Refugees (UNHCR), Guidelines on International Protection No. 8: Child Asylum Claims under Articles 

1(A)2 and 1(F) of the 1951 Convention and/or 1967 Protocol relating to the Status of Refugees, 22 December 2009, HCR/GIP/09/08 

xxvi UNHCR Executive Committee of the High Commissioner’s Programme. (2007) Conclusion on Children at Risk No. 107 (LVIII) - 
2007, [(g)(viii)] 

xxvii UN Committee on the Rights of the Child (CRC), General comment No. 6 (2005): Treatment of Unaccompanied and Separated 

Children Outside their Country of Origin, 1 September 2005, CRC/GC/2005/6 
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following their entry into the host country. Registration should be conducted in an 

understandable, age-appropriate, and gender-sensitive way. The immediate “[a]ssessment of 

particular vulnerabilities, including health, physical, psychosocial, material and other 

protection needs, including those deriving from domestic violence, trafficking or trauma,”xxviii 

is vital. The assessment must avoid harming the "physical integrity of the child; giving due 

respect to human dignity; and, in the event of remaining uncertainty, should accord the 

individual the benefit of the doubt such that if there is a possibility that the individual is a 

child, s/he should be treated as such."xxix However, child asylum-seekers' entitlement to 

specific protection rights is challenged on a regular base by a culture of hostility and disbelief 

by immigration authorities.74 Age assessment methods such as bone or teeth analysis are still 

used despite lacking evidence has shown a wide margin of error of plus or minus two years 

and should only be carried out as a measure of last resort.28 The radiography (X-rays) of 

bones and teeth, commonly used techniques to assess the age of UASC by immigration 

authorities, are "not only [deemed] imprecise, but also unethical and potentially unlawful."75 

Besides, the process of undergoing such an assessment may itself be experienced as traumatic 

by UASC.76 Inappropriate age assessment interfering with children's right to privacy and 

violations of their human dignity can place children at risk of unjustified refoulement, 

detention, and denial of essential services. A recent Human Rights Watch report77 illustrated 

how, based on flawed age determination processes, UASC were denied protection in France. 

French Legislation in compliance with international and EU norms requires a holistic age 

assessment considering psychological factors, educational background, and other aspects of 

life. However, UASC reported about inadequate translation services, and irregularities during 

documentation, as well as having been unlawfully returned to Italy without prior 

 
xxviii UN Committee on the Rights of the Child (CRC), General comment No. 6 (2005): Treatment of Unaccompanied and Separated 

Children Outside their Country of Origin, 1 September 2005, CRC/GC/2005/6, art. 31, para. B 

xxix ibid, para. A 
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assessment.77 “[T]hese children’s youth is discounted because they are assumed to be ‘other’ 

than ‘our children’; hardened and prematurely matured by their life experiences.”78 Holistic 

age assessment methods that consider the individual development of the child should be 

given preference over biometrical assessment methods. Thirty years after the signing of the 

CRC, there is still a significant discrepancy between the CRC's aspirational protection 

standards for displaced children and its legal enforcement.  

1.3.2. Legal guardianship 

 The identification of a UASC is a crucial moment requiring proper documentation 

and the registration of the child; any information collected should be treated confidentially.71 

It is critical that immediately after a UASC is identified, she is appointed a competent 

guardian, adviser or legal representative that does not only provide administrative assistance 

but ensures a child's rights including access to legal, medical, social, educational and basic 

needs, and her best interests throughout the immigration process.79 The systematical 

provision of a guardian to UASC is considered a state's obligation.xxx "The guardian or 

representative should have the necessary expertise in the field of child care, so as to ensure 

that the interests of the child are safeguarded and that the child’s legal, social, health, 

psychological, material, and educational needs are appropriately covered by, inter alia, the 

guardian acting as a link between the child and existing specialist agencies/individuals who 

provide the continuum of care required by the child."xxxi Importantly, the guardian or 

representative should be independent of the immigration system or providing care herself.80 

The guardian should consider the child's views while having a key advising and 

representative role in all immigration matters, care arrangements, family tracing procedures, 

 
xxx UN Committee on the Rights of the Child (CRC), General comment No. 6 (2005): Treatment of Unaccompanied and Separated Children 

Outside their Country of Origin, 1 September 2005, CRC/GC/2005/6, art. 33 

xxxi ibid 
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and efforts to find appropriate legal representation during immigration proceedings, and a 

durable solution for the child. Respecting children's perspectives and establishing a trustful 

relationship may help to prevent many UASC from going missing.81 As François Crépeau, 

the former UN Special Rapporteur on the Human Rights of Migrants, stated, 

“[u]naccompanied children should be treated as children first and placed in the alternative 

care system, either family-type or institutional care. Under no circumstances should they be 

left on their own.”82  

 In the EU, UASC are legally entitled to be appointed a legal guardian or 

representative as soon as they arrivexxxii, which usually are allotted through a court order. 

While the assignment of a guardian should happen immediately after arrival, overburdened 

and under-resourced asylum systems are "completely dysfunctional in front-line states such 

as Greece and… Italy,”xxxiii leading to a substantial delay, sometimes of up to three years. 

The delay in assigning a guardian is a crucial factor in the scarce relocations of UASC other 

EU Member States.xxxiv The lack of best practices and clear guidelines on a consistent 

guardianship system across the EU challenges the transferability of UASC.xxxv An effective 

guardianship system would include a single, dedicated person that accompanies the UASC 

throughout the entire immigration proceedings, avoiding unnecessary repetitions of stressful 

inquiries, ensuring adequate care, and protection for the UASC.xxxvi Most importantly, a 

guardianship system should promote confidential, supportive mentoring relationships that 

will not only help to rebuild trust in the systemxxxvii but enable early identification of 

psychological distress in UASCxxxviii necessary to provide them with adequate care, and to 

 
xxxii UN Committee on the Rights of the Child (CRC), General comment No. 6 (2005): Treatment of Unaccompanied and Separated 
Children Outside their Country of Origin, 1 September 2005, CRC/GC/2005/6 

xxxiii House of Lords (2016) The EU Sub-Committee on Home Affairs Inquiry on UNACCOMPANIED MINORS IN THE EU Evidence 

Session No. 7 Heard in Public Questions 110 - 120 27 APRIL 2016, (302):76 

xxxiv ibid, (302):76 

xxxv ibid, (303):76 
xxxvi ibid, (308):78 

xxxvii ibid, (311):79 
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prevent them from absconding.xxxix Front-line and transit EU Member States like Greece, 

Italy, Serbia, and Hungary, whose welfare systems have been particularly strained due to the 

refugee influx, would particularly benefit from the implementation of a uniform guardianship 

system coordinated by a single authority that collaborates effectively with child protection 

authorities.83 

1.3.3. Child protection  

 According to international human rights law, "[t]he principal normative standards of 

child protection are equally applicable to migrant children and children implicated in the 

process of migration. Accordingly, international law provides that all such children be seen 

and protected as children first and foremost, rather than letting their migratory or another 

status, or that of their parents, dictate their access to protection and assistance."xl The 

biological age and individual development are critical factors in determining the child's 

vulnerability and her capacities. Depending on their age, children's and adolescents' 

protection needs fundamentally differ. An integrated child protection system is defined as a 

framework "in which all duty-bearers (namely the state authorities represented by law 

enforcement, judicial authorities, immigration authorities, social services, child protection 

agencies, etc.) and system components (e.g. laws, policies, resources, procedures, processes, 

sub-systems) work together across sectors and agencies sharing responsibilities to form a 

protective and empowering environment for all children."84 An integrated approach is 

specially useful to UASC, who are often subjected to numerous uncoordinated and 

concurrent authorities.xli The Best Interest Determination (BID), assessing what is in the best 

 
xxxix House of Lords (2016) The EU Sub-Committee on Home Affairs Inquiry on UNACCOMPANIED MINORS IN THE EU Evidence 

Session No. 7 Heard in Public Questions 110 - 120 27 APRIL 2016, (310):78 

xl UN Human Rights Council, Report of the Office of the United Nations High Commissioner for Human Rights on challenges and best 
practices in the implementation of the international framework for the protection of the rights of the child in the context of migration, 5 July 

2010, A/HRC/15/29, para 2, art. 9 
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interest of the UASC, plays a vital role in any decision related to child protection and care. 

As laid out in the General Comment 14 of the UNCRC, "[t]he concept of the child's best 

interests is complex and its content must be determined on a case-by-case basis…It should be 

adjusted and defined on an individual basis, according to the specific situation of the child or 

children concerned, taking into consideration their personal context, situation and needs."xlii 

Respecting children's perspectives and voices throughout the process of the BID is criticalxliii 

and a fundamental right to children as laid out in the CRCxliv. Understanding children as 

competent actors “actively interpreting and constituting the world around them instead of 

merely receiving adult perspectives on their problems and challenges”85 in all decisions 

concerning their matter is key to the emerging rights-based approach to the refugee and 

migrant child. While a guiding principle in international human rights standards, BID are 

often poorly implemented, lacking national guidelines and minimum standards.xlv Overall, 

asylum procedures in Europe lack a child-centered approach; child protection and guardian 

systems would benefit from implementing adequate safeguards such as personnel trained in 

child-sensitive interview techniques.83 Especially in the frontline EU Member States, 

reception systems have widely failed to systematically establish identity, provide a holistic 

age assessment, and screen for vulnerabilities such as trafficking with the consequence of 

expeditious and highhanded decisions.xlvi The effects of a deficient system might be fatal to 

the individual child. Without identification or registration, UASC will remain in disguise, 

slipping through the net and susceptible to criminal enticement.xlvii Special reception facilities 

for unaccompanied or separated asylum-seeking children exist in some European countries. 

 
xlii UN Committee on the Rights of the Child (CRC), General comment No. 14 (2013) on the right of the child to have his or her best 
interests taken as a primary consideration, 29 May 2013, CRC /C/GC/14, art. 3, para. 1 

xliii House of Lords (2016) The EU Sub-Committee on Home Affairs Inquiry on UNACCOMPANIED MINORS IN THE EU Evidence 

Session No. 7 Heard in Public Questions 110 - 120 27 APRIL 2016, (267):70 
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In contrast, in Serbia, UASC are housed in juvenile correctional facilities, whereas in 

Bulgaria, amongst adults without adequate supervision or care. Although not permitted by 

law because of overcrowding, UASC in Italy or Greece are kept in not specialized facilities, 

but reception facilities mingled with adults.86  

1.3.4. Durable Solutions 

 As soon as a refugee child is identified as unaccompanied or separated, the search for 

a durable solution should be initiated. UASC require safe and stable long-term prospects that 

allow them to recover from often horrendous and traumatizing migration journeys. 

Temporary solutions such as Discretionary Leave to Remain (DLR) that authorizes UASC to 

stay in the United Kingdom until they turn 17.5 years, but forces them to re-apply after three 

years, are less favorable.83 Short-term solutions in light of the substantial uncertainty can be a 

source of considerable distress to forcibly displaced children and adolescents. Hence, the 

identification of durable solutions is integral to reduce the burden of being kept in 

suspense.xlviii However, in the absence of guidelines for a durable solution for UASC, its 

implementation is varying.xlix Despite procedural guarantees established by the EU's Family 

Reunification Directive,l transnational family reunification measures are poorly 

implemented.li  

 Further, the acute withdrawal of support mechanisms upon reaching the majority is 

seen counter-productive to durable solutions.lii Transition to adulthood is a delicate situation 

for UASC as specific safeguards will cease; moreover, there are no legal safety measures 

under international and regional human rights standards.31 In case of a positive asylum 
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decision, UASC who are turning 18, may receive some form of informal support preparing 

them for independence as guardianship automatically ceases. Depending on their protection 

status, access to health care, education, housing, and employment will change and may be 

limited.31  

 UASC, who are approaching majority or those having received a negative asylum 

decision, have the legal obligation to return to their country of origin in most of the EU 

Member States.31 Forced repatriation of UASC is conformable to most EU Member States' 

law,31 despite coercive measures being contradictory to the best interest of a child. If all 

options for relief from removal have been exhausted, a UASC may be returned but should 

first be offered the possibility of AVRR. The use of the pointed term 'voluntary' in the 

context of returns, albeit widely recognized in the field of migration, is rather alarming.87 

Given children's particular vulnerability, children should never be repatriated if it is not 

indeed in their best interest.88 Frontline and transit EU Member States have been encouraged 

by the EU to forego expeditious returns as a response to the ongoing influx of refugees.87 

Bilateral return agreements among the EU and the African Union, as well as the European 

Return Platform for Unaccompanied Minors (ERPUM), which constitutes EU's pilot project 

on the deportation of UASC, illustrate the EU's support of return initiatives87 raising stark 

legal and moral concerns. The EU Action Plan on Unaccompanied Minors (2010 – 2014), as 

well as The Return Directive,liii assert the EU's pledge to international human rights ensuring 

legally binding provisions concerning the return and removal of UASC who should only "be 

returned to a member of his or her family, a nominated guardian or adequate reception 

facilities in the State of return."liv  

 
liii THE EUROPEAN PARLIAMENT AND THE COUNCIL OF THE EUROPEAN UNION (2008) Directive 2008/115/EC of the European 
Parliament and of the Council of 16 December 2008 on common standards and procedures in the Member States for returning illegally 

staying third-country nationals  

liv ibid, art. 10 
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  The UN General Assembly of Human Rights Council (2010) emphasized that 

procedural standards should be in place, that takes into account UASC's vulnerability to 

establish the risk a returned UASC would be exposed to in her country of origin, or else of 

'chain refoulement' (if a UASC is removed to a third country where she would be in danger of 

refoulement). Procedural standards should also span immigration processes, which—in a 

child-sensitive manner—should establish if a UASC is a victim of trafficking or has been 

exposed to severe human rights violations. In the country of return, comprehensive return and 

reintegration programs shall be ensured.88 "This would include access to asylum procedures 

and procedures to establish whether they have been subject to trafficking and other serious 

human rights violations"lv as well as competent legal representation throughout the 

immigration process. Child advocates recommend establishing a BID group of experts that 

would provide advice if an ordered removal of a child would be a safe option for a specific 

child.89 While the Return Directive also includes standards concerning the treatment of 

minors in detention, detention of juveniles should only be applied 'as a measure of last 

resort.'lvi  

1.3.5. Repatriation 

 Post-return realities have only received comparably little attention yet. In 2018, IOM 

provided AVRR to 1398 UASC showing a stark upward trend, more than doubling in 

number.90 A UASC opting for AVRR might instead illustrate the disillusionment that many 

children on the move must face in host countries. The unwelcoming treatment of migrants 

deprives them of essential children's rights and often leaves them without choice except to 

 
lv United Nations Human Rights Council. Study of the Office of the United Nations High Commissioner for Human Rights on challenges 

and best practices in the implementation of the international framework for the protection of the rights of the child in the context of 

migration: 15th Regular Session (2010 Sep) A/HRC/15/29, 2010, July, IV/B/41 
lvi THE EUROPEAN PARLIAMENT AND THE COUNCIL OF THE EUROPEAN UNION (2008) Directive 2008/115/EC of the European 

Parliament and of the Council of 16 December 2008 on common standards and procedures in the Member States for returning illegally 

staying third-country nationals, art. 17 
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return to their country of origin. Their migration trajectories forcibly interrupted, dreams 

shattered, returned UASC are poorly prepared for the struggle of reintegration that awaits 

them in their community of origin, where families and communities may be reluctant or 

incapable of providing care.87 Remigration support services for returnees vary widely in 

quality and care among countries.91 According to IOM, "reintegration can be considered 

sustainable when returnees have reached levels of economic self-sufficiency, social stability 

within their communities, and psychosocial well-being that allow them to cope with 

(re)migration drivers. Having achieved sustainable reintegration, returnees are able to make 

further migration decisions a matter of choice, rather than necessity.”91 There is no universal 

definition of what constitutes sustainability in the context or re-inclusion of returnees. 

However, using physical remigration or the intention to re-migrate as proxy measures—a 

standard indicator in the migration context—is questionable in light of the multiple, complex 

interaction of subjective and objective factors influencing the successful re-inclusion of 

returned UASC.92 Understanding successful re-inclusion as the absence of remigration 

reflects the attitude of high-income countries such as the EU of knowingly fencing 

themselves off their responsibility to care and protect vulnerable UASC, and instead abandon 

them to conditions of war, exploitation, and precarity. Post-return, no systematic monitoring 

is in place. Evidence on returned UASC lived experience as well as the impact of their 

migration journey, including the immigration proceedings on their mental health and well-

being is lacking.7 

1.3.6. Navigating the asylum system in Europe 

 In the EU, a UASC is "a minor [legal majority is reached with 18] who arrives on the 

territory of the Member States unaccompanied by an adult responsible for him or her whether 

by law or by the practice of the Member State concerned, and for as long as he or she is not 
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effectively taken into the care of such a person; it includes a minor who is left 

unaccompanied after he or she has entered the territory of the Member States."lvii In 2019, a 

little more than half of the asylum applications by UASC (59%) received a positive decision 

granting them refugee status, a few more received subsidiary protection. Syrian refugees 

were more likely to be granted asylum than UASC, e.g., from North African countries, 90% 

of whom got a negative decision.32 Also, numerous European Member States offer alternative 

or temporary protection status to UASC unique to their respective domestic laws, including 

protection based on medical or humanitarian reasons and trafficked children.31 A massive 

backlog in the national asylum systems has caused approximately 170,000 applications of 

UASC still pending by the end of June 2019 in EU Member States.93  

 EU legislation on the protection of UASC is addressed by numerous EU-wide and 

domestic policies and practices. The rights enshrined in the CRC and the Refugee 

Convention are governing EU immigration policies and have been incorporated into 

legislation. Key normative standards that protect the fundamental human rights of migrant 

children in the EU, aside from the Refugee Convention and the CRC are the Hague 

Convention on the Protection of Children,lviii and the Charter of Fundamental Rights of the 

European Union (CFR).lix The Common European Asylum System (CEAS) is a legal 

framework with the purpose of harmonizing Member States' asylum systems. It also includes 

several directives specific to UASC. It sets out minimum standards, and procedural 

guarantees for asylum applications and the treatment of asylum-seeking UASC.31 Legislation 

relevant to UASC can be found in the Qualification Directivelx, the Reception Conditions 

 
lvii European Union: Council of the European Union, Charter of Fundamental Rights of the European Union (2007/C 303/01), 14 December 
2007, C 303/1, supra note 4, art. 24(2) 

lviii Hague Conference on Private International Law, Hague Convention on the Protection of Children and Co-operation in Respect of 

Intercountry Adoption, 29 May 1993, 33 

lix European Union: Council of the European Union, Charter of Fundamental Rights of the European Union (2012/C 326/02)    

lx European Union: European Commission, Proposal for a Regulation of the European Parliament and of the Council on standards for the 
qualification of third-country nationals or stateless persons as beneficiaries of international protection, for a uniform status for refugees or 

for persons eligible for subsidiary protection and for the content of the protection granted and amending Council Directive 2003/109/EC of 

25 November 2003 concerning the status of third-country nationals who are long-term residents, 13 July 2016, COM(2016) 466 final 
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Directivelxi, the recast Asylum Procedures Directivelxii, and the Return Directivelxiii, to name a 

few. The Reception Conditions Directivelxiv sets out binding standards for signatory 

European countries (excluding Ireland, the UK, Switzerland, Serbia as well as Turkey) 

ensuring asylum-seekers basic rights in access to healthcare, employment, schooling, and 

housing following the principles of the CRC, the CFR, and the European Convention for the 

Protection of Human Rights and Fundamental Freedoms. The entitlements of minors and 

UASC are laid out in detailed provisions acknowledging their special protection needs.lxv 

Also, policy guidelines such as the Action Plan on Unaccompanied Minors (2010 – 2014) 

and its implementation report Policies, practices, and data on unaccompanied minors in the 

EU Member States and Norway31 provide relevant non-legislative guidance. The latter 

identifies key protection issues that require more attention such as UASC who arrive in 

Europe but stay outside of the asylum system, UASC who went missing, transition 

arrangements for UASC reaching majority, or those returning or being deported to their 

country of origin.31 

 Central legislation to the CEAS is the "Dublin III Regulation"lxvi, which regulates 

member states’ responsibilities on asylum applications and asylum processes. In the case of 

UASC, the BID gives priority to family unity.lxvii If there is a family member (parent or 

 
lxi European Union: Council of the European Union, Directive 2013/33/EU of the European Parliament and Council of 26 June 2013 laying 

down standards for the reception of applicants for international protection (recast), 29 June 2013, OJ L. 180/96 -105/32; 29.6.2013, 

2013/33/EU 

lxii European Union: Council of the European Union, Directive 2013/32/EU of the European Parliament and of the Council of 26 June 2013 
on common procedures for granting and withdrawing international protection (recast), 29 June 2013, OJ L. 180/60 -180/95; 29.6.2013, 

2013/32/EU 

lxiii European Union: Council of the European Union, Directive 2008/115/EC of the European Parliament and of the Council of 16 December 

2008 on common standards and procedures in Member States for returning illegally staying third-country nationals, 16 December 2008, OJ 

L. 348/98-348/107; 16.12.2008, 2008/115/EC 
lxiv European Union: Council of the European Union, Directive 2013/33/EU of the European Parliament and Council of 26 June 2013 laying 

down standards for the reception of applicants for international protection (recast), 29 June 2013, OJ L. 180/96 -105/32; 29.6.2013, 

2013/33/EU 

lxvibid, art. 23 and 24 

lxvi European Union: Council of the European Union, Regulation (EU) No 604/2013 of the European Parliament and of the Council of 26 
June 2013 establishing the criteria and mechanisms for determining the Member State responsible for examining an application for 

international protection lodged in one of the Member States by a third-country national or a stateless person (recast), 29 June 2013, OJ L. 

180/31-180/59; 29.6.2013, (EU)No 604/2013, commonly referred to as "The Dublin III Regulation" is the cornerstone of the EU Common 

European Asylum System (CEAS). It applies to 28 European Member States (Austria, Belgium, Bulgaria, Croatia, Cyprus, Czech Republic, 

Denmark, Estonia, Finland, France, Germany, Greece, Hungary, Ireland, Italy, Latvia, Lithuania, Luxembourg, Malta, Netherlands, Poland, 
Portugal, Romania, Slovakia, Slovenia, Spain, Sweden, United Kingdom) in addition to Iceland, Norway, Switzerland, and Liechtenstein. 
lxvii European Union: Council of the European Union, Regulation (EU) No 604/2013 of the European Parliament and of the Council of 26 

June 2013 establishing the criteria and mechanisms for determining the Member State responsible for examining an application for 
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sibling) legally residing in another Member State to the Dublin Regulation, that State has the 

responsibility to proceed with a UASC's asylum application, and the UASC will be 

transferred to that country. If no immediate family members but only extended family 

members reside in the Member State the UASC had applied for asylum, a BID must be made 

to determine which Member State should be responsible for processing a UASC's asylum 

application. If no suitable family member or relative could have been identified, the UASC is 

free to choose in which Member State to apply for asylum (commonly it is the first State the 

UASC has applied to); notably, according to the Court of Justice to the European Union this 

is true also in case the UASC has already established a claim.lxviii However, in practice, the 

relocation of asylum-seeking UASC has been obstructed by failures of the overburdened 

asylum system in Greece and Italy, where most refugees arrive. The unwillingness of several 

EU Member States—and the flat refusal of some Member States such as Austria, Hungary, 

and Poland—to accommodate any asylum-seekers adds to that. 

 In response to the refugee influx in 2015, a reform of the CEAS was proposed to 

unify the asylum process, and reception conditions among the EU Member States to 

counteract secondary migration and prevent overburdening of Southern-European countries.94 

The implementation of the CEAS varies throughout the EU. Several EU Member States still 

do not operate fair, effective systems of asylum decision-making and support, leading to a 

patchwork of 28 asylum systems producing uneven results.94 Asylum seekers have no legal 

obligation to claim asylum in the first EU state of arrival; many move on to join family 

members or friends for support. However, due to the Dublin regulation, EU Member States 

can choose to return asylum seekers to their country of first entry to process their asylum 

 
international protection lodged in one of the Member States by a third-country national or a stateless person (recast), 29 June 2013, OJ L. 

180/31-180/59; 29.6.2013, (EU)No 604/2013, art. 6 
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Second paragraph of Article 6 of Regulation No 343/2003 – Transfer of the minor to the Member State in which he lodged his first 

application – Compatibility – Child’s best interests – Article 24(2) of the Charter  
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claims if that country has an effective asylum system. Importantly, UASC are exempted from 

that rule. Still, a general fear of a so-called 'Dublin-transfer' (a forced return to the first 

country of entry) is pervasive among many refugees as misinformation is also a common 

phenomenon among migrants and refugees, including UASC. The Northern European States, 

the desired destination of many refugees, have sought to use this Dublin system to their 

advantage, at the expense of the South, where most refugees first arrive. Yet these efforts 

have been obstructed by failures of asylum systems in the South. In order to address the 

uneven application of CEAS and the problems of the Dublin system, a reform of the Dublin 

regulation was proposed.lxix Among the proposed changes is one that risks endangering the 

right to asylum in the EU, with an obligation to verify first if asylum seekers could find 

protection outside the EU. While the Dublin regulation does not apply to UASC, the trend of 

outsourcing as well as militarizing borders—like the Asylum Cooperative Agreements 

(bilateral return agreements the U.S. has signed with Mexico, Guatemala, Honduras, or El 

Salvador)—pose a severe danger to further human rights violations and endanger refugees 

and asylum-seekers in countries lacking political stability, effective asylum systems, and 

protection mechanisms. However, some EU countries have already voiced opposition to the 

Dublin reform, notably the obligation to take refugees from other EU countries. The Visegrad 

group (Czech Republic, Hungary, Poland, and Slovakia), including Austria, blocked the plan 

of an EU wide relocation scheme of asylum seekers aiming to unburden the Southern 

European countries.95 The politically hostile climate towards refugee and asylum-seekers in 

Europe has caused massive humanitarian emergencies similar to the Mexican side of the U.S. 

Southern border, like Moria, a refugee camp made for 3,000 people inhabited by nearly 

19,000 people—40% of them UASC that wretch under barbarous conditions.96  

 
lxix European Union: European Commission, Proposal for a Regulation of the European Parliament and of the Council Establishing the 

Criteria and Mechanisms for Determining the Member State Responsible for Examining an Application for International Protection Lodged 

in one of the Member States by a Third-country National or a Stateless Person, 4 May 2016 
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1.3.7. Navigating the asylum system in the United States  

 In the United States, most UASC who manage to cross the border are usually 

dehydrated, scarred, traumatized, and apprehended by Border Patrol agents of the DHS, 

which subsequently transfers them to temporary CBP border holding facilities that are ill-

equipped for children. CBP officers are commonly the first point of contact of UASC with 

the U.S. immigration system as they determine their eligibility for a refugee claim.88 

According to U.S. law, the refugee determination process must be done within 48 hours.lxx 

UASC who are from a non-contiguous country (any country other than neighboring Canada 

or Mexico) and are found to have a credible fear or deemed a trafficking victim, must be 

placed in so-called removal proceedings before an Immigration Judge provisioned with the 

right to apply for legal relief.lxxi Besides, UASC must be provided with legal counseling "to 

the greatest extent, practicable."lxxii Considering the specific vulnerability, U.S. immigration 

law demands that UASC should not be placed in expedited removal proceedings and should 

be warranted the procedural safeguards of a full removal proceeding.lxxiii To facilitate 

expedited interviews in a 'less adversarial' setting, the 2008 William Wilberforce Trafficking 

Victims Protection Reauthorization Act (TVPRA)lxxiv granted the initial jurisdiction authority 

over asylum claims of unaccompanied minors to the CBP. If CBP has determined a child's 

unaccompanied status, the United States Citizenship and Immigration Services (USCIS) will 

accept the primary jurisdiction. The same applies to a child released from the Office of 

Refugee Resettlement (ORR)'s custody to a legal guardian or reunited with a parent–in that 

case. The child will be continued to be classified as unaccompanied. USCIS undertakes 

interviews solely for asylum claims and does not readjudicate an unaccompanied status 

 
lxx United States of America: William Wilberforce Trafficking Victims Protection Reauthorization Act (TVPRA) of 2008  [United States of 

America], Public Law 110457, 23 December 2008, § 235(a)(4)  

lxxi ibid, § 235(a)(D) 
lxxii ibid, § 235(c)(5) 

lxxiii ibid, § 235(d), INA §235(b), 8 U.S.C. § 1232(a)(5)(D) 

lxxiv ibid, § 235(d)(7)(B) 
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unless it was affirmatively terminated.97 If an unaccompanied child is from a country 

contiguous to the U.S. or is not found to have a credible fear, it can be repatriated 

forthwith.lxxv U.S. immigration law requires CBP to place a UASC from non-contiguous 

countries in the custody of the ORRlxxvi within the shortest period possible but not later than 

72 hourslxxvii. The ORR runs around 100 short-term shelters for UASC in the United States. 

Under the statute, the HHS is obliged to reunited children with their caregivers, provide 

access to legal counsel, and collect statistics on UASC. 

 While in immigration custody, a UASC is entitled to get "the opportunity to present 

their full claims to relief before an impartial adjudicator and not be subject to expedited 

removal or any other truncated process”lxxviii to be screened to meet refugee criteria and 

eligibility for asylum or other forms of complementary protection under U.S. immigration 

law.98 However, children frequently are too intimidated during the screening interview, in 

which the child is evaluated for meeting the refugee criteria and her entitlement to 

humanitarian protection.99,100 Children who have suffered sexualized violence, abuse, or 

exploitation that trigger shame or are highly stigmatized, such as identifying with a 

marginalized, indigenous group, or youth identifying LGBTQI, may be reluctant to trust a 

uniformed stranger who commonly fails to have child welfare expertise.101 Advocates 

underline that UASC clearly should not be interviewed at the moment of apprehension. First, 

children need to recover from their most horrific journeys before being capable of undergoing 

a complex screening interview evaluating their credible fear of persecution in their country of 

origin. Kids in Need of Defense (KIND)—a U.S. nonprofit organization securing pro bono 

legal representation and protection to refugee and migrant children in removal proceedings—

 
lxxv ibid, § 235(a)(2) 

lxxvi Homeland Security Act of 2002, Sec. 462 

lxxvii TVPRA § 235 (b)(3) 
lxxviii American Bar Association (ABA). American Bar Association House of Delegates Resolution 301. 2017, February 

https://www.americanbar.org/content/dam/aba/images/abanews/2017%20Midyear%20Meeting%20Resolutions/301.pdf (accessed August 

16 2020) 
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reports that 60% of the UASC arriving in the U.S. do not have access to legal representation 

as domestic legislation does not mandate for the provision of legal counseling.102 In 2018, an 

estimated 92,000 minors had to navigate the adversarial and complex immigration 

proceedings on their own, in a language they often barely understand, providing testimony of 

traumatic experiences in an intimidating, frequently child-insensitive setting without 

support.21 UASC in the U.S. without legal counsel face five times higher risk of being 

deported to their home country they have fled.102 "The participation of an attorney on behalf 

of a child subject to such proceedings is essential to the administration of justice and the fair 

and accurate resolution of issues at all stages of such proceedings."lxxix Moreover, despite 

existing standardslxxx that UASC should not be placed in expedited removal proceedings due 

to their specific vulnerability, many of them are immediately repatriated to their country of 

origin without ever having seen an attorney.103  

 The enactment of the Violence Against Women Act (VAWA) of 2005, the William 

Wilberforce Trafficking Victims Protection Reauthorization Act (TVPRA) of 2008 and 2013, 

and multiple amendments to U.S. immigration laws marked progress in the field of Children's 

Immigration Law.103  The TVPRA set forth standards for the protection of victims of 

trafficking and slavery, and substantive and procedural standards for the treatment of UASC 

during immigration proceedings, including in immigration detention. Together with the 1997 

Flores Settlement,lxxxi a federal court-ordered agreement that sets limits on the length of time 

and conditions under which children can be held in immigration detention, the TVPRA, and 

the Flores Settlement constitute necessary legal protection safeguards for children in 

immigration detention. “In the absence of further government regulations and laws on the 

 
lxxix American Bar Association (ABA). ABA Standards for the Custody, Placement and Care; Legal Representation; and Adjudication of 

Unaccompanied Alien Children in the United State. 2018, December 7 https://www.americanbar.org/news/abanews/aba-news-
archives/2018/12/aba-releases-new-standards-for-care-and-representation-of-unacco/ (accessed August 16 2020) 

lxxxTVPRA § 235(d), INA §235(b), 8 U.S.C. § 1232(a)(5)(D) 

lxxxi Flores v. Meese—Stipulated Settlement Agreement (D.C.D. Cal., 1997) 
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matter, it has acted as the binding authority on issues concerning the detention of immigrant 

children.”104 

 The Special Immigrant Juvenile Status (SIJS)lxxxii is a protection status in the U.S. 

unique for UASC who were abandoned, abused, or neglected, and where reunification with 

one or both parents is not reasonable taking into account the best interest of the child. The 

SIJS allots an annual number of around 10,000 immigrant visas. This statutory limit is far 

exceeded by the current high demand for SIJS protection status for qualified UASC, 

especially from Central America refraining them from critical protection mechanisms.98 The 

prerequisite for an SIJS submission to the USCIS is a state court predicate order, which 

confirms the SIJS. If an SIJS petition is approved following a review through Federal 

immigration authorities, the UASC may apply for adjustment of status for permanent U.S. 

residency.lxxxiii Since the current Presidency's inauguration, the U.S. asylum system has 

become ever more chaotic and vas. Creating confusion, complexity, and uncertainty is a 

compelling psychological strategy of intimidation and despair, torturing the already 

marginalized the most.  

1.4. Specific vulnerabilities of unaccompanied and separated migrant children  

 Given their formative nature, children inherently are more vulnerable than adults; but 

defining vulnerability merely based on particular group membership is an oversimplification 

and disregards substantial variation of susceptibility among group members.105 The 

vulnerability can be conceptualized as a specific set of characteristics that determine a child's 

ability to resist outside threats.20 Vulnerability is not an independent variable, but somewhat 

amenable to environmental factors that heighten or lower it. Despite its central importance to 

international and domestic immigration law and jurisdiction, there is ambiguity on the 

 
lxxxii The Special Immigrant Juvenile Status' (SIJS) statutory framework is based upon the Immigration and Nationality Act (INA) § 

101(a)(27)(J) 

lxxxiii 8 U.S.C. § 1255(h) 
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definition of vulnerability.20 IOM proposed vulnerability as "the diminished capacity of an 

individual or group to resist, cope with, or recover from violence, exploitation, abuse, and 

violation(s) of their rights. It is determined by the presence, absence, and interaction of 

factors and circumstances that (a) increase the risk of, and exposure to, or (b) protect against, 

violence, exploitation, abuse, and rights violations."105 Vulnerabilities happen across all 

dimensions, on the individual, communal, and structural level, and may emerge from 

situational change like family separation.105 Yet, the interaction of these risk and protective 

factors can create new intersectional vulnerabilities that “frequently [are] the consequence of 

the imposition of one burden that interacts with preexisting vulnerabilities to create yet 

another dimension of disempowerment."106 Commonly seen in UASC, one vulnerability may 

trigger 'vulnerability chains,' where an effort of dealing with one vulnerability exposes them 

to another.20 

 Vulnerability is also linked with access to rights and protection. An inefficient asylum 

system has led to a 'vulnerability contest' among asylum-seekers. Only those recognized 

'vulnerable' may be obtained permission to leave desperate offshore camps at the Greek 

islands.107 When accessing rights through vulnerability linked to chronic or severe (mental) 

health conditions—what Fassin calls 'biolegitimization'108—it may not only provide asylum 

seekers the legitimacy for inclusion into the host society but at the same time isolate and 

stigmatize them even more. Our knowledge of vulnerability factors is at best based on 

"fragmented, piecemeal quantitative and qualitative data."20 “Impediments of protection 

include…a pervasive culture of disbelief, often manifested as a refusal to listen carefully to 

the child’s evidence; and stern insensitivity to the distress of asylum-seeking children”16 The 

simultaneous interaction of multiple forms of vulnerabilities underscores the need for 

including children's voices, their lived experience on the ground. The exclusion of children's 

voices runs the risk of an inadequate understanding of the complexity of intersecting stressors 
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affecting children's vulnerability.109 Engaging children in the development of programming 

requires treating them as competent actors, “actively interpreting and constituting the world 

around them instead of merely receiving adult perspectives on their problems and 

challenges.”110 

 Intrinsically linked to vulnerability is the concept of resilience. Resilience is 

understood as the child's capability to do well irrespective of being exposed to multiple or 

continuous stressors and adversities.111-113 A resilience-orientated approach assumes 

displaced children as competent actors with resources and social capital that acknowledges 

UASC's survival struggle despite their susceptibility. Displaced children are not merely seen 

as victims of adversities and repressive structures but as resilient survivors. An uprooted 

UASC lacking the security of a familial and communal embedding is not only a victim to her 

vulnerabilities but must mobilize tremendous resources and strengths to survive her migration 

journey. Acknowledging resilience in forcibly displaced children does not imply an 

invalidation of their protection needs. Analogous to vulnerability, resilience must be 

understood from a contextual lens. Resilience is a child's constant negotiation between her 

family, community, and the larger (host) society, including institutional and political 

actors.113,114 It is determined by a complex interplay of individual susceptibility, cultural 

norms, and structural forces that, along the migration journey, span across multiple States' 

polities. Resilience as a concept also has to be situated in a historical dimension of deep-

rooted geopolitical inequality, the systemic oppression, and disenfranchisement of specific 

populations and geographical areas. Resilience is highly dynamic, context-dependent, and—

as vulnerability—might change over time.115 On a biological level, resilience is a 

compounded intersection of individual genetic traits, environmental factors operating via 

epigenetic mechanisms, and neuroendocrine-immunological processes.116-118 Some children 
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show remarkable resourcefulness and self-efficacy in the face of calamities; others develop 

severe psychosocial impairment and disabilities. 

1.4.1. Transitional age youth 

 Transitioning into adulthood is a challenging phase for UASC driven by uncertainty 

and critical changes. When turning 18, UASC overnight are treated as adults, being cut off 

from any support services and protection mechanisms they have been entitled to as minors. 

For example, in the United Kingdom (UK), those who are not able to make their asylum case 

or appeal their decision commonly are either 'voluntary' returned, forcefully deported, or go 

underground.7 UASC, who reach the age of majority are suddenly subject to the risk of 

forced removal to their country of origin. In fear of being deported, many youths disappear, 

risking life in poverty and destitution. Forced to seek informal labor, absconded youth are at 

substantial risk of exploitation and set adrift.7 Biological processes parallel this significant 

transition in legal prospects. Young adulthood is increasingly understood as a critical period 

of heightened vulnerability, and adjustment.14 Developmental neurobiology has shown that 

brain development is incomplete until the mid-20s resulting in a potential disjunction of 

behavioral and cognitive systems concerning the maturational brain processes.14,119 Young 

adultslxxxiv have gathered rising interest compromising a population facing critical 

developmental tasks, including identity formation, management of complex social 

relationships, and increasing demand for executive functioning skills while not having 

mastered the cognitive maturity of adulthood yet.120 Young adulthood is a highly susceptible 

phase to develop psychopathology and substance-abuse disorders.121 In young adult asylum-

seekers, the biological vulnerability is compounded by numerous substantial sources of 

 
lxxxiv "Youth" following the United Nations' definition are 15-24 years of age. Transitional age youth (TAY) refers to the age range of late 

adolescence, ages 16-18, to young adults, ages 24-26. The term 'TAY' and 'young adults' are used interchangeably spanning an age range 

from 18-24 years. 
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distress, combined with the potential loss of access to mental health services after turning 18. 

The prevalence of psychological problems among young adult asylum-seekers is high, 

uncertainty and hopelessness dominate plenty of their realities.7 Empirical evidence on young 

adult refused asylum seekers in general, and those who are absconded is extremely limited. 

For those in care, young adults typically fall into a treatment gap between child and 

adolescent and adult psychiatry services, often entailing discontinuity of mental health 

services.120 Similarly, the judicial system's response, as well as the migration context, lack 

adaption to the unique developmental characteristics of TAY. Adult statistics are rarely 

broken down by age, such as in the case of U.S. immigration statistics.122  

1.4.2. Child trafficking 

 Children on the move are at a particular risk of trafficking for sexual and labor 

exploitation.123 Globally, an estimated 28% of identified trafficking victims are below the age 

of 18. To facilitate migration, UASC may engage in income-generating opportunities that 

entail utterly exploitative, slave-like conditions, leaving indelible marks on their lives.60,81  

Lacking safe alternatives, UASC may engage in unsafe, illegal migration routes that increase 

the risk of falling prey to criminal organizations.124 There is a distinct link between criminals 

involved in migrant smuggling and child trafficking.20,123 Since the massive increase of the 

refugee influx into the European Union in 2015 and the lasting conflict and deterioration of 

social conditions in Syria, Iraq, Afghanistan, and Pakistan, the risk for trafficking is rising for 

UASC with the destination Europe.123 The shortfall of child protection mechanisms for 

UASC following their arrival in a European Member State is of great concern. Several 

refugee reception centers in European countries have been reported to be unsafe for UASC.  

 Half of the registered unaccompanied and separated minor asylum-seekers get 

missing within 48 hours of their arrival at a reception center, raising doubt on the 
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effectiveness of child protection mechanisms in place.125 Europol estimates that up to 50% of 

UASC arriving in certain refugee reception centers go missing—young age and female 

UASC are at specific risk.126 While reasons for their disappearance include fear of 

immigration authorities, detention, or deportation, protracted asylum-processes, and 

impatience over relocation, eventually, abduction or trafficking may be another rationale. 

81,123 Missing Children Europe reports that in Italy, 62% of all UASC arriving via the 

notorious route across the Mediterranean Sea absconded between January-May 2015. In 

February 2016, 90-95% of all UASC arriving in reception centers in Hungary, and 80% in 

Slovenia went missing.125 Reporting procedures of absconded UASC are often delayed as 

reception centers are commonly understaffed, and processes are involved.126 Hence, the 

number of a minimum of 10,000 missing UASC in the EU can only be estimated as trans-

national investigation efforts are scarce.81,126 In 2018, only 25% of the reported cases of 

missing migrant children in the EU were located by authorities.81 

 However, narratives of child migration may omit the fact that UASC also voluntarily 

opt-out of accessing humanitarian services. UASC may avoid registration in fear of detention 

and institutionalization, child-inappropriate living conditions that fail to meet minimum 

health and safety standards, and abusive treatment, and being withheld from accessing 

employment and formal education.40 Accessing the informal labor market makes UASC 

prone to dependent and hazardous working conditions. To avoid being identified as 

undocumented, children may refrain from accessing medical services or education.20 

Nonetheless, hastily attributing the absence of child migrants to criminal organizations may 

divert attention from deep systemic and structural problems permeating insufficient migration 

policies and practices.20 
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1.4.3. Education 

 Numerous international and regional legal and policy frameworks support the right to 

education for migrant and displaced children.lxxxv The CRC entitles all children, including 

UASC, to the right to quality education, that pays due respect to their specific needs, cultural 

values, and identities.lxxxvi Pre-migratory educational antecedents, language barriers, 

individual developmental, behavioral and mental health factors, gender, age, and the role of 

ecological stressors such as livelihood, insecurity, social and legal exclusion may affect the 

specific educational needs of UASC.  

 Education supports the participation and successful inclusion of migrant children into 

the host society, integral to prosperous adulthood and future employment access.127 

Education not only improves social cohesion and language skills but is a critical protective 

factor too.128 School attendance is vital to prevent children from criminal activities, 

radicalization,129 child labor, and militias and reduces the risk for child marriage and teenage 

pregnancy in adolescent girls.128  

 By the end of 2018, more than half of the 7.1 million refugee school-age children 

under the UNHCR mandate were out of school. The majority, four out of five refugee 

children, faced protracted displacement that will likely span their entire childhood.128 Without 

tailored educational and income-generating opportunities, millions of refugee children are 

missing out of school and at substantial risk of becoming a 'lost generation.'130 The older a 

refugee child, the less likely is she to attend school; while 63% attend primary school, only 

24% receive a secondary education compared to 91% and 84% respectively of global 

enrollment.131  

 
lxxxv To name a few: The UN Convention on the Rights of the Child (art. 28), the 1951 Geneva Convention Relating to the Status of Refugees 

(art. 22), the 1953 European Convention on Human Rights (Protocol 1, art. 2), the Reception Conditions Directive (2013), art. 14 
lxxxvi UN Commission on Human Rights, Convention on the Rights of the Child., 7 March 1990, E/CN.4/RES/1990/74, art. 28  



 43 

The sharp drop in school enrollment results from highly underfunded secondary 

education opportunities for refugees in humanitarian settings.128 The inclusion of refugee 

children in formal national education systems is preferable to uncertified parallel systems that 

are often part of the temporary emergency response. Access to formal education, which 

provides recognized school certificates, is critical to securing refugee children's future and 

well-being. Only an estimated 3% of them will be admitted to higher education—compared 

to 37% globally.128 

 In the EU, 35% of asylum-seeking and refugee children are estimated to attend formal 

education, but education policies are highly diverging across EU Member States.86 The 

situation is particularly dire on the Greek islands, where a significant education gap persists. 

More than 75% of the 4,656 refugee children in school-age that were stranded on the Greek 

islands by the end of 2018 did not have access to education.128 The Reception Conditions 

Directive sets out binding standards for all EU Member States to "grant to minor children of 

applicants and to applicants who are minors access to the education system under similar 

conditions as their own nationals for so long as an expulsion measure against them or their 

parents is not actually enforced.” lxxxvii Access to education has to be offered no later than 

three months after the application's launch for asylum. Although the Member States of the 

European Union should "ensure, within a short period after arrival, equal access to inclusive, 

formal education, including early childhood education and care, and develop and implement 

targeted programes to support it"129 practices widely differ. Some countries entitle all 

children irrespective of their legal status to education; others completely lack a constitutional 

obligation to do so (Bulgaria, Finland, Hungary, Latvia, and Lithuania), leaving it at the 

discretion of schools to accept UASC. Entitlement to education is often connected to very 

 
lxxxvii European Union: Council of the European Union, Directive 2013/33/EU of the European Parliament and Council of 26 June 2013 

laying down standards for the reception of applicants for international protection (recast), 29 June 2013, OJ L. 180/96 -105/32; 29.6.2013, 

2013/33/EU, art. 14 
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differing requirements. In Denmark, UASC must have been in the country for a minimum of 

six months. In Italy, the obligation to provide education only applies to UASC residing in a 

secondary reception center (UASC, though, remain in primary reception centers for an 

average of 6 months). In Greece, UASC are legally entitled to receive access to education, 

and Greece has scaled up language preparation classes to prepare refugee children for the 

transition into formal Greek education. Still, education is either not accessible or adequate to 

provide for the needs of migrant children.128 

 In immigration detention, access, and quality of education varies132 According to 

international standards, detained “children have a right to education, which should optimally 

take place outside the detention premises.”133 However, enforcement of such policies often 

lacks. A Canadian study examining children's experiences in immigration detention 

illustrated,  sometimes “children were…provided with a few hours of second-language 

tutoring with a retired teacher [but]…families felt it was 'not a real school.'”132 Disturbing, 

invasive, and frightening surveillance policies of constantly being guarded and strict rules are 

reported to be intimidating. Detention centers commonly lack child-appropriate, educational, 

and recreational spaces. Boredom dominates the lived experience of children in detention: 

“[S]ometimes children would not have interactions with other children for weeks if there 

were no other families detained with them, and children would be idle, sleeping or lying on 

the couches for long periods during the day.”132  

 Education has become an integral component of the humanitarian response.134-136 The 

provision of education in humanitarian settings is highly contextual, dynamic, and complex; 

meeting the long-term needs of children, particularly in protracted displacement conditions, 

remains a formidable challenge.135 The likelihood that many of the forcibly displaced 

children will persevere in displacement for years requires taking into account their medium-

term prospects. Along with this, not only the provision of quality education is vital137 but a 
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long-term system strengthening approach of the national education system.128 For example, 

Turkey, which by the end of 2018 was host to some 3.7 million refugees—1 million of them 

school-aged children, has introduced accelerating education programs for refugees by 

providing language programs to support their transition into formal domestic education.128  

Ecuador, on the other hand, has facilitated access to schooling for undocumented Venezuelan 

refugee children.128 The situation is particularly dire for Rohingya refugee children. 

Bangladesh, the host to the largest refugee camp in the world, has only recently allowed 

forcibly displaced Rohingya refugee children to receive accredited formal schooling.138 This 

decision comes after 2.5 years, during which approximately 400,000 school-aged Rohingya 

refugee children have missed out schooling.139 In context, the prohibition of accessing formal 

education in Bangladesh follows already decades-long systematic immiseration and 

discrimination of the Rohingya minority,140 which also systematically restricted them from 

accessing formal education in Myanmar.141  

 Education has a substantial therapeutic value. Educational settings that aim to provide 

safe and supportive spaces for children amid chaotic living conditions in displacement, 

constitute an ideal setting for community-near preventive mental health interventions. 

School-based mental health interventions reduce stigma, reach out to large populations, and 

allow for a continuum of support. Preventive programming aims at the individual, parenting, 

school- and community-based psychological and psychosocial interventions. It further 

addresses the role of ecological stressors such as livelihoods, insecurity, and social and legal 

exclusion affecting the mental health and psychosocial well-being of refugee children. 

Preventive psychological and psychosocial interventions have become an integral part of 

education in emergency response primarily through the inclusion of life skills modules into 

the existing curricula.142 Despite a substantial transnational effort to refine the quality and 

inclusiveness of education in emergencies, significant challenges remain like the cultural and 



 46 

contextual adaptation of standardized curricula and interventions to meet the needs of 

vulnerable subpopulations like UASC, adolescent girls, children with disabilities, and 

adolescents out of school UASC among refugee children.134,143 However, evidence on the 

effectiveness and implementation of school-based mental health interventions in emergency 

settings remains scarce, lacking a consensus-based research agenda.144  

1.4.4. Immigration detention 

 The criminalization of unauthorized migration has marked a significant turn and has 

made detention a legitimate response to unauthorized entry into state territory. Punishment 

and imprisonment—characteristics of the criminal justice system—have become key in the 

aggressive enforcement politics of immigration practices that are meant to 'deter.'145 The 

2019 UN Global Study on Children Deprived of Liberty estimates that a minimum of 330,000 

children per year is held in detention for immigration purposes globally.26 UASC are 

commonly held under appalling conditions, in closed reception centers, transit shelters, 

offshore or remote locations, including in juvenile jails where migrant children have to co-

mingle with criminal offenders.26 Detention facilities constitute a depriving environment, 

inadequate for children, usually with little recreational facilities. Constant surveillance, rules, 

and regulations evoke symbolic disempowerment146 and leave children at the mercy of 

unpredictable interactions with guards132,147,148 Decisions regarding the detention of children, 

including separating children from their detained parents, are frequently made violating 

fundamental procedural rights. Detention is never in the best interest of a child and must be 

banned; it can under no circumstances be a measure of last resort.26 According to the CRC 

“no child shall be deprived of his liberty arbitrarily.”lxxxviii Detention deprives children of 

their entitled right to the protections afforded to them by the CRC. The invalidating 

 
lxxxviii UN Commission on Human Rights, Convention on the Rights of the Child., 7 March 1990, E/CN.4/RES/1990/74, art. 37(b) 
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environment of detention facilities symbolically invokes helplessness and compounds 

feelings of suffering and fear.146 While implementing the BID in the process of deciding 

about the detention of UASC is critical; it is evenly essential to develop minimum standards 

that consider UASC's specific needs that help to categorize detention from non-detention 

settings. Defining minimum standards is fundamental to support evidence-based research, 

advocacy, and policy change. Minimum standards should consider the screening interview, 

the BID process, and a physical assessment of facilities where UASC are detained, including 

the initial reception centers.25  

 While child detention is a global phenomenon, the magnitude and cruelty of child 

detention in the U.S. have caused an international outcry over the past few years. In 2019, an 

estimated 70,000 children was held in the coercive and hostile environment of U.S. detention 

centers, including juvenile jails not designated for immigration detention, more than in any 

years before.53 The TVPRAlxxxix and the 1997 Flores Settlementxc constitute important legal 

protection safeguards for children in immigration detention by setting national standards on 

the treatment and care of detained children that oblige the federal government to keep 

children in the least restrictive setting possible and release them from custody without 

unnecessary delay.149 It set limits on the length of time and conditions under which children 

can be held in immigration detention. According to U.S. immigration law, unaccompanied 

and separated minors must be placed under the custody of the ORRxci within the shortest 

period possible but not later than 72 hours.xcii Yet, many children are reported to be 

unlawfully detained in CBP facilities much longer under inhumane, unsanitary, and 

degrading conditions. The average length of detention of minors in 2019 was 50 days, 

compared to 93 days in 2018.150 Uncertainty about the extent of confinement or separation is 

 
lxxxix The William Wilberforce Trafficking Victims Protection Reauthorization Act of 2008 is codified under INA § 208(a)(2)(E), 8 U.S.C. § 

1185(a)(2)(E) 
xc Flores v. Meese—Stipulated Settlement Agreement (D.C.D. Cal., 1997) 

xci Homeland Security Act of 2002, Sec. 462 

xcii TVPRA § 235 (b)(3) 
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enormously distressing for detainees.151 The U.S. administration recently proposed a 

regulation on the indefinite detention of children, which fortunately has been blocked by a 

federal judge order.152 Moreover, CBP was repeatedly accused of severe allegations on 

coercion, abuse, and torture, including solitary confinement of children,50,153 and deliberately 

withholding medical services.154 A journalist trenchantly pointed out “[o]ne terrible irony of 

the current crisis is that a government office whose explicit goal is to reunify children with 

their families is now being used to hold children who have entered its jurisdiction because the 

government has forcibly removed them from their parents’ care.”155 

 Child detention is also a prevalent practice in EU member states. Since the mass 

influx of refugees in 2015, several EU Member States have attempted to accelerate 

immigration proceedings, including the effectiveness of returns.156 Detention is particularly 

common at the beginning of a refugee's asylum-processing, while held at reception centers, to 

enforce deportation or during so-called Dublin transfersxciii. Contrary to the prevailing no-

child detention policy of international human rights standards, most European Member States 

have not banned this practice. Laws, policies, and practices vary widely among European 

countries; many do not statistically track the detention of children, making it impossible to 

provide a comprehensive and accurate picture.157 Prolonged detention of UASC is common 

for doubt about the age of a child, irregular border crossing, or pending removal.158 Gaps in 

the implementation of laws further complicate this problem. In Hungary, for example, where 

child detention is forbidden by law, UASC older than 14 years who claim asylum are 

immediately transferred to a closed immigration facility at the Hungarian-Serbian border.158 

 UASC in immigration detention are often exposed to severely inadequate conditions, 

 
xciii The 'Dublin III Regulation' regulates EU Member States’ responsibilities on asylum applications and asylum processes. Due to the 

Dublin regulation, EU countries can choose to return asylum seekers to the country of first entry to the European Union to process their 

asylum claim. Northern European countries—the desired destination of many refugees—have sought to use the Dublin system to their 

advantage, at the expense of South European countries, where most refugees first arrive.  
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including deplorable living conditions, lack of adequate medical care including mental health 

services, physical and sexual abuse, violence, overcrowding, and inadequate nutrition. They 

can be detained along with unrelated adults, or arbitrarily separated from their parents or 

other family members. UASC may be detained in inappropriate facilities such as prisons, 

which house convicted criminals. Children in custody rarely have access to adequate 

education, play, and leisure facilities; staff usually is not trained to respond to the specific 

needs of migrant children. Children in immigration detention may have difficulties in 

understanding why they are being 'punished' despite having committed no crime.159  

 Given the human rights challenges, the enormous suffering detention creates, and its 

social and economic costs, establishing adequate alternatives to detention must be the 

primary consideration for UASC. However, “[a]lternatives to detention should not be used as 

alternative forms of detention.”160 Simply shifting the custodial authority from enforcement 

agencies to child welfare institutions is problematic. There are less control and lack of 

oversight over minimum standards and certification processes of welfare institutions; 

inadequate conditions are prevalent, and the privatization of institutions may negatively 

affect the monitoring process. Hence, it is critical to "[i]ntroduce regulations and/or policy 

guidelines detailing when and under what circumstances alternatives to detention and family 

separation are to be used, and how they are to be implemented.“161 Alternatives to detention 

commonly implicate some form of restrictions to liberty, whether due to confinement, 

restrictive reporting requirements, or an entitled address.162 Using the least restrictive means 

as an alternative to detention is critical in the case of UASC. Considering the consequences 

of applying alternatives to detention on the rights and dignity of UASC is equally paramount; 

the practice of the U.S. to blatantly return UASC to grave danger in Mexico for the duration 

of their immigration proceedings is of no means an 'alternative.'163  
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 Evidence shows that a nation's interest in governing child migration can be met 

through utilizing non-custodial measures like placing UASC in foster families, child-friendly 

accommodations under the auspices of child protection services disconnected from 

immigration forces, or other living arrangements that consider the best interest of the child.26 

Community-based non-custodial alternatives to detention should allow for the individualized 

case management of UASC drawing upon successful international models.79,161 

 The severe psychological, mental, and long-term physical consequences that even 

short periods of immigration detention have on children make immigration detention a very 

distinct risk factor to the well-being of children and adolescents.164,165 However, reliable 

evidence about the mental health of UASC held in immigration detention is still reasonably 

limited.166,167 Critical scholarship has mostly leaned on secondary sources collected by 

journalists, the government, or non-governmental organizations.168 Depending on their 

developmental age, psychiatric symptom expression in detained children and adolescents is 

manifold. In younger children, detention causes behavioral regressions, including separation 

anxiety, withdrawal, self-injurious behavior, emotional dysregulations such as aggressive 

outbursts, loss of appetite, and sleeping problems.54,132,166,169 Anxiety, including separation 

anxiety, depression, self-destructive behavior, suicidal ideation, and PTSD, are more familiar 

with older children ages 6-17, while somatization is common across generations.166 

 The empirical evidence available indicates a dire picture of extremely high rates of 

psychiatric disorders among children kept in immigration detention. Study designs are 

heterogeneous, with findings diverging from 17-100% for PTSD, 36-100% for anxiety 

disorder, and almost all (95-100%) children showing symptoms of a major depressive 

disorder.166 Symptoms sometimes persisted for months, with debilitating effects on learning 

and social interactions;132 however, longitudinal studies on the mental health sequelae of 

immigration detention have yet to be undertaken.54 Retrospectively, formerly detained 
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children, exhibited a tenfold increase for severe mental health disorders.170 Even short 

periods of detention have harmful effects on children.132,171 The practice of separating 

families, the maltreatment, and prolonged detention of youth amounts to severe violations of 

fundamental human rights.172  

1.4.5. Family separation  

 As part of the 'zero tolerance' policy criminalizing illegal migration in the U.S. that 

results in the detention of all migrants attempting to enter the U.S. illegally,49 thousand of 

accompanied migrant children were forcibly separated from their detained parents and 

became de facto unaccompanied.24,50 In June 2018, a court ruled preliminary injunction held 

that family separation violates the Due Process Clause of the Fifth Amendment of the U.S. 

Constitution that no one "shall be deprived of life, liberty or property without due process of 

law” and ordered the administration to reunite all families that the government had forcibly 

separated.50 Most families ultimately were reunified; yet, several parents deemed 'ineligible' 

for reunification by the DHS remained separated from their children in detention. Many 

families were reunited but kept in custody in family detention centers. Whereas an estimate 

of 2,000 families was reunited, at least 366 parents were deported without their children.50,51 

Even though a court ruled injunction, the U.S. administration has continued the barbaric 

practice of separating more than 900 children from their families based on dubious 

allegations of minor criminal offenses and unfitness of the caregivers.52,173 By October 2019, 

of the 2,654 reported cases of children who have been separated, 120 children remain 

separated, in part due to the U.S. administration's opposition or incapability to reunite those 

children with their caregivers.51 Children were reported to have spent an average of 154 days 

separated from their parents. In some cases, they were separated for almost a year; 64 percent 

of them were less than ten years old and 103 were less than five years old.51 In a later 
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statement, the U.S. government admitted that an additional number of more than 1,500 

children were forcefully separated from their parents or guardians, raising the total to 

approximately 4,300 child separations.24  

A stable, supportive, and responsive primary attachment relationship is critical for a 

child's healthy development. Particularly during early development, witnessing violence 

against the caregiver is predictive in the most robust way for PTSD associated symptoms in 

children.174 The separation of children from their parents induces an extraordinary toxic stress 

response,175-179 which has the potential to negatively alter the architecture of the developing 

brain and biological system changes.175,179 The practice of forcefully separating children from 

their parents or guardians "amounts to arbitrary and unlawful interference in family life, and 

is a serious violation of the rights of the child.”172  

1.4.6. Statelessness 

 Hundreds of thousands of children are believed to be stateless. Forced displacement is 

among the leading causes of child statelessness, but can also be a consequence.180 A stateless 

child is "a person who is not considered as a national by any State under the operation of its 

law."xciv Being stateless and being a child, being stripped of one’s most fundamental right, 'the 

right to have rights,'181 can be perceived as the ultimate form of structural violence.182 Being 

stateless as a child means being excluded from any meaningful legal and political 

participation and protection mechanisms. Stateless, children are subject to increased 

vulnerability—deprived of fundamental economic and social rights—and left disenfranchised 

and inept at determining their futures. 

“While it is always no fault of their own, stateless children often inherit an uncertain 

future…[they face] difficulty to travel freely, difficulty in accessing justice 

procedures when necessary, as well as the challenge of finding oneself in a legal 

limbo vulnerable to expulsion from their home country. Statelessness is particularly 

 
xciv UN High Commissioner for Refugees (UNHCR), The 1954 Convention relating to the Status of Stateless Persons: Implementation 

within the European Union Member States and Recommendations for Harmonisation, October 2003, art. 1 
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devastating to children in the realization of their socio-economic rights such as access 

to health care, and access to education. ”xcv  

  

 Multiple reasons can lead to statelessness. Legal discrepancies in national laws or a 

parent's legal status are a common reason for forcibly displaced children, for instance, if the 

parent's nationality's legislation is based on a jus soli principle (which confers citizenship 

only to children born on that State's territory). Still, the country where the child is born in 

preserves a jus sanguinis principle awarding nationality only based on a parent's status.180 

The CRC affirms that a "child shall be registered immediately after birth and shall have the 

right from birth to a name, [and| the right to acquire a nationality,"xcvi UNICEF estimates that 

70,000 children each year are born to displaced parents and without birth-registration are 

deemed stateless.183 Statelessness disproportionally affects those children who already belong 

to marginalized minority groups such as the Rohingya in Myanmar, Kurds in Syria, Roma in 

Europe, or the Makonde in Kenya as a consequence of direct discrimination.184 In 1982, for 

example, the Rohingya minority was arbitrarily stripped of their Burmese citizenship rights, 

and all subsequently born children were suspended from registration.185 The majority of 

almost a million Rohingya, more than half of whom are children, among them some 6,000 

UASC are denied a legal identity and thus excluded from any political membership.186 

Stateless, Rohingya refugees are denied fundamental human rights such as access to 

healthcare, education, livelihoods, and safe and legal movement. Despite the Bangladeshi 

government's legal obligation to international human rights standards, it has suspended the 

provision of birth certificates to Rohingya born in Bangladesh since the mass influx in 2017. 

This move leaves thousands of newborn Rohingya without legal status, dwelling under 

tremendously precarious, contested, and hazardous conditions.139 In Hannah Arendt's words, 

this relates to "homelessness on an unprecedented scale, rootlessness to an unprecedented 

 
xcv African Committee of Experts on the Rights and Welfare of the Child (ACERWC), General Comment on Article 6 of the the African 

Charter on the Rights and Welfare of the Child, 07-16 April 2014, ACERWC/GC/02 (2014), art. 86 

xcvi UN Commission on Human Rights, Convention on the Rights of the Child., 7 March 1990, E/CN.4/RES/1990/74, art. 7 
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depth [where]...powerlessness has become the major experience of [child refugees]...lives."181 

Two international treaties are critical in the context of statelessness. In essence, the 1954 

Convention relating to the Status of Stateless Persons and the 1961 Convention on the 

Reduction of Statelessness, both aim at reducing statelessness, guarantee minimum standards 

of the treatment of stateless refugees, and ensure fundamental human rights such as access to 

health, education, employment, and public relief.187 They oblige signatory States to confer 

nationality to children born on their territory who would otherwise be stateless. "The arbitrary 

deprivation of nationality of children is in itself a human rights violation, with statelessness 

its possible and most extreme consequence. International human rights law is not premised 

on the nationality of the person but rather on the dignity that is equally inherent to all human 

beings. In practice, however, those who enjoy the right to a nationality have greater access to 

the enjoyment of various other human rights."xcvii  

 

1.5. Contextualizing the mental health of unaccompanied and separated refugee 

children 

1.5.1. A socioecological approach 

 A standard model in child and adolescent mental health is the socioecological model 

proposed by Bronfenbrenner.188 It understands a child's mental health, well-being, and 

development fundamentally determined by familial, communal and peer, and societal factors, 

which are depicted as concentric circles representing the different levels surrounding the 

individual child in the center. A system approach that considers the resources and 

availabilities of parents, peers, teachers, and other influential people in the child’s life is 

 
xcvii UN Human Rights Council, Impact of the arbitrary deprivation of nationality on the enjoyment of the rights of children concerned, and 

existing laws and practices on accessibility for children to acquire nationality, inter alia, of the country in which they are born, if they 

otherwise would be stateless, 16 December 2015, A/HRC/31/29, para 27  
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critical to child and adolescent mental health since children—depending on their age and 

matureness—are physically and psychologically dependent on their environment.189 

Interventions following a socioecological model aim at targeting a UASC's family, including 

foster families, peers, the school system, and a child's broader (host) community. Enhancing 

social support and cohesion, reducing family violence, or creating social and economic 

opportunities are examples of widely propagated interventions for displaced minor 

populations.190,191 Understanding the mental health of displaced children from a contextual 

perspective requires cross-sectoral interventions covering multiple sectors including but not 

limited to education, employment, housing, legal, and political participation.192-194  

 UASC's adaptation to the resettlement environment grossly varies along the spectrum 

from successful adjustment to severe mental impairment.5 The ecological model proposed by 

Miller & Rasmussen191 attributes hardship in displaced populations partly to ongoing "daily 

stressors" entailing psychosocial and material adversities that mediate a child's response to 

the distress caused by war-related exposure.190,191 It is similar to Farmer's proclaimed 

structural violence model that understands the experience of discrimination, poverty, and 

precarity governing marginalized people's everyday life as central.195 Structural violence 

includes precarity due to political neglect, the failure of global resettlement politics, and the 

colonial legacy of the systematic impoverishment of LMIC. Structural violence may manifest 

itself in poverty-related, overcrowded, unsanitary, and unsafe living conditions that gradually 

erode people's ability to cope. Miller & Rasmussen191 further suggest a distinction of 'daily 

stressors' between lower intensity stressors, such as precarious living conditions, and 

potentially traumatic daily stressors, that may occur instead periodically, for example, child 

abuse. 

 Applying a hasty adult perspective upon children's interpretation and perception of 

stressors, which can considerably vary, may fail. Children may assign significance to 
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traumatic experiences very differently. A study on Afghan children's mental health showed 

that children perceive "severe domestic beatings, a severe accident, or a frightening medical 

treatment as more traumatic than having witnessed parents and grandparents being killed in 

rocket attacks. Conversely, others identified as their most severe trauma the death of a 

relative killed in the past rather than recurrent distressing experiences of severe domestic 

beatings"196 Assigning weight to certain traumatizing events might not necessarily imply that 

this is the source of mental distress to children;197 it may instead suggest, that children tend to 

have a relational perspective upon trauma assigning importance to traumatic events based on 

their present living experience.198  

 I argue, that the dynamic nature of daily stressors based on changes in displacement 

and conflict—including but not restricted to the growing interpersonal nature of the conflict, 

the urbanization of displacement, and the political neglect of host countries—have only 

received insufficient attention in child and adolescent mental health scholarship. Too many 

studies still follow a clinical dictum at the expense of an in-depth analysis of structural and 

political aspects influencing UASC's well-being.  

1.5.2. The biology of adversity 

 In defining the vulnerability of a child, the biology of adversity identifies three critical 

factors: (1) age, (2) cumulative adversities, and (3) prolonged exposure to adversity.175 

Exposure to the past, along with ongoing adversities, violence, and precarity, provide 

cumulative risk factors to displaced children's mental health.5 Children’s normative 

development is dependent on a safe, nourishing, and predictable environment and—most 

critically—a stable relationship with primary caregivers. Yet, many displaced children have 

been exposed to an adverse, insecure, and uncertain environment early on that was disruptive 

to their attachment relationship with the primary caregiver. Adversities experienced in early 
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childhood can have particularly impairing and long-term effects.175,179 In the case of an 

absent, neglectful, or abusive caregiver, young children cannot organize and categorize 

experiences. They may be overwhelmed by emotional distress, neither being able to express 

nor regulate their emotions. Unstable caregiver relationships and depriving care environments 

such as institutional care during detention or low-quality foster care, or abusive guardians 

such as traffickers are highly adverse during childhood and commonly seen trajectories in 

UASC. The complex traumatization of children on the move through exposure to 

interpersonal trauma, including sexual abuse, has been trenchantly described as a 'silent 

epidemic.'199  

 A cumulative risk model such as Shonkoff's ecobiodevelopmental theory suggests the 

grounding of adult mental health disorders and lifelong impairments in learning and behavior 

in adversities experienced during childhood augmented by experiences of discrimination and 

maltreatment. It provides a useful framework for understanding the dire consequences of the 

exposure of UASC to multiple intersecting and ongoing adversities and distress.179 The 

repeated exposure to traumatic experiences leads to a proportional decline in the mental 

health of children200 and long-term developmental impairment adversely affecting health, 

learning, and development, with significant consequences on their social capital and 

economic productivity.165,179  

 Exposure to adversities during critical periods of child development (prenatal and 

early postnatal) is particularly harmful.175 These periods are significant to the neuro-cognitive 

development of a child, laying the foundation for language acquisition, communication, 

social skills, and executive functioning. Any developmental impairment or delay during early 

childhood may hamper subsequent development.201 Exposure to early life adversities affects 

learning, behavior, and development and has long-term sequelae on mental and physical 

health. Incarceration or practices such as forcibly separating children from their parents 
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induce a high toxic stress response that has the potential to alter brain development and 

biological system changes in children negatively.165,179 Cumulative experiences of childhood 

adversities may lead to an accumulation of toxic stress, through which neural, immune, 

neuroendocrine, and metabolic pathways become biologically embedded.179,201 Children 

exposed to early childhood adversities have a higher risk of cancer, cardiovascular, and 

metabolic diseases and depression, substance-use disorders, and suicide attempts.202,203 The 

accumulation of toxic distress leads to a proportional decline in health outcomes202 and 

predicts a heightened symptom complexity in adults.204 

1.5.3. The category fallacy of posttraumatic stress disorder in children 

Most research questions examining the mental health of displaced children still follow 

a clinical, biomedical approach and investigate the level of psychopathologies foremost 

affective disorders and particularly PTSD in displaced children.205,206 Apart from the 

criticism on PTSD for its pathologizing notion of possibly normal reactions to loss and 

displacement and its cultural impropriation of a diagnostic construct rooted in the Global 

North on populations with different social and cultural norms,207,208 its applicability as a 

means of evaluating displaced children's mental health is limited. The diagnostic construct of 

PTSD insufficiently captures the elaborate symptom presentation in children like 

developmental impairments, emotional and relational dysregulation, and attachment-related 

disturbances.204,209,210 Furthermore, it does not consider the experiences and consequences of 

traumatization, including how traumatic reenactment differs over critical developmental 

periods.211 PTSD presupposes an exposure to a circumscribed, well-defined adverse event.212 

Still, it does neither account for the reality of displaced children who have been exposed to a 

multitude of repeated and intersecting adversities nor the disruptions of attachment 

relationships as an essential stressor in UASC's trajectories. Moreover, a characteristic in 
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children is a symptom transformability, meaning that symptom presentation is dynamic, may 

change quickly, and even include contradictory characterizations such as a child switching 

from externalizing to internalizing symptoms, mirroring the limitation of a symptom-

orientated diagnostic formulation such as PTSD.xcviii Displaced children may develop single 

symptoms related to PTSD but may not fully meet the diagnostic criteria of PTSD.213 Most 

traumatized children do not meet the diagnostic standards of PTSD214—this frequently puts 

children at risk of either receiving no diagnosis or multiple disjointed diagnoses focusing on 

behavioral aspects and failing to acknowledge the interpersonal, developmentally disruptive 

component of their suffering.215 Therefore, using PTSD as a means of evaluating displaced 

children's mental health without recognizing the developmentally and culturally specific 

symptom presentation in children and adolescents may present a distorted picture of the 

mental health burden that lacks accuracy and requires the interpretation of any prevalence 

rates with care. Not identifying children in need of specialized care has daunting 

consequences not only to the subsequent development of a child, but also on their 

environment impacting social cohesion, socioeconomic factors, and the reinforcement of 

adversity through intergenerational transmission.216,217  

 Although a developmental approach to displaced children's and adolescents' mental 

health has become state-of-the-art, this transition has not yet been reflected in the 

advancement of appropriate formal diagnostic criteria.29 While there is often a reluctance in 

child and adolescent psychiatry in assigning diagnoses to children and adolescents in favor of 

a more dimensional approach, a diagnose is also linked to entitlement to rights, protection, 

and care. A developmentally appropriate diagnostic entity covering the elaborate symptom 

presentation in children and adolescents is vital. Symptom presentation in children might 

have sweeping consequences; oppositional or aggressive behavior of children and 

 
xcviii Informal discussion with Prof. Giampaolo Nicolais, Sapienza University of Rome, during the Global Mental Health: Trauma and 

Recovery Certificate program, Harvard Refugee Trauma Program, Harvard Medical School  
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adolescents, for example, may not only reinforce ostracism and xenophobic stereotyping of 

migrants and refugees but negatively affect the access to protection mechanisms. For child 

asylum-seekers with a pending legal status, delinquent behavior may affect the outcome of 

their asylum application. Defiant behavior further heightens the dropout risk for children at 

school, foster care, or other support programs with potential long-term impacts that may 

further compound traumatization. Applying a developmental lens, affect dysregulation, 

behavioral regressions, and aggressive behavior against self and others can represent 

traumatic reenactment and an inability to regulate emotional distress.215 A valid diagnostic 

construct with clearly laid out developmentally appropriate trauma-related symptoms could 

help in allocating for the impairment in functioning and social skills in complex traumatized 

children and adolescents that may lead to problems with the educational, legal, and health 

systems;215 and initiate a mind-shift towards the initiation of treatment rather than 

punishment.213 It might also advance a developmentally appropriate perspective on trauma-

informed legal advocacy and practice guidelines. A developmentally appropriate 

understanding of harm might inform the evaluation if specific harm suffered during 

childhood could amount to past persecution, or by illustrating the necessity of extending 

access to other forms of complementary protection for displaced children such as the Special 

Immigrant Juvenile Status.98 These considerations demonstrate the importance of establishing 

valid formal diagnostic criteria that capture the complex realities of displaced children's 

mental health; moreover, this is fundamental to developing urgently needed screening tools 

and interventions that address the distinct needs of displaced children and adolescents.5  

1.5.4. Prevalence of mental disorders in refugee children 

 Peer-reviewed studies on the mental health of UASC overall—albeit of growing 

interest over the past few years—remain scarce. Significantly more reviews are available 
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about the mental health of minor refugees; however, the subpopulation of UASC faces 

distinct vulnerability and risk patterns that require a separate analysis. The dominance of 

scholarship from Euro- and Anglo-centric countries might reflect a response to the upsurge of 

UASC seeking asylum in HIC. It might also merely be an expression of deep-rooted 

epistemological racism and hegemonic structures in academia blinding out the realities of the 

majority of UASC in the Global South.  

 A systematic review by Bronstein & Montgomery200 included 22 studies (3003 

children) between 2003-2008 on the mental health of refugee children and adolescents 

reported an overall prevalence rate of 19-54% for PTSD (36% average prevalence rate), and 

3-30% for depression (18% average prevalence rate), including various degrees of emotional 

and behavioral problems in children. The study did not report separately on UASC.200  

 Fazel et al192 conducted a meta-analysis on the general population of refugees 

resettled in HIC that included five studies focusing on refugee minors outlining an overall 

risk of 7-17% (11% average prevalence rate) for PTSD. The authors did not identify any 

epidemiological studies on depression in refugee children.192  

 In a recently published review218 systematically evaluated the prevalence rates of 

mental illness in refugee and asylum-seeking minors in European Countries published 

between 1990-2017: The reported interquartile range (IQR) for PTSD was 19.0–52.7% 

(median 35.3%) including 27 studies and 5852 children respectively. Comparing 

unaccompanied and accompanied minors, three studies showed a significantly higher risk for 

PTSD in unaccompanied minors: 36.7% vs. 5.7–12.7%,206 61.5–73.1% vs. 14.3–35.3%,219 

and 50% vs. 0%.220 Depression in refugee and asylum-seeking children was examined in 19 

Studies (4150 children) with an IQR ranging from 10.3–32.8% (median 20.7%). The point 

prevalence for depression in unaccompanied and accompanied children was compared in two 

studies (30.2% vs. 8.2–32.8%;206 11.5–23.1% vs. 5.9–52.9%219 showing an overall higher 
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point prevalence for depression in unaccompanied children on the move. Anxiety disorder 

was measured in 16 studies (3804 children) with an IQR of 8.7-31.6% (median 15.0). One 

study found a 2.5 higher risk of anxiety disorder in unaccompanied minors than accompanied 

(20.2% vs. 8.8%).206 Suicidality was assessed in four studies (1184 children), reporting an 

IQR of 0.7–9.3% (median 5.0%). Emotional and behavioral problems were reported in 20 

studies (3191 children) ranging from 19.8–35.0% (median 25.2%), whereas the prevalence 

rate in unaccompanied minors in one study was markedly higher (41.2%). Overall, the 

empirical evidence is limited due to methodological constraints and heterogeneity of the 

included studies. Nonetheless, significantly higher levels of mental disorders in UASC 

illustrate the high susceptibility of that very subpopulation requiring targeted intervention 

strategies that address the specific mental health needs of UASC. Notably, no studies on 

bipolar and psychotic disorders, eating disorders, and substance abuse disorders were 

identified, mirroring the bias of scholarship assessing affective disorders and PTSD in 

refugee and asylum-seeking children and adolescents.218 

2. The Socioecological Factors Affecting the Mental Health of  Unaccompanied and 

Separated Refugee and Asylum-Seeking Children: A Systematic Review 

2.1. Introduction  

The number of children migrating unaccompanied or separated from their caregivers 

has dramatically increased over the past few years.3 European countries and the United States 

specifically have seen a rising number of asylum claims by unaccompanied and separated 

refugee and asylum-seeking children. However, the vast majority are internally displaced or 

had sought sanctuary in neighboring low- and middle-income countries. Left without legal 

and safe alternatives, UASC has little choice other than utilizing irregular migration 

pathways. Lacking opportunities and protection, children and adolescents are easy prey to 
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trafficking, exploitation, and abuse. For many UASC, the migration journey reinforces and 

augments the interpersonal and structural violence, and depriving conditions that they had 

attempted to flee.4  

 Changing ecology of conflict and forced migration involuntarily shapes UASC's 

migration trajectories, putting them at risk of intersecting psychosocial, structural, and 

biological adversities.29 Warfare is increasingly affecting civilians and has become more 

interpersonal, using systematic rape as a strategy of war.221  The recruitment and abduction of 

children and adolescents for war-related purposes have significantly raised.222 Conflicts, and 

wars have shifted towards resource-limited settings; about eighty percent of all refugees 

worldwide resettle in bordering territories in resource-limited countries aggravating 

humanitarian and political complexities.2,223 Extreme weather conditions and depleted natural 

resources increasingly interrelate with armed conflicts and compound the vulnerability of 

those children already displaced by raising the risks for rivalries over drained resources and 

secondary displacement.224 Resettlement patterns among refugees and migrants have shown a 

trend to urbanization; two-thirds of all forcibly displaced people reside in urban environments 

mostly in informal settlements, slums, or low-income areas where poverty is prevalent.225 

Scattered around cities, whether registered refugees or undocumented, UASC face a unique 

set of challenges in accessing services. A complex interplay of poverty-related factors such as 

malnutrition, infectious diseases, environmental contaminants, and inadequate and unsanitary 

living conditions may not only have far-reaching consequences on their physical health but 

adversely affect neurocognitive development of children.201 Along with their migration 

journeys, UASC may only have minimal access to care, especially devastating for children 

with preexisting chronic illness and disabilities who would require specialized care 

compounding to their vulnerability.  
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 The majority—four out of five refugee children—face protracted displacement that 

may likely span their entire childhood, having dire consequences not only on their 

educational prospects.226 Given their formative nature, prolonged exposure to conditions of 

precarity and insecurity has daunting implications on the mental health and neurocognitive 

development of children and adolescents.227  

 Although the vast majority of UASC are internally displaced or flee to neighboring 

low- and middle-income countries, the Global North has seen a surge of asylum-claims by 

UASC in the past few years. Social and legal policies around immigration of the receiving 

countries may challenge UASC's aspirations for safety and hope of a better future. Instead of 

endorsing children's vulnerability and protection needs, tightly restricted and overburdened 

immigration systems, increasingly deterrent border enforcement strategies, and ill-prepared, 

under-resourced child protection systems in many high-income countries leave UASC 

vulnerable to further abuse. Beyond the adverse impact of premigration traumas and a 

continuum of exposure to traumatic events, daily postmigration stressors like racial 

discrimination, and inadequate child-rearing environment, or impeded access to support 

services, including educational opportunities challenge UASC's coping mechanisms. 

 Social adjustment to the receiving society evolves gradually. Handling differing 

cultural and social norms during formative years of identity development and building 

cultural competence to facilitate inclusion into the receiving society adds complexity to the 

already intricated situation of UASC. Contrary to youth's striving for self-efficacy and 

opportunities, legal precarity forces them to adapt to institutions governing their lives, 

restricting their independence, and curbing personal growth. Uncertainty about the legal 

status and the prospect of possible deportation add to the already restrained mental health of 

UASC. Transitioning into institutional adulthood and subsequent political precarity put 

UASC at risk of re-emerging vulnerabilities as most support services abruptly stop.  
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 The acculturation of UASC to the resettlement environment is a steady and complex 

process involving a compound of interrelating factors. Identifying predictor variables that 

affect UASC's unique vulnerability and resilience is critical to the design of adequate mental 

health interventions and strategies fostering the inclusion of UASC in the receiving society. 

This research aims to provide an up-to-date systematic review of the existing empirical 

evidence on the socioecological factors affecting the mental health of unaccompanied and 

separated refugees, asylum-seeking, and internally displaced children. Table 1 presents an 

overview of all included studies. Subsequent tables feature individual summaries of principal 

findings for each predictor identified.   

 

2.2. Aims 

This study's specific objectives were to provide a systematic review of the existing 

empirical evidence on the socioecological risk and protective factors affecting the mental health 

of refugees, asylum-seeking, and internally displaced unaccompanied and separated children. 

The question guiding our review was the individual, familial, communal, societal, and 

structural risk and protective factors affecting the mental health and developmental of 

refugees, asylum-seeking, and internally displaced unaccompanied or separated children? 

 

2.3. Methodology 

2.3.1. Search strategy  

Studies discussing risk and resilience factors to the mental health of refugee, asylum-

seeking, and internally displaced unaccompanied or separated children were identified in 

peer-reviewed journals by searching Medline / PubMed (National Library of Medicine), 

PsycInfo (EBSCO), ERIC / Education Resources Information Center (EBSCO), GLOBAL 
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HEALTH DATABASE (EBSCO), and Web of Science (Thomson Reuters). Controlled 

vocabulary terms (i.e., MeSH, and subject descriptors from PsycInfo, ERIC, and Global 

Health Database) were included when available and appropriate. The search strategies were 

designed and executed by a librarian (CM)xcix; PROSPERO Registration ID: 

CRD42020167664. No language limits or year restrictions were applied and included studies 

published to May 2020. The exact search terms used for each of the databases are provided in 

the supplementary document. Besides, reference and citation lists of identified reports, grey 

literature utilizing institutional databases, the authors' libraries were searched. Moreover, 

authors critical to the field of mental health of refugee children were approached to identify 

relevant publications. 

2.3.2. Inclusion/ exclusion criteria 

We included studies of socioecological risk and resilience factors affecting the mental health 

of refugee, asylum-seeking, and internally displaced unaccompanied and separated children, 

that were: (1) peer-reviewed, original research articles; (2) published in English; (3) with a 

minimum sample size of 50 participants, and studies with fewer participants if a predictor 

variable was assessed for which there was minimal evidence from larger studies; (4) included 

a population of refugee or asylum-seeking unaccompanied or separated children; (5) aged up 

to and including the age of 18 years, or if the age range was not stated: the mean was under 

the age of 18, or if the age span is broader: the age span is up to 30 years only, and the age at 

the time of applying for asylum was below 18 years; (6) studied explicitly mental health as a 

research objective or described an operational definition of mental health (psychological, 

behavioral, developmental, or emotional aspects). 

 
xcix Carol Mita, Research & Instruction Librarian Countway Library of Medicine Harvard University 
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 No restrictions were made upon: (1) the design of the study (qualitative, quantitative, 

and mixed methods); (2) the study site or countries; (3) the origin of the participants; (4) the 

gender of the participants; (5) the migration-phases (pre-, peri-, or postmigration; or post-

return); and (6) the methods of measuring mental health outcomes. 

 We excluded: (1) case studies; (2) intervention or treatment studies; (3) opinion 

pieces, letters to the editor, or clinical formulations (unless based on original research data); 

(4) book chapters, book reviews; or (5) master thesis, or dissertations.  

 Researchers who had published multiple studies were contacted for clarification over 

overlapping study samples.  

2.3.3. Data extraction  

Adhering to the PRISMA guidelines, the review process compromised following 

steps: (1) All identified papers through database searches and additional records resources 

were screened for eligibility by title and/or abstract; (2) if inclusion criteria were met or if the 

review of the title and/or abstract did not provide enough information to exclude the study, 

the published study was thoroughly reviewed to assess study quality and relevance; (3) 

following the full review process, a final selection of identified studies that were included 

into the study was made; (4) all of the included papers were cross-referenced to outline 

summary key points and extract data points (see primary outcomes), and finally (5) a 

qualitative analysis and synthesis of all included studies was made.  

 Due to the broad methodological and clinical heterogeneity, a meta-analysis was not 

undertaken.  

2.3.4. Risk of bias (quality) assessment 

Research on unaccompanied and separated children poses significant methodological 

challenges due to considerable heterogeneity in the quality of the studies. Possible bias and 
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limitations of studies were noted during the data extraction phase, but studies were not 

excluded merely due to poor quality alone. For quality and relevance appraisal of included 

studies we have applied a modified Critical Appraisal Skills Programme228 assessing if (1) 

the research questions were clearly formulated; (2) the study design was appropriate to the 

research question; (3) the sampling procedure was unbiased; (4) the sample size and reasons 

thereof; (5) the validity of measurement tools applied in the study; and (6) the accuracy of 

statistical interpretation by using the following scale: low - intermediate - high.  

 

 

Figure 1 PRISMA Flow Diagram229 

2.3.5. Strategy for data synthesis 

Applying a socioecological approach means scrutinizing children's emotional, 

behavioral, and cognitive adaption and social interaction patterns determined by ecological 

factors. Data synthesis was structured along Bronfenbrenner's188 postulated ecological system 
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of human development, a commonly referenced model in child and adolescent mental health 

conceptualizing the well-being of a child essentially determined by the reciprocity of 

biological and social determinants.188 Ecological systems theory asserts a child's ontogenesis 

nested within four concentric layers, from proximal to distal, the Micro-, Meso-, Exo-, and 

Macrosystem. The Microsystem refers to the immediate environment of a child directly 

impacting its development like family, peers, schools, and the community. At the same time, 

the interrelationships among those factors are labelled as Mesosystem. The Exo-system 

describes structural determinants like socioeconomic conditions, politics, laws, and child 

protection policies, which mold a child's immediate development and thereby affecting its 

unfolding. The Macrosystem refers to the overarching evolving cultural belief system 

modulating a child's identity. A fifth, less regarded level, the Chronosystem, relates to the 

temporary and procedural dimension of development and maturity.  

 

 

Figure 2 The Ecology of Human Development188 

 



 70 

 Coded outcomes were assessed on following levels: (1) individual (age, sex, 

preexisting vulnerabilities, ethnic origin, religion, sense of belonging, and individual coping); 

(2) family/communal (social support, family separation and reunification, placement, and 

education); (3) societal/structural (exposure to violence, daily stressors, immigration 

proceedings including detention, and access to and utilization of care); and the (4) 

chronological level (length of stay, and longitudinal and follow-up studies). 

 All included studies were cross-referenced to outline summary key points and extract 

certain data points such as (1) the title, author's name and year of publication, (2) study site, 

(3) the number of participants, (4) study population (including country of origin), (5) age 

range of participants, (6) domain assessed (individual, familial, communal, societal), (7) 

assessment tools, and (8) a brief summary of the study. We were following the definition of 

low- and middle-income or high-income countries according to the World Bank's or, in case 

of the occupied Palestinian territory, the UNDP's definition.  

 

2.4. Results 

The majority of studies have measured psychological outcomes in terms of 

posttraumatic stress disorder (PTSD), anxiety, depression, or externalizing behavior. 

Therefore, mental health outcomes have been arranged in internalizing, emotional problems, 

which incorporate depression, anxiety, and PTSD, and externalizing, behavioral 

symptomatic. We adhered to the standard descriptions of conventional diagnostic 

formulations for mental health outcomes to improve our study's comparability with other 

research despite their limiting clinical significance.  

Early interpersonal violence intersecting with exposure to war-related adversities, 

losses, and migration-related stressors put UASC at risk for complex traumatization. 

However, conventional psychiatric diagnostic formulations insufficiently capture the 
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elaborate developmentally informed symptom presentation in children and adolescents, 

including emotional and relational dysregulation, attachment-related disturbances, 

developmental impairments, and culture-specific symptom presentations, limiting their 

clinical applicability.  

 Due to clinical and methodological heterogeneity of studies, a meta-analysis was not 

undertaken.  

 
 

Table 1: Summary of Studies 

Author Study site Sample size and study 

population 

 

Country of origin of study 

participants 

Age (years) Measures Domain 

assessed 

Adefehinti et 

al,230 2019 
 

South Africa 18  Zimbabwe 8-16 Semistructured interview 

 

I 

Bates et al,231 

2005 
 

United States 76 (of which 43 completed 

the CPSS and 33 
participated in focus 

groups) 
 

Sudan <18  CPSS, semistructured interview, 

focus group discussion 

I, F, C 

Bean et al,232 

2006 
 

The Netherlands 920 UASC (and 939 

Belgian immigrant and 
refugee adolescents, 1,059 

Dutch children, and 617 
Belgian children) 

 

48 countries (mostly 

Angola, Sierra Leone, 
China) 

8-20  

(mean 16) 

RATS, SLE, HSCL-37A I, F, C, S 

Bean et al,233 

2007 

 

The Netherlands 1,110 UASC (and 1,187 

Belgian immigrant and 

refugee adolescents, and 
976 Dutch children) 

 

48 countries (mostly 

Angola, Sierra Leone, 

China) 

12-18 (mean 16) RATS, SLE, HSCL-37A I, F, C, S 

Bean et al,234 

2006 

 

The Netherlands 920 (and 557 legal 

guardians, 496 teachers, 

1,059 Dutch adolescents) 
 

48 countries (mostly 

Angola, Sierra Leone, 

China, Guinea) 

10-18 

(mean 16) 

RATS, SLE, HSCL-37A, author's 

own mental health questionnaire 

for adolescents/ guardians/ 
teachers, CBCL/4/18, TRF 4/18 

 

I, F, C 

Bean et al,235 

2007 

 

The Netherlands 582 48 countries (foremost 

Angola, Sierra Leone, 

China, Guinea) 
 

12-18 at T1,  

10-21 (mean 16) at T2 

RATS, SLE, HSCL-37A, 

CBCL/4/18, TRF 4/18 

I, C, S 

Becker Herbst 
et al,236 2018 

United States 292 Latin American countries 
(mostly Guatemala, 

Honduras, El Salvador, and 

Mexico) 
 

Mean 16 (range not 
stated) 

Analysis of written narratives I 

Bjorkenstam et 
al,237 2020 

 

Sweden 9,147 (and 27,200 
accompanied refugees, and 

710,170 Swedish residents 

between 19-25 years of 
age) 

 

Multiple countries (mostly 
Iran, Eritrea, Ethiopia, and 

Somalia) 

19-25 (mean 23) Analysis of national register data 
from the Longitudinal Integration 

Database for Health Insurance and 

Labor Market Studies (LISA), the 
STATIV register, the National 

Patient Register (NPR), the Cause 
of Death Register (CDR), the 

Prescribed Drug Register (PDR) 

 

S 

Bronstein et 

al,238 2012 
 

United 

Kingdom 

222 Afghanistan 13–18 years (mean 16) SLE, RATS, demographic data by 

local authority social services and 
the UK Border Agency 

 

I, C 

Bronstein et 
al,239 2013 

 

United 
Kingdom 

222 Afghanistan 13–18 years (mean 16) HSCL-37A, SLE, demographic 
data by local authority social 

services and the UK Border 
Agency 

 

I 

Cardoso,240 
2018 

 

United States 30  Mexico, Guatemala, 
Honduras, El Salvador 

11-17 Semistructured interview, focus 
group discussion, CPSS, PHQ 9-

Adolescent version, author's own 
modified version of the LES, 

author's own checklist of suicidal 

ideation, substance abuse, and 
coping strategies 

 

I 

Chase,241 2020 

 

United 

Kingdom,  

 

31 Afghanistan, Albania, 

Eritrea 

17-25 Semistructured interview I, S 

Chase,242 2013 

 

United 

Kingdom 
 

54 18 different countries 11-23 Semistructured interview I, C, S 

Chase,243 2010 

 

United 

Kingdom 
 

54 18 different countries 11-23 Semistructured interview I, C, S 
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Derluyn et 
al,244 2007 

 

Belgium 166 (and 124 social 
workers) 

41 different countries 
(mostly Angola, DRC, 

Afghanistan, Nigeria) 
 

12-18 HSCL-37A, SDQ-self, RATS, 
SLE, CBCL/6-18 completed by 

social workers, SDQ-parent 

I 

Derluyn et 

al,206 2009 
 

Belgium 124 (and 1170 adolescents)  39 different countries 

(mostly Angola, Albania, 
Afghanistan) 

 

11-18 (mean 17) HSCL-37A, RATS, SLE 

 

I, F, C, S 

Ehntholt et 

al,245 2018 

 

United 

Kingdom 

35 17 different countries 

(Afghanistan) 

16-21 (mean 19) SCID-IV, RATS, SLE, DEC-UK S 

Eriksson et 

al,246 2019 
 

Sweden 11 5 different countries 

(mainly Afghanistan and 
Somalia) 

 

range not stated 

 

Semistructured interview C 

Eriksson et 
al,247 2019 

 

Sweden 10  Afghanistan, Syria, 
Somalia* 

14-16 (mean 15)* Semistructured interview I 

Geltman et 

al,248 2005 

 

United States 304 Sudan Mean 18 (range not 

stated) 

 

HTQ, CHQ, author's own 

assessment of migration history, 

exposure to traumatic events, and 
living conditions 

 

I, F, C, S 

Goodman, 249 

2004 

 

United States 14 Sudan 16-18 Semistructured interview I, C 

Hodes et al,250 

2008 
 

United 

Kingdom 

78 (and 35 accompanied 

refugee children) 

18 different countries 

(mostly Kosovo, Ethiopia, 
Angola) 

 

13-18 (mean 17) HTQ, IES, BDRS I, F, C, S 

Huemer et 
al,251 2011 

 

Austria 41 10 different countries 
(mostly Gambia and 

Somalia) 

15-18 (mean 17) M.I.N.I. Kid, YSR, UCLA PTSD 
RI, FAY, author's own assessment 

of war affliction  
  

I 

Huemer et 

al,252 2013 
 

Austria 41 10 different countries 

(mostly Gambia and 
Somalia) 

 

15-18 (mean 17) WAI, YSR I 

Jakobsen et 

al,253 2017 

 

Norway 138 at T1, 101 at T2, 84 at 

T3, 69 at T4 

 
 

Afghanistan, Somalia, 

Algeria, and Iran 

 

14-20 (mean 16)  HSCL-25, HTQ, SLE I 

Jensen et al,254 
2015 

 

Norway 93 14 countries (mostly 
Afghanistan, Eritrea, 

Somalia, and Sri Lanka) 
 

10-16 (mean 14) SLE, HSCL-37A, CPSS I 

Jensen et al,255 

2019 
 

Norway 95 at T1, 78 at T2, 47 at T3  mostly Afghanistan <17 (mean 14) HSCL-37A, CPSS,  

CSSI-8, SLE, DSSYR, author's 
own assessment of social support  

 

I, F, C, S 

Jensen et al,256 

2014 

Norway 75 12 different countries 

(mostly Afghanistan, 

Eritrea, Somalia, and Sri 
Lanka) 

 

13.5-20.7 (mean 17)  HSCL-37A, CPSS I, S 

Kalverboer et 

al,257 2017 

 

The Netherlands 132 29 different countries 

(mostly Afghanistan, 

Somalia, Guiney, Angola, 
Sierra Leone, and China) 

 

13-23  Semistructured interview, BIC-Q I, C, S 

Keles et al,258 

2016 

Norway 895 33 different countries 

(mostly Afghanistan, 

Somalia, Iraq, and Sri 
Lanka) 

 

Mean 19 (range not 

stated) 

CES-D, YCC Hassles Battery C, S 

Keles et al,259 

2017 

 

Norway 918 at T1, 580 at T2, 229 at 

T3 

33 different countries 

(mostly Afghanistan, 

Somalia, Iraq, and Sri 
Lanka) 

 

Mean 19 (range not 

stated) 

CES-D, YCC Hassles Battery, 

author's own assessment on the 

impact of war-related traumas 

I, S 

Keles et al,260 

2018 

Norway 918 at T1, 580 at T2, 229 at 

T3 

33 different countries 

(mostly Afghanistan, 

Somalia, Iraq, and Sri 
Lanka) 

 

Mean 19 (range not 

stated)  

CES-D, YCC Hassles Battery,  

Culture Competence measure 

I, C, S 

Longobardi et 

al,261 2017  

 

Italy 19 Egypt, Albania, Senegal, 

Bangladesh, Gambia, 

Morocco, Mali  
 

16-17 SDQ, TSCC, ICAST-CI, CYRM-

28 

I 

Loughry et 
al,262 2001 

 

Vietnam 238 (and 217 Vietnamese 
children who had not been 

detained)  

 

Vietnam 10-22 (mean  
18)  

 

YSR, Cowen PSE Scale, 
McCallin's Exposure to traumatic 

events scale, Weist et al...'s Social 

support measure  
 

I, C 

Luster et al,263 
2010 

 

United States 19 (and 20 foster parents) Sudan 18-26 (mean 22) Semistructured interview F 

Majumder,264 
2016 

 

United 
Kingdom 

15 (and 15 caregivers) Afghanistan, Iran, Somalia, 
Eritrea  

 

15-18 (mean 17) Semistructured interview I, F 

Mels et al,265 

2008 

 

Belgium 12 Afghanistan, Pakistan, 

Burundi, Mongolia, Syria, 

Albania, Tibet, Iraq 
 

15-18 (mean 16)  Semistructured interview, social 

support instrument 

I, C 

Michelson et 
al,266 2009 

 

United 
Kingdom 

49 (and 29 accompanied 
asylum-seeking children) 

21 different countries 
(mostly Ethiopia, Uganda, 

Sierra Leone, and Kosovo) 

 

Mean age 16 (range 
not stated)  

Clinical interview (including 
psychosocial risk factors, and 

mental health service use)  

I, S 

Mueller-

Bamouh et 
al,267 2016 

Germany 49 17 different countries 

(mostly Afghanistan, Iraq,  
Nigeria) 

13-21 (mean 17) Checklist of Family Violence, vivo 

Event Checklist for War, 
Detention, and Torture 

I, F, C,  
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 Experiences, AAS-C, UCLA 
Child/ Adolescent PTSD RI 

 
Müller et al,268 

2019 

 

Germany 68 (and 30 accompanied 

refugee minors) 

12 different countries 

(mostly Afghanistan, Syria, 

Eritrea) 
 

Mean 16 (range not 

stated) 

CATS, HSCL-37A, ERSS F, C, S 

Ní Raghallaigh 
et al,269 2010 

 

Ireland 32 13 different countries  14-19 (mean 16) Semistructured interview I 

Omland et 
al,270 2018 

 

Norway 18 (and 28 caregivers) at 
T1, 14 at T2 

 
 

Afghanistan  10-16 (mean 14) Semistructured interview (the Life 
Mode Interview) 

I 

Oppedal et 

al,271 2015 
 

Norway 895 34 different countries 

(mostly Afghanistan, 
Somalia, Iraq, and Sri 

Lanka) 

Mean 19 (range not 

stated) 

CES-D, IWRTE, Host and Heritage 

Culture Competence Scale for 
Adolescents, authors' own 

assessment of perceived 
discrimination  

 

F, C 

Oppedal et 
al,272 2012 

 

Norway 566 34 different countries 
(mostly Afghanistan, 

Somalia, Iraq, and Sri 
Lanka) 

13-27 (mean 19) CES-D, author's own assessment of 
conduct problems, war-related 

trauma exposure, acculturation 
hassles, and culture competence  

  

F, C, S 

Pastoor,273 
2015 

 

Norway 40 (and 25 teachers/school 
counsellors/ heads of 

department) 
 

Afghanistan, Somalia, 
Eritrea, Ethiopia, Iraq, Iran, 

Chechnya, Nigeria, and 
Zimbabwe 

 

16-23 (mean 18) 
 

 

Semistructured interview I, C, S 

Petersen et 
al,274 2012 

 

Germany 20 (and 25 accompanied 
adolescent immigrants, and 

25 German born 
adolescents) 

 

Asian countries, Russia, 
Eastern European 

countries, African countries 
 

15-20 (mean 18)* 
 

EGMQ, PEDQ, SCCS, OGCPS I, F, C 

Porte at al,275 
1987 

 

United States 82 Vietnam, Cambodia, Laos 12-19 (mean 16) CES-D, author's own assessment of 
UASC's acculturation, ethnicity, 

and support systems 
 

F, C 

Reijneveld et 

al,276 2005 
 

The Netherlands 122  African countries (mostly 

Angola, Sierra Leone), 
Asia, European countries  

 

15-18 (mean 16) HSCL-25, RATS, semistructured 

interview 

S 

Rousseau et 

al,277 1998 
 

Canada 10 Somalia 13-18 Semistructured interview I 

Salari et al,278 

2017 
 

Sweden 208 Afghanistan, Iran, Syria, 

Iraq, Pakistan, Somalia, 
Eritrea, Ethiopia, Libya, 

and Lebanon 
 

9-18 (mean 15) CRIES-8 

 

S 

Sanchez‐Cao 

et al,279 2013 
 

United 

Kingdom 

71 18 different countries 

(mainly Kosovo,  
Horn of Africa, Sub-

Saharan Africa) 
 

13-18  HTQ, SDQ, BDRS, IES, AHSQ S 

Seglem et al,280 

2011 
 

Norway 414 33 different countries 

(mostly Afghanistan, 
Somalia, Sri Lanka, and 

Iraq) 
 

11-27 CES-D, authors' own assessment of 

posttraumatic stress symptoms, 
individual- and contextual-level 

risk factors  
 

I, F, C 

Seglem et al,281 

2014 
 

Norway 223 (and 609 ethnic 

minority youth, and 427 
Norwegian youth) 

23 different countries 

(mostly Afghanistan, 
Somalia, Sri Lanka, and 

Iraq)  
 

Mean 20 (range not 

stated) 

CESD-10, authors' own assessment 

of life satisfaction and daily 
hassles, the Brief COPE 

I, S 

Sierau et al,282 

2019 
 

Germany 105 Mostly Syria, Afghanistan, 

Iran, Iraq, Libya, and 
Eritrea 

 

14-19 (mean 17) MSSI, LEC-5, PCL-5, PHQ-9, 

GAD-7, SSS-8, SDQ 

F, C 

Sirriyeh et 

al,283 2018 

 

Ireland 21 (and 16 foster carers or 

supported lodging carers 

and 21 stakeholders) 
 

10 different countries 

(mostly Nigeria) 

11-19 (mean 16)  Semistructured interview I, F, C 

Skardalsmo et 
al,284 2015 

 

Norway 34 8 different countries 
(mostly Afghanistan, 

Eritrea, and Sri Lanka) 

 

13-19 (mean 16) Semistructured interview F, C 

Smid et al,285 

2011 
 

The Netherlands 554 46 countries (mostly 

Angola, Sierra Leone, 
China, Guinea, and 

Afghanistan)  

 

12-18 HSCL-25, SLE, RATS I, S 

Sotomayor-

Peterson et 
al,286 2014 

 

Mexico 68 Mexico 9-17 Semistructured interview, EMIF, 

authors' own scales of attachment 
quality, resilience, familism value, 

risky neighborhood, peers & 

behavior, depression, and anxiety 
 

I, C, S 

Sourander, 287 
1998 

 

Finland 46 Somalia, Ethiopia,  
Thailand, Vietnam, 

Angola, Nigeria, Burma, 

Iraq, Zaire 
 

6-17 (mean 14) CBCL, clinical information I, S 

Spinhoven et 
al,288 2006 

 

The Netherlands 920 at T1, and 582 at T2 
 

48 countries (mostly 
Angola, Sierra Leone, and 

China) 

 

12-18 (mean 17) HSCL-37A, SLE, RATS I 

Stotz et al,220 

2015 
 

Germany 18 (and 14 accompanied 

refugee minors) 
 

Multiple countries 

including Afghanistan, 
Iran, Iraq, Gambia, Nigeria, 

11-20 (mean 17) TRGI, UCLA PTSD RI, SVQ I 
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Sierra Leone, Kosovo, 
Serbia, Turkey 

 
Suarez-Orozco 

et al,289 2002 

 

United States 189 (138 separated from 

one parent, and 58 

accompanied asylum-
seeking children)  

 

Central American 

countries, the Dominican 

Republic, Haiti, Mexico, 
China 

9-14 Semistructured interview, authors' 

own psychological symptom scale  

F 

Vervliet et 

al,290 2014 

 

Belgium 103 at T1, 79 at T2, 77 at 

T3 

Asia, Africa (mostly 

Afghanistan, Guinea, DRC, 

Somalia, Morocco) 
 

14-17 (mean 16 at T1, 

16 at T2, and 16 at 

T3) 
 

SLE, HSCL-37A, RATS, DSSYR I, C, S 

Vervliet et 
al,291 2014 

 

Norway, 
Belgium 

307 23 different countries 
(mainly from Afghanistan, 

Somalia, Guinea) 

 

15-18 (mean 16) HSCL-37A, SLE, RATS, HTQ I, S 

Vervliet et 

al,292 2014 
 

Belgium 20 Guinea, Cameroon, 

Angola, Burundi, DRC, 
Kenya, Ivory Coast, Sierra 

Leone, Sudan, Brazil, 

Kosovo, Yugoslavia 
 

15-23 (mean 18) Semistructured Interview I 

Völkl-
Kernstock et 

al,293 2014 

 

Austria 41 Gambia, Somalia, Nigeria, 
Guinea-Bisseau, Mali, 

Eritrea, Kenya, Niger, 

Ghana, Algeria 
 

15-18 (mean 17) UCLA PTSD RI, SCWP, UCLA 
Trauma Reminder Inventory, 

UCLA/BYU Young Expanded 

Grief Inventory, UCLA Trauma 
Exposure Profile 

 

I, S 

Zijlstra et al,294 

2020 

 

The Netherlands 183 37 different countries 

(mainly Afghanistan, 

Somalia, and Eritrea) 
 

Mean 16 (range not 

stated) 

Semistructured interview C, S 

Zijlstra et al,295 
2019 

The Netherlands 98 27 different countries 
(mainly Afghanistan, 

Somalia, and Eritrea) 

 

Mean 16 (range not 
stated) 

Semistructured interview, SDQ, 
BIC-Q 

F, S 

Studies which were follow-up studies235,256 or referred to the same study population were not recounted.232,233,239,243,252,254,258,260,271,272,280,281,284,288 Following study populations were 

overlapping: 232-235,288, 238,239, 242,243, 251,252, 254-256,284 and 258-260,271,272,280,281. Mean ages were rounded to the nearest integer to ease readability. *Information was provided by the author 
upon request. 

Abbreviations: FGD=Focus group discussion. UASC=Unaccompanied and separated asylum-seeking children. Measurements: AAS-C=Appetitive Aggression Scale for children. 

AHSQ=Attitudes to Health and Services Questionnaire. BDRS=The Birleson Depression Self-Rating Scale. BIC-Q=The Best Interests of the Child-Questionnaire. BNSSI-AT=The 
Brief Non-Suicidal Self-Injury Assessment Tool. CATS=Child and Adolescent Trauma Screen. CBCL=Child Behavioral Checklist. CBCL/6-18=Child Behavior Checklist for 6-18-

year old. CCSC=The Children’s Coping Strategies Checklist–Revision 1. CES-D=Center for Epidemiologic Studies Depression Scale for adolescents. CESD-10=Center for 
Epidemiologic Studies Depression Scale-10. CHS=Children’s Hope Scale. CHQ=Child Health Questionnaire. CIDI=Composite International Diagnostic Interview. Cowen PSE 

scale=Cowen Perceived Self-Efficacy scale. CPSS=The Child Posttraumatic Stress Disorder Symptom Scale. CSSI-8=Children’s Somatization Inventory Short form. CYRM-28=The 
Child and Youth Resilience Measure. DEC-UK=Detention Experiences Checklist–UK version. DSSYR=Daily Stressors Scale for Young Refugees. EGMQ=The Ethnic Group 

Membership Questionnaire. EMIF=Encuesta sobre Migración en Frontera Norte. ERSS=Everyday Resources and Stressors Scale. ESL=English as a Second Language. FAY=Facts 

About You. FSSQ=The Duke-UNC Functional Social Support Questionnaire. GAD-7=Generalized Anxiety Disorder Scale. HSC-25=The Hopkins Symptom Checklist-25. HSC-
37A=The Hopkins Symptom Checklist-37 for Adolescents. HSCL-25=Hopkins Symptom Checklist-25. HTQ=Harvard Trauma Questionnaire. IES =The Impact of Events Scale. 

ICAST-CI=ISPCAN Child Abuse Screening Tool Child Institution Version. IWRTE=Impact of War-Related Traumatic Events. LEC-5=Life Event Checklist for DSM- 5. LES=The 
Life Events Scale. LIRS CS FR Minor Risk=Lutheran Immigrant and Refugee Services Children Services Family Reunification Minor Risk Factors Checklist Factors Checklist. 

M.I.N.I. Kid=Mini-International Neuropsychiatric Interview for children and adolescents. MSSI=Multi-Sector Social Support Inventory. OGCPS=The Own-Group Conformity 

Pressure Scale. PCL-5=Posttraumatic Stress Disorder Checklist. PEDQ=Perceived Ethnic Discrimination Questionnaire. PHQ-9=The Patient Health Questionnaire 9- Adolescent 
version. RATS=Reaction of Adolescents to Traumatic Stress questionnaire. RHS-13=The Refugee Health Screener 13. SCAS=The Spence’s Children’s Anxiety Scale. 

SCCS=Confirmation Scale. SCID-IV=Structured Clinical Interview for DSM-IV. SCWP=The Scales for Children afflicted by War and Persecution. SDQ=Strength and Difficulties 
Questionnaire. SLE=Stressful Live Events. SSS-8=Somatic Symptoms Scale. SVQ=Shame Variability Questionnaire. TRF=Teacher’s Report Form. TRGI=Trauma related Guilt 

Inventory. TSCC=Trauma Symptom Checklist for Children. UCLA Child/ Adolescent=UCLA Child/ Adolescent PTSD Reaction Index for DSM IV PTSD RI. WAI=Weinberger 

Adjustment Inventory. WAYS=Ways of Coping Questionnaire. YCC Hassles Battery=Youth Culture and Competence Hassles Battery. YES-R=The Youth Experience Scale for 
Refugees. YSR=Youth Self-Report.  

 

 

2,844 references were retrieved from the database searches, resulting in 2,172 unique 

records for screening. Five hundred ninety-five full-text publications were evaluated for 

eligibility. Sixty-eight studies qualified for the final sample, comprising 15,671 

unaccompanied and separated refugees, asylum-seeking, and internally displaced children. 

Overlapping study populations including follow-up populations have not been recounted.232-

235,238,239,242,243,251,252,254-256,258-260,271,272,280,281,284,288 Study populations included UASC from 

numerous countries among others Eritrea, Ethiopia, Somalia, Sudan, Angola, Sierra Leone, 

Guinea, Zimbabwe, Democratic Republic of Congo, Nigeria, Gambia, Egypt, Senegal, 

Gambia, Morocco, Mali, Burundi, Zimbabwe, Libya, Zaira, Cameroon, Ivory Coast, Kenya, 
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Algeria, Syria, Afghanistan, Pakistan, Lebanon, Chechnya, Iran, Iraq, Sri Lanka, Bangladesh, 

Tibet, Guatemala, El Salvador, Honduras, Mexico, Dominican Republic, Haiti, Brazil, 

Mongolia, China, Vietnam, Cambodia, Laos, Thailand, Myanmar, Albania, Kosovo, Serbia, 

Russia, and Turkey. 65 studies were undertaken in high-income countries examining the 

resettlement context of UASC,206,220,231-261,263-285,287-295 while only three studies were situated 

in the Global South (Mexico, Vietnam, and South Africa).230,262,286  Research conducted in 

European host countries prevailed with in total 56 European studies,206,220,232-235,237-239,241-

247,250-261,264-274,276,278-285,287,288,290-295 23 of which had been published in 2015 or later since the 

surge of refugee influx into Europe.220,237,241,245-247,253-255,257-260,264,270,271,273,278,282-284,294,295 In 

comparison, three articles examined the mental health of Central American UASC fleeing the 

escalation of rampant violence in Central America since 2014.236,240,286 

2.5. Prevalence 

Psychiatric morbidity among UASC was high across studies indicating a tendency for 

chronicity postmigration and negatively affecting children's functioning and acculturation 

process. The significantly higher levels of emotional and behavioral problems in UASC 

illustrate their high susceptibility requiring urgent attention. 

 UASC were at high risk for reaction to severe stress and adjustment disorders such as 

PTSD220,231,233,237,238,240,245,248,250,251,254,268,272,278,279,282,285,290,291,293 negatively affecting 

children's functioning248 with prevalence rates showing a great heterogeneity ranging from 

17—85% across the included studies of this review. PTSD was the most commonly 

diagnosed psychopathology in UASC.251 UASC's risk for PTSD was significantly higher 

compared to accompanied refugee children,220,233,237,250,266 and children native to the receiving 

country.233,237 UASC had a 6-fold higher risk to children native to the receiving country and 

were nearly three times more likely than accompanied refugees to suffer PTSD.237 The risk 

for reaction to severe stress and adjustment disorders for UASC was particularly high during 
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the first year after arrival and decreased over time.237 Head injury in UASC correlated with a 

double risk for PTSD.248 Preexisting PTSD was exacerbated through exposure to cumulative 

stressors such as detention.245 Longitudinal studies showed persisting high levels of PTSD in 

UASC, indicating a tendency of chronicity.253,255,256,285,290 In a Norwegian cohort study five 

years after arrival, 42% of UASC still indicated posttraumatic stress symptomatic,255 and had 

a 6-fold higher risk to children native to the receiving country and were nearly three times 

more likely than accompanied refugees to suffer PTSD compared.237 The risk for reaction to 

severe stress and adjustment disorders for UASC was particularly high during the first year 

after arrival and decreased over time.237 

 A study examining late-onset PTSD in 554 unaccompanied boys following them over 

two years found that 16% showed late-onset PTSD at follow-up, of which 84% indicated 

prodromal subthreshold PTSD symptoms at baseline. Older age (above 16 years), lower 

educational antecedents, and exposure to stressful life events correlated with late-onset 

PTSD, although those with late-onset PTSD reported less exposure to adverse life events than 

those having PTSD at baseline. The association between exposure to traumatic life events 

and symptom severity in late-onset PTSD was fully mediated by depressive and anxiety 

symptoms at baseline proposing that late-onset PTSD might be secondary to rises in anxiety 

and depression.285 

 Depressive levels in UASC were high239,240,245,251,252,254,266,268,271,279,280,282,288,290,291,293 

ranging from dysthymia,251 bereavements,266 and major depressive disorder240,245 with 

prevalence rates from 12-96% % with girls scoring significantly higher on the CES-D than 

boys.280 Children who got separated from their parents were more likely to suffer depressive 

symptoms than those who had not been separated.266,289 Additional exposure to adversities in 

the receiving country, including daily stressors ,was associated with an increased risk for 

depression;290 immigration detention exacerbated preexisting depression in 40%.245 Despite 
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most refugee youth indicating good mental health and resilience, UASC maintained or 

evolved a high level of depressive symptoms during the resettlement 

period.253,256,259,260,272,288,290 Longitudinal studies confirmed persistent high levels of 

depression in around a third of the UASC over 18-months’ time.290 A longitudinal study 

indicated a significant decline in depressive symptoms, contrary to levels of anxiety, 

posttraumatic stress, and externalizing problems that remained stable over 4.5 years. Despite 

a declining effect, 5 years after arrival, 15% of the UASC still experienced depressive 

symptomatic.255  

 Depressive symptoms were a high predictor for mental health service utilization. 

Those UASC being at high risk for depression attended mental health services 13 times more 

often than those categorized as low-risk.279 However, one study reported a slightly lower risk 

for health care use for depression and anxiety in UASC compared to their accompanied 

counterparts.237 

 UASC indicated high levels of anxiety;239,254,255,266,268,282 prevalence ranged from 22-

85%. Levels of anxiety remained high in resettlement;253,255,256,288,290,291 five years after 

arrival, 22% still suffered anxiety.255 One study reported that the mean anxiety score in 

UASC did not meet the clinical cut-off contrary to the mean depression score above the 

clinical cut-off.293 One study found that anxiety did not differ in separated refugee children 

and those migrating intact families.289  

 Suicidality was reported only in a few studies240,256,292,294, although there was a 

significant increase in suicidality among UASC in resettlement found over an 18-months 

follow-up.256 Suicidality also concerned young unaccompanied refugee mothers.292 Not 

included in this review, a Swedish study, found the suicide rate among UASC very high 

although presumably still an underestimation requiring urgent suicide preventive measures.296 
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 While internalizing disorders were common among UASC a few exhibited symptoms 

of externalizing problems like conduct disorder or oppositional defiant disorder with 

prevalence rates ranging from 6.5-14.3 percent.251,254,266,268,272,282 Antisocial conduct problems 

were found to be very low in a large scale study of 566 UASC resettled in Norway after a 

mean length of stay of 3.7 years.272 Externalizing behavior in UASC was significantly 

predicted by everyday resources and higher than in accompanied children.268 Contrary, 

another study found the overall psycho-morbidity much higher in UASC compared to 

accompanied children except for conduct disorders and learning difficulties.266  

 Mental health outcomes beyond internalizing and externalizing symptomatic were 

less examined among the studies included in this review although, in a large scale study 

including 1496 UASC, psychiatric morbidity for any mental illness was significantly higher 

(RR 1.39 (95% CI: 1.16–1.67)) in UASC compared to native Danish children, and 

accompanied refugee children.297  

 Psychotic symptoms were only mentioned in three studies251,263,266 ranging from 2.4-

4%. Reports on substance misuse as a possible maladaptive coping strategy or self-harming 

behavior was reported in only four studies.240,251,263,294 Overall lifetime substance use was low 

among UASC despite having easy access to numerous substances; marihuana, tobacco, and 

alcohol were the most widely used substances bearing a few exceptions due to small sample 

size, the generalizability of these findings is limited.240 No substance abuse or dependence 

among UASC was reported by a study applying structured clinical interviews.251  

 Somatization of psychological distress248,255,263,282,295 and sleeping problems295 were 

other symptoms prevalent in UASC. A study not included in this review found a strong 

relationship between increased sleeping problems and clinical scores for PTSD on the RATS 

in UASC regarding an increased sleep onset latency time and nightmares.298  
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 Evidence on coexisting psychiatric morbidities in UASC was diverging. While 

comorbidity of those fulfilling clinical criteria for PTSD with MDD was found 100% in a 

study of Central American UASC,240 only 15% met these criteria in a study applying the 

M.I.N.I Kid, a structured clinical interview.251  

 Notably, no study reported bipolar or eating disorders mirroring the bias of 

scholarship assessing affective disorders and PTSD in refugee and asylum-seeking children. 

Conclusively, the empirical evidence is limited due to methodological constraints and 

heterogeneity. Nonetheless, significantly higher levels of mental distress in UASC illustrate 

the high susceptibility of that very subpopulation. 

 

2.6. The Individual Level  

2.6.1. Age  

Table 1 Summary of key findings in relation to age 

 

Adefehinti et al,230 
2019 

 

 

Age had a strong influence in how UASCs exercised agency, navigating their vulnerability and resilience 

Bean et al,233 2007 

 

Age correlated with traumatic stress reactions, emotional distress and behavioral problems as well as exposure to 

adverse life events only in UASC but not in Belgian immigrant and refugee adolescents, and Dutch children 
 

Bean et al,235 2007 
 

Older age was associated with both, internalizing and externalizing psychopathology as well as posttraumatic stress 
reactions 

Cardoso,240 2018 
 

Older age correlated with positive, problem-focused coping, which was not associated with PTSD, depression, or 
suicidal ideation 

Derluyn et al,244 2007 
 

Age had little influence on symptom expression, except in 17-18-year-olds who showed more depressive symptoms 
than younger ones, and conduct problems which peaked at 16 years of age 

 
Derluyn et al,206 2009 

 

Age was not associated with higher scores on the HSCL-37A, RATS, SLE 

 
Hodes et al,250 2008 

 

Older age was a strong positive predictor for PTSD in UASC contrary to accompanied children 

Huemer et al,251 2011 

 

Younger age was associated with a greater risk for the development of psychopathology  

Jensen et al,254 2015 

 

Age was neither associated with anxiety, depression, externalizing problems, and PTSD nor the number of stressful 

life events  
Jensen et al,255 2019 

 

Older age correlated with less symptom change/ slower recovery of depression and posttraumatic stress over the 

duration of study (five years) indicating a risk of chronicity; hence, young age correlated with a more positive 
mental health course over time 

Age was not associated with any mental health problems 
 

Müller et al,268 2019 
 

Older age had an indirect effect as it correlated with a significantly higher number of exposures to stressful life 
events, which was a robust predictor for depression, anxiety, and posttraumatic stress symptoms 

 
Oppedal et al,272 2012 

 

Older age was associated with a lower level of conduct problems 

Age had an indirect effect on depression via culture competence decreasing and out-group acculturation stress 
increasing depressive symptomatic; older age correlated with a lower level of culture competence but a higher level 

of out-group hassles, when controlled for length of stay 
 

Salari et al,278 2017 
 

UASC who screened positive for PTSD did not differ due to age 
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Sanchez‐Cao et al,279 
2013 

 

Age did not differ between those who had contact with mental health services and those who did not 
 

Seglem et al,280 2011 

 

Younger age (11-14) significantly correlated with lower symptom expression for depression, however, the number 

of younger children was comparably low 
 

Smid et al,285 2011 Older age (16 years or more) was associated with late-onset PTSD 
 

Sourander,287 1998 
 

Younger age (6-14 years) significantly correlated with clinical or borderline range functioning/ more severe levels 
of behavior problems; externalizing scores, social problems, attention problems, and aggressivity 

 
Spinhoven et al,288 

2006 
 

UASC of younger age were at higher risk for memory inconsistencies; UASC of younger age and those with fewer 

memory inconsistencies were more likely to receive temporary residency 
 

Vervliet et al,291 2014 
 

Age was not associated with posttraumatic, depressive and anxiety symptom expression 
 

Zijlstra et al,295 2019 The age of unaccompanied children at the time of arrival was found positive predictive to mental health outcomes; 
younger age at arrival was associated with a higher chance of being placed in a highly supportive child rearing 

environment and being granted residency  
 

 

The evidence on the association between age and psychological distress in UASC is 

highly equivocal and confounded through multiple factors such as age at the onset of 

exposure to adversities, age at migration, imprecise age estimations, age-related policies that 

are stipulating access to placement, quality of care, education, protection mechanisms, and 

other support services based on legal age assessments at arrival—transitioning into an 

institutional majority, which implies a sudden change in legal status and substantial loss of 

resources, protection mechanisms, and opportunities and brings with it infringing uncertainty.  

Table 2 Mediating variables in the relationship between age and mental health outcomes 

 

Positive mediators 

o Legal uncertainty244 

o Out-group acculturation stress272 

o Cumulative exposure to adverse life events233,268 
Negative mediators 

o Culture competence272 

o Positive, problem-focused coping240 

o Obtaining legal residency288,295 

o Placement in a highly supportive child-rearing environment295 

 

Older age was associated with both, internalizing and externalizing psychopathology,233,235,244  

as well as posttraumatic stress reactions,233,235,250 and late-onset PTSD.285 Increased 

depressive symptoms around reaching the age of majority are not surprising given the 

uncertainty around losing residential status, and access to services including education when 

reaching the institutional age of majority of 18 years.244 A longitudinal study over a 

resettlement period of 5 years found that the mean levels of depressive symptomatic in 
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UASC showed a significant decline but not in older UASC, who showed less symptom 

change and slower recovery for depression and posttraumatic stress over time putting 

children at risk of chronicity.255   

 Another study investigating the association between acculturation and depression 

found that age had an indirect effect on depression via culture competence and out-group 

acculturation stress. Older age correlated with a lower level of cultural competence but a 

higher level of out-group hassles, when controlled for length of stay.272 Older age was both 

associated with higher244 and lower levels272 of antisocial conduct disorder. Older age also 

correlated with cumulative exposure to adverse life events,233,268 which was found a robust 

predictor for psychological distress.268 Although another study found age not associated with 

the number of exposure to stressful life events.254 Older age in a sample of 11-17 year-olds 

further correlated with positive, problem-focused coping, which in turn was not associated 

with PTSD, depression, or suicidal ideation.240 

Table 3 Risk and Protective factors Age   

 

Older age Risk factor 6233,235,244,250,255,285  2,003 

 Protective factor 1272 (for antisocial 
behavior) 

566 

Younger age* Risk factor 2251,287 87 

 Protective factor 3255,280,295 607 
* Definitions of young age in UASC were heterogeneous compounding legitimate conclusions 
**Includes only the total number of UASC included in the respective study, not the comparison groups (accompanied refugee  

children or children born in the resettlement country)  

  

 Accordingly, the younger age in UASC was both, a risk251,287 and a protective 

factor.255,280,295 Definitions what constitutes young age in UASC were heterogeneous 

compounding legitimate conclusions. Reports on age ranges or distributions were varying in 

their completeness. Among others, exact age estimations were not always easy for cultural 

reasons.277 The comparably small proportion of younger UASC among the total population of 

UASC, which tends to be older, limited subgroup analysis or generalizability of findings. 

Only half of the studies206,220,230,232-235,238-240,242-244,250,254,257,262,267,270,272,277-280,283-289 included 

participants below 14 years of age.  
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 Younger age at the time of arrival was found a protective factor,280,295 associated with 

lower symptom expression for depression in 11-14 year-olds,280 and possibly mediated by 

younger children's higher chance of being placed in a highly supportive child-rearing 

environment.295 Younger UASC were more likely to receive temporary residency,288,295 

another possibly mediating factor for better mental health outcomes. However, younger 

UASC were at higher risk for memory inconsistencies, which negatively impacted their 

likelihood to obtain temporary residence.288 In a longitudinal study over 4.5 years, younger 

age was associated with a more positive mental health course over time.255  

 Conversely, an Austrian study whose age range comprised 15-18 year old found that 

younger UASC, assessed by a structured clinical interview (M.I.N.I. Kid), had a higher risk 

for the development of psychopathology.251 Another study found younger age (6-14 years) 

significantly associated with clinical or borderline range functioning and more severe levels 

of behavior problems and externalizing scores.287 

 Seven studies found no association of age and psychological distress.206,254,255,278,279,291 

The rest of the studies did not comment on an independent correlation between age and 

psychological distress.220,231,232,234,236-239,241-243,246-249,252,256-267,269-271,273,274,276,281-284,286,289,290,292-

294 

 Conclusions on the association between age and psychological distress in UASC are 

limited as evidence is ambivalent, and likely confounded; vague and heterogeneous age 

references were adding to this complexity. Mediating variables in the relationship between 

age and mental health outcomes that increased the risk for poor mental health identified were 

cumulative exposure to adverse life events, the experience of out-group acculturation 

stressors in resettlement, imminent legal uncertainty trough transitioning into institutional 

adulthood; mediating variables decreasing the risk for psychological distress were placement 
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in a highly supportive child-rearing environment and obtaining legal residency in younger 

UASC and positive, problem-focused coping and culture competence which increased in age.  

2.6.2. Sex  

Table 4 Summary of key findings in relation to sex 

 
Adefehinti et al,230 2019 

 

Sex had a strong influence in how UASC exercised agency 

Bean et al,233 2007 

 

Insignificant sex difference in internalizing and externalizing symptoms among UASC contrary to both 

comparison groups, Belgian immigrant and refugee adolescents, and Dutch children. 
 

Bean et al,235 2007 
 

Girls had higher mean scores on internalizing problems and posttraumatic stress reactions but not on 
externalizing behavior than did boys 

 
Derluyn et al,244 2007 

 

Girls had higher scores for anxiety, depression, emotional problems, intrusion on the RATS, withdrawn 

syndrom, and total problem scale of the CBCL/6-18  
 

Derluyn et al,206 2009 
 

Girl are at a higher risk for internalizing (anxiety, depression, and posttraumatic stress) but not for externalizing 
problems 

 
Hodes et al,250 2008 

 

Girls had higher scores for posttraumatic stress and depressive symptoms  

Huemer et al,251 2011 

 

Girls are at increased risk for PTSD when assessed with the Youth Self-Report  

Jensen et al,254 2015 

 

Sex was not associated with scores for SLE, HSCL-37A, and CPSS, except that girls scored higher on the 

CPSS avoidance subscale 
 

Jensen et al,255 2019 
 

Female sex correlated with elevated levels of anxiety, depression, and posttraumatic stress symptomatic, but not 
externalizing problems over a resettlement period of 5 years 

 
Keles et al,258 2016 

 

Female sex correlated with increased odds for depression, although the effect was small.  

Keles et al,260 2018 

 

Girls had a higher risk for depression (clinical cluster). However, girls were more likely to be in the resilient 

cluster, showing a decrease of depressive symptoms over time  
 

Oppedal et al,272 2012 
 

Girls had a slightly higher mean score for depression indicating a small but significant effect size. No sex-
related differences were found in antisocial conduct problems whose level found very low in UASC.  

 
Porte at al,275 1987 

 

Sex was not associated with CES-D scores  

 
Reijneveld et al,276 2005 

 

Girls were more affected by being held in restricted settings upon arrival showing more anxiety symptoms 

 
Seglem et al,280 2011 

 

Female gender was significantly associated with a higher mean score on the CES-D 

Smid et al,285 2011 Girls were more likely to belong to the late-onset PTSD group than to the no PTSD group 

 
Sourander,287 1998 

 

Sex did not correlate with CBCL total mean scores, internalizing or externalizing subscores 

 
Spinhoven et al,288 2006 

 

Sex was not associated with memory inconsistency in trauma reports of UASC 

 
Suarez-Orozco et al,289 

2002 
 

Girls had a higher risk to suffer from family separation due to immigration and had more depressive symptoms 

 

Vervliet et al,290 2014 
 

Girls had significantly higher intrusive symptoms on the RATS than boys, and a non-significant trend alike was 
found in all other subscales except avoidance (RATS) 

 

Völkl-Kernstock et al,293 

2014 

Girls were more likely to develop PTSD and had significantly higher scores for avoidance symptoms (Criterion 

C) on the UCLA PTSD RI  

 

5,029 unaccompanied and separated girls compared to 10,473 boys were included in this 

review, with two studies not detailing the sex distribution.286,289 Overlapping study 

populations, including follow-up populations, have not been 

recounted.232,233,235,239,243,252,254,256,258,260,271,272,280,281,284,288 No study included intersex or sexual 
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and gender orientations that fall outside the binary of female and male. The total number of 

girls accounted for approximately a third of the total number of 15,671 UASC included in 

this review, which mirrors the general trend of an overwhelming number of boys migrating. 

Twelve studies only included male participants,220,238,239,241,247,249,253,265,267,270,277,282 with two 

studies referring to the same population,238,239 underlining a trend that girls had received 

comparably little attention with one exception, a qualitative study investigating the lived 

experience of twenty unaccompanied refugee mothers.292  

  The association between sex and the mental health of UASC indicated much 

variation. In accordance with studies from refugee populations that contained accompanied 

refugee children,227,297,299 girls had a significantly higher risk for psychiatric 

morbidities.206,235,244,250,251,254,255,258,272,276,280,289,290,293 Five studies found no sex related 

differences.233,272,275,287,288 Changes in sex-related differences over time mentioned by three 

studies noted ambivalent developmental trajectories.255,260,285,288,290 

 Female UASC were at higher risk for internalizing problems,235,244 

anxiety,206,244,255,276 and depression.206,244,250,255,258,272,280,289 Two large-scale Norwegian 

studies indicated a significant but only small effect size for the correlation of female sex and 

depression.258,272 The heightened risk for internalizing problems in girls often co-occurred 

with posttraumatic stress reactions.206,235,244,250,255 Girls were more likely to develop 

posttraumatic stress reactions.206,235,244,250,251,255,290,293 Female UASC scored significantly 

higher on avoidance subscales than boys.254,293 On the contrast; one study indicated a 

significant, longitudinal correlation between female sex and intrusive symptomatic except for 

the avoidance subscale on the RATS.290 Another longitudinal study analyzing the predictive 

utility of depression and anxiety symptoms for late-onset PTSD found a trend indicating an 

association between female sex and late-onset PTSD.285 Interestingly, a large-scale 

longitudinal study over a mean of 2.7 years found a decrease in girls' depressive symptoms 
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over time.260 Another study qualitatively investigating coping strategies of Zimbabwean 

unaccompanied minors in South Africa described the social attribution of gender having a 

strong influence on how UASC exercised agency, unrolled resilience and managed their 

vulnerability although findings are limited in generalizability.230  

 Three studies found a relation between female sex and internalizing but not 

externalizing problems206,235,255 including a longitudinal study over 4.5 years.255  

 No sex-related differences in internalizing and/ or externalizing problems were 

reported in four studies,233,254,275,287 with the exception of girls scoring higher on the CPSS 

avoidance subscale in one study.254 No sex-differences were found for antisocial conduct 

problems,272 as well as memory inconsistencies in trauma reports.288 The remainder of studies 

did not report on sex-related differences.220,231,232,234,236-243,245-249,252,253,256,257,259,261-271,273,274,277-

279,281-284,286,291,292,294,295  

 One qualitative study highlighted the distinct precarity and needs of the overlooked 

subpopulation of young unaccompanied mothers, although generalizability is limited due to 

the small sample size.292  Pregnancy and motherhood were determining factors for the mental 

health of young unaccompanied mothers. Nearly a third of the pregnancies resulted from 

sexual violence, mostly in prostitution or forced marriage. Becoming or being a mother arose 

in emotional difficulties due to a lack of knowledge about motherhood, separation from 

familial support, and social isolation stemming from constrained free time as a mother. 

Emotional challenges included a self-perception as being depressed and suicidal ideations in 

a few. However, overall, motherhood was experienced as a positive transition, providing an 

opportunity to connect, perspective, and self-assertiveness socially. Social support of peer 

mothers and connectedness with their child was critical to coping. Contrary to experiencing 

motherhood as supportive of identity formation and stability, immigration policies created a 

substantial disparity perceiving them as refugees neglecting their specific vulnerability as 
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young mothers. Constrained daily living conditions inadequate to their newborns and 

toddlers, financial hardships, and a high motivation for going to school or work interfering 

with parental challenges were dominant themes among young unaccompanied refugee 

mothers.292    

 In accordance with studies from refugee populations that contained accompanied 

refugee children,227,297,299 girls had a significantly higher risk for psychiatric 

morbidities;206,235,244,250,251,254,255,258,272,276,280,289,290,293 five studies found no sex-related 

differences.233,272,275,287,288 While female sex was not found a protective variable in this 

review, three large-scale studies not meeting eligibility criteria for this review found female 

sex protective factors to mental health outcomes296,297,300,301 specifically alcohol disorders,300 

substance misuse,301 and psychotic disorders297 while one retrospective data analysis of all 

suicide deaths of UASC in Sweden in 2017 found only males had committed suicide.296  

 Changes in sex-related differences over time mentioned by three studies noted 

ambivalent developmental trajectories.255,260,285,288,290 Notably, a large-scale longitudinal 

study found decreased depressive symptoms in girls over a mean of 2.7 years, possibly due to 

girls' greater support in accessing educational and career opportunities supporting a positive 

development.260 The results of this study merit reference as they indicate the relevance of a 

gendered perspective on developmental trajectories of UASC's mental health within the 

context of the receiving country’s macro-cultural environment that requires further 

investigation.  

2.6.3. Preexisting vulnerabilities 

Evidence on the association between preexisting vulnerabilities like chronic illnesses, 

injuries, disabilities, developmental delays, and mental health in UASC remained limited to 

one study reporting a relationship between a history of personal injury pre-migration and 
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posttraumatic stress disorder. Most notably, head injury correlated with a doubled risk for 

posttraumatic stress disorder in UASC.248 Exposure to family violence,220,267,268 physical 

violence206,232,233,238,245,253,254,285,287,290,291, and torture220,245,266,267 was a common experience 

for UASC before and during migration. One study investigating the role of family violence as 

a predictor variable found the vast majority of UASC experienced family violence, of which 

about forty percent suffered injuries. Although exposure to family violence significantly 

raised the severity of posttraumatic stress symptomatic and aggressive behavior, the 

mediating role of head injuries had not been examined.267 Another study mentioned that 

every tenth UASC suffered an organic brain injury but did not detail its mental health 

impact.266  

Table 5 Summary of key findings in relation to preexisting vulnerabilities in UASC 

 

Ehntholt et al,245 
2018 

 

Immigration detention caused an exacerbation of preexisting posttraumatic stress disorder and/or major depressive 
disorder  

Geltman et al,248 

2005 
 

A history of personal injury premigration was associated with a heightened risk for posttraumatic stress disorder; 

specifically, head injury correlated with a doubled risk for posttraumatic stress disorder  
 

 

 Exacerbation of preexisting chronic illness through cumulative exposure to traumatic 

life events was described by the assessing clinician’s appraisal, who found immigration 

detention to exacerbate preexisting posttraumatic stress disorder and/or major depressive 

disorder in UASC.245  

 Other preexisting vulnerabilities, including chronic physical illnesses, delayed 

development, learning impairments, or disabilities, were not inquired in the remaining 

studies.  

2.6.4. Ethnic origin 

 The ethnic heterogeneity of UASC as a population is apparent; studies included 

UASC from diverse geographies including Eritrea, Ethiopia, Somalia, Sudan, Angola, Sierra 

Leone, Guinea, Zimbabwe, Democratic Republic of Congo, Nigeria, Gambia, Egypt, 
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Senegal, Gambia, Morocco, Mali, Burundi, Zimbabwe, Libya, Zaira, Cameroon, Ivory Coast, 

Kenya, Algeria, Syria, Afghanistan, Pakistan, Libanon, Chechnya, Iran, Iraq, Sri Lanka, 

Bangladesh, Tibet, Guatemala, El Salvador, Honduras, Mexico, Dominican Republic, Haiti, 

Brazil, Mongolia, China, Vietnam, Cambodia, Laos, Thailand, Myanmar, Albania, Kosovo, 

Serbia, Russia, and Turkey. Due to ethical concerns, as a measure of precaution, ethnic 

heritage or countries of origin had not always been detailed. The relationship between ethnic 

origin and mental health outcomes in UASC was examined by a few studies indicating mixed 

results.235,238,250,277-280,289 Highly diverse ethnic populations, small sample sizes, distinct 

nature and duration of exposure to adversities and violence, and culturally divergent 

responses in distress confine solid conclusions.  

Table 6 Summary of key findings in relation to ethnic origin 

 

Bean et al,235 2007 
 

Eritrean and Ethiopian UASC had the highest internalizing and externalizing scores; while no posttraumatic stress 
symptomatic did not relate to the ethnic origin 

 
Bronstein et al,238 

2012 
 

First language as a proxy for ethnic heritage in Afghan UASC was not associated with the RATS score 

Hodes et al,250 2008 
 

UASC from the Middle East were more likely to be depressed than UASC from the Balkans or Africa 
BDRS scores were significantly higher amongst African boys than boys from Europe or the Middle East 

 
Keles et al,260 2018 Heritage cultural competence was protective to the mental health of UASC  

 

Oppedal et al,271 

2015 
 

Both, heritage and host cultural competence had a protective effect lowering symptoms of depression 

Oppedal et al,272 
2012 

 

Culture competence had a protective effect decreasing the risk for depression but had no effect on conduct problems  
 

Rousseau et al,277 

1998 
 

Mapping the individual onto the situational, contextual, and collective meaning of resilience might be key in 

understanding resilience in UASC including its dynamic, interactive, and procedural nature 
 

Salari et al,278 2017 
 

No association was found between the posttraumatic stress symptomatic and ethnic origin 
 

Sanchez‐Cao et al,279 
2013 

 

Ethnic origin did not differ between those who had contact with mental health services and those who did not 

Seglem et al,280 2011 

 

Ethnic origin was found a predictor of depression in UASC; Iraqis scored highest, while Somalis and Sri Lankans 

scored lowest for depression  
 

Suarez-Orozco et 
al,289 2002 

Haitian UASC were most vulnerable to family separation due to immigration had the highest depression scores while 
Chinese UASC had the lowest scores 

 

 

 Ethnic origin was a predictor of depression in four studies.235,250,280,289 While two 

studies found depression scores highest in UASC from the Middle East,250,280 an 

intersectional analysis of gender and ethnic origin found African boys at highest risk for 

depression compared to UASC from the Middle East or the Balkans.250 Family separation 
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was most toxic to UASC from Haiti, scoring highest for depression compared to Chinese 

UASC scoring the lowest.289 A study of 582 UASC originating from 48 different countries 

found Eritrean and Ethiopian UASC at the highest risk for internalizing and externalizing 

problems. In contrast, no inter-ethnic difference was found in posttraumatic stress 

reactions.235 No relation between Ethnic origin and posttraumatic stress symptomatic was 

mentioned by three studies;235,238,278 one study using the first language as a proxy for ethnic 

heritage.238 Moreover, ethnic origin did not differ between those who had contact with mental 

health services and those who did not.279 

 Conclusively, exposure to violence and adversities, and responses to distress, are 

highly bound to context and culture. Ethnic origin was predictive for depression in a total 

sample of 1,263 UASC235,250,280,289 with mixed results regarding the risk of certain ethnicities 

limiting reliable conclusions. Ethnic heterogeneity of UASC requires careful clinical and 

therapeutic attention and culturally and contextually sensitive policies. 

2.6.5. Religion 

Table 7 Summary of key findings in relation to religion 

 
Becker Herbst et 

al,236 2018 

Faith and spirituality were important sources of well-being to UASC and identification with a religion provided the 

base for a collectivistic understood identity 
 

Cardoso,240 2018 
 

Religion was a key adaptive coping strategy protective to substance use but unrelated to depression, PTSD, and 
suicidal ideation  

 
Chase,241 2020 

 

Religious traditions provided a sense of belonging and collective identification which was critical in developing and 

embodying identity in the host country foundational to successful inclusion  
 

Goodman,249 2004 
 

An identity based on collectivity and the communal self was an important source of strength; making meaning in a 
culturally and contextually embedded way, accepting 'god's will' was an important coping strategy 

 
Longobardi et al,261 

2017  
 

Faith and religion were a critical source of strength to UASC 

Majumder,264 2016 
 

Faith in God was found an important protective factor and an integral part of everyday life 
 

Ní Raghallaigh et 
al,269 2010 

 

Religious faith and practices were critical to facilitating different coping mechanisms in UASC such as maintaining 
continuity and a sense of self and adjusting by learning to adapt the religious practice to the host environment  

 
Völkl-Kernstock et 

al,293 2014 
 

Practicing religion was the most frequently used coping mechanism 

 

Faith and religious practice constituted an adaptive coping opportunity protective to 

UASC's mental health.236,240,249,261,264,269,293 Religion was a key adaptive coping strategy 
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protective to substance use but unrelated to depression, PTSD, and suicidal ideation.240 

Religious traditions provided a sense of belonging and collective identification, which was 

critical in developing and embodying identity in the host country.236,241,249 foundational to 

successful inclusion into the host country,241 and an essential source of 

strength.236,249,261,264,293 Religious faith was a critical protective factor and an integral part of 

everyday life.264 Religious faith and practices were vital for facilitating different coping 

mechanisms in UASC, such as maintaining continuity and a sense of self and adjusting by 

learning to adapt the religious practice to the resettlement context.269 Making meaning in a 

culturally and contextually embedded way, accepting 'god's will' was another aspect of 

coping.249 

2.6.6. Individual coping 

UASC were found active agents tactically navigating childhood vulnerability, which 

put great emphasis on personal agency and responsibility.230,263 Exercising agency was 

manifold. As suggested by three nuanced analyses, it comprises inactive or resistant 

behavior230,243,269 like selective disclosure,243 distrusting others or remain protected in-shelter 

as a means of survival.269 Avoiding talking about certain aspects of their life was a common 

strategy of UASC in an attempt to refrain from being ostracized as refugees and fostering 

adaption to the resettlement environment.243 UASC felt under constant scrutiny and were 

resentful towards social workers' frequent references to and attempts to learn more about their 

past; maintaining silence about certain aspects of their past lives enabled UASC to avoid their 

painful memories, retain a sense of control, and focus on their future projected self.243 In a 

similar vein, distrusting others was described as a coping strategy related to perceptions of 

independence and self-reliance.269 Although the cognitive denial of distress and thought 

oppression might constitute sophisticated forms of self-control and coping, it requires a 
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careful clinical assessment not to overlook an underlying vulnerability of therapeutic and 

forensic importance.  

 Huemer et al.'s252 analyzes of psychopathology and intra-individual personality 

dimensions indicated that despite exposure to multiple adversities, UASC reported low levels 

of psychopathology, high levels of personality dimensions correlating with resilience and 

preserved functioning on the YSR contrasting to high scores of depression and anxiety on the 

WAI.252 A significant association between Distress, including anxiety and depression on the 

WAI, and Attention Problems, Self-destructive, and Aggressive Behavior on the YSR 

implied a possibly hidden psychopathology. However, an alternative hypothesis may be that 

this association indicates a recovery pattern suggesting moderate symptom expression 

impairing day-to-day functioning but steadily over time a return to pre-trauma level 

functioning given a safe, protective and less stressful resettlement environment.252  

Table 8 Summary of key findings in relation to individual coping 

 

Adefehinti et al,230 
2019 

 

UASCs were found active agents tactically navigating their vulnerability as a means of survival  
 

Cardoso,240 2018 

 

Adaptive coping strategies correlated with older age and was protective to substance abuse, but no association was 

found with PTSD, depression, or suicidal ideation 

Maladaptive coping strategies like avoidance, social withdrawal, self-harming behavior, and substance use were 

associated with lower psychological functioning 
 

Chase,243 2010 
 

Selective disclosure may constitute a form of agency mirroring young asylum-seekers ambition to navigate the 
constant surveillance of professionals including immigration 

Maintaining silence about certain aspects of their lives was a common strategy of refraining from getting judged 
and stigmatized as an asylum-seeker 

 
Ní Raghallaigh et al,269 

2010 
 

Distrusting as a coping strategy was related to perceptions of independence and self-reliance 

 

Rousseau et al,277 1998 
 

The ability to navigate two normative systems (traditional/ host country) creates another dimension, a dynamic, 
interactive notion of resilience 

The relationship between the individual and collective meaning of resilience is critical  
 

Seglem et al,281 2014 
 

Engagement coping strategies was associated with life satisfaction but did not correlate with depression  
Disengagement coping strategies were associated with depression and lower life satisfaction  

 

 

 UASC exercised numerous adaptive coping strategies like problem-solving, cognitive 

restructuring, seeking social support, religious practice, or distraction through school and 

leisure activities.240,249,257,265,269,281 Adaptive coping strategies correlated with older age240 and 
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were associated with higher life satisfaction,281 and protective to substance abuse,240 but were 

not associated with depression,240,281 PTSD, or suicidal ideation.240  

 Maladaptive coping strategies included avoidance,247 suppressing emotions,269  

249 wishful thinking,281 social withdrawal, self-harming behavior, and substance use and were 

associated with lower psychological functioning,240 depression, and lower life satisfaction.281 

 Enmeshed in the fabric of their birth family, heritage culture, and societal values, 

individual coping is inseparable to culture. Rousseau et al.277 proposed, the ability to navigate 

two normative systems, the traditional and the receiving society, creates an additional 

dimension, a dynamic, interactive notion of resilience. Importantly, resilience can neither be 

understood from a Western perspective nor a traditional one. Resilience must not be 

interpreted as an individual capability but instead situated in a situational, contextually 

defined concept, and understood processual. The relationship between the individual and 

collective meaning of resilience is critical in determining resilience in a UASC.277   

2.6.7. Sense of belonging 

Table 9 Summary of key findings in relation to sense of belonging 

 

Bates et al,231 2005 

 

School peer relationships were a source of distress due to cultural differences, ethnic based discrimination, and 

harassment, which was worse for girls 
 

Chase,241 2020 
 

A sense of identity, and social, emotional, ethical, and political dimensions of belonging, were found essential to 
the well-being and acculturation process of UASC 

Developing a projected self, and maintaining hope for a better future were key resilience factors  
Transitioning into institutional adulthood was a vulnerable time when legal precarity forced UASC to adapt to 

institutions governing their lives, restraining their independence, and curbing personal growth 
  

Chase,242 2013 
 

'Ontological security' which refers to predictability, regularity, routine and order, and a sense of self-coherence and 
belonging was critical to the well-being of UASC in resettlement 

Education and learning were key normalizing experiences to re-establish order and predictability, an important 
resource critical to the develop a projected self 

Sustaining educational opportunities was challenging around reaching the age of majority resulting in a re-
emerging sense of insecurity.  

Fears over disrupted social and family ties upon return and having lost a sense of belonging to one's heritage 
culture in relation to legal precarity and the prospect of possible deportation exacerbated mental health problems 

 
Eriksson et al,247 2019 

 

Cultural safety through acknowledging one's own cultural identity and language was critical to UASC's adaption 

to the resettlement environment; feeling accepted and respected, a sense of belonging and identity, were critical to 
safety 

 
Goodman,249 2004 

 

An identity based on collectivity and the communal self was an important source of strength  

Kalverboer et al,257 

2017 
 

Discrimination and social ostracization mostly by strangers were reported by approximately a fifth of the UASC 

Keles et al,258 2016 Acculturation-specific hassles (in-group and out-group hassles, discrimination, and ethnic identity crisis) in 
addition to general postmigration stressors accounted for a substantial variance in depression aside and beyond the 

adverse impact of war-related stressors 
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Keles et al,259 2017 
 

Acculturation-specific hassles were positive predictors to depression, supporting a stress exposure model 
Acculturation hassles may decline as cultural competence of UASC in the host country rises 

 
Keles et al,260 2018 

 

Higher heritage culture competence at baseline was found protective to UASC's mental health while host culture 

competence was not associated  
 

Luster et al,263 2010 
 

UASC approach towards successful adaption was bicultural, not only defined by succeeding in the host culture, 
but their cultural obligations to help their families back home and keeping strong ties to their culture of origin 

 
Majumder,264 2016 

 

Maintaining hope, optimism, and aspirations about the future were important resilience factors 

 
Ní Raghallaigh et al,269 

2010 
 

Adopting a positive outlook, developing a projected self, and maintain hope were key sources of strength  

Practicing religion was critical to sustaining a sense of self in the changed context of resettlement 
 

Omland et al,270 2018 
 

While at the initial interviews safety concerns and future aspirations were more prominent, after a one-year follow-
up UASC goals were more realistic and concrete in terms of educational and vocational goals  

 
Oppedal et al,271 2015 

 

Despite suffering high levels of psychological distress, UASC managed acculturation related tasks such as 

developing cultural competence well 
Culture competence decreased the level of depression and was associated with a lower level of perceived 

discrimination  
 

Oppedal et al,272 2012 
 

Acculturation stressors correlated with more severe levels of depression, whereas culture competence decreased 
the risk for depression 

Acculturation hassles and cultural competence were not associated with conduct problems except for in-group 
hassles having a minimal effect 

Perceived ethnic culture competence was reported to be higher than host culture competence 
Out-group acculturation stressors were higher than in-group acculturation stressors.  

Despite high levels of psychopathology, UASC were progressing in their acculturation process and develop 
cultural competence facilitating their inclusion into the host society  

 
Petersen et al,274 2012 

 

Distress due to ethnic related discrimination was higher in UASC than in accompanied 

UASC indicated a higher in-group conformity pressure and had more negative private feelings concerning their 
own ethnic identity and lower beliefs about the public’s regard for their ethnic group than accompanied and native-

born adolescents  
 

Vervliet et al,290 2014 
 

Daily stressors, most notably discrimination, increased over time in resettlement and were associated with an 
increased risk for psychological distress 

 
Vervliet et al,292 2014 

 

Motherhood was a determining experience for young unaccompanied asylum-seeking mother's mental health and 

provided a unique opportunity to social connection, and a perspective for a positive identity formation 
Uncertainty of being a mother due to lack of knowledge and family support and disruptive and disregarding 

immigration policies adversely impacted their identity formation 
 

 

A sense of identity and belonging was found essential to young asylum-seeking 

adolescents' understanding of their own well-being. Young asylum-seeking people elaborated 

on numerous differing social, emotional, ethical, and political dimensions of belonging. 

Language acquisition, food, social and religious traditions, and a sense of belonging to a 

community were critical factors in developing and embodying identity in resettlement, 

attempting to become a legitimized member of the host society directed further action and 

decisions of youth. Developing a sense of belonging was conceptualized as procedural as an 

'idea of ‘becoming’ or 'coming to belong,' having temporal, dynamic, and spatial aspects.241 

 Preserving and nurturing a cultural identity provided critical continuity fostering 

resilience during adjustment to a new environment in resettlement.247,249,260,292 Cultural safety 

by acknowledging one's own cultural identity and language, feeling accepted and respected, 
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were fundamental to UASC's successful adaption to the resettlement environment.247 An 

identity based on collectivity and the communal self was an essential source of strength.249 

Being able to sustain a sense of self-coherence and belonging that sets out a clear trajectory 

for the projected self not affected by prejudice and stigmatization of the receiving society was 

vital to UASC's well-being to counter the pervasive uncertainty that comes with living in 

legal limbo.242 However, disruptive social ties and disregarding immigration policies created 

substantial obstacles to a positive identity formation.292 

 Both heritage and host cultural competence decreased depression.271,272 Longitudinal 

relationships indicated higher heritage culture competence at baseline was protective of 

UASC's mental health while host culture competence was not.260 No relation was described 

between cultural competence and conduct problems.272  

 Despite a high level of psychopathologies, UASC were progressing in their 

acculturation process, developed cultural competence facilitating their inclusion into the host 

society, and maintained intra-ethnic group networks of support.271,272 As cultural competence 

in handling differing cultural and social norms in the receiving society rose, acculturation 

hassles declined.259,271 UASC's approach towards successful adaption was bicultural, not only 

defined by succeeding in the host culture, but their cultural obligations to help their families 

back home and to keep strong ties to their heritage culture.263 Heritage culture competence 

did not differ between those who kept transnational family contacts or not.271,272 

 Adopting a positive outlook, developing a projected self, and a sense of purpose were 

key resilience factors in UASC's development.241,242,249,264,269 The divide of young people's 

aspirations for safety, freedom, and a 'better future' for themselves differing from social and 

legal policies around immigration became specifically evident when transitioning into 

institutional adulthood and subsequent 'political precarity' as most support services abruptly 

stopped. Contrary to a youth's striving for independence and freedom of choice to do what 
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values most, legal precarity due to transitioning into adulthood forced them to adapt to 

institutions governing their lives, restraining their independence, and curbing personal 

growth. Despite the precarity, uncertainty, and sometimes illegality that were transitioning 

into adulthood had brought, a projected self and imagination of a better outlook were integral 

to their resilience.241  

 

2.7. The Familial/ Communal Level 

2.7.1. Family support 

Relationships were critical to UASC's resilience, determining their migration 

trajectories, bereavement of close family members, separation from family, and thrive for 

reunification were common themes.236 Losing psychosocial and emotional support by parents 

was highly distressing,265 as birth family support is an essential predictor for psychological 

well-being in UASC.247,265,271,282,286   

Table 10 Summary of key findings in relation to family support 

 

Eriksson et al,247 2019 

 

The continuity of relationships with their families back home provided UASC additional emotional safety 

 
Mels et al,265 2008 

 

The loss of social and emotional support by parents was psychologically distressing 

 
Oppedal et al,271 2015 

 

Maintaining transnational ties with their families back home was associated with lower levels of depression 

Despite the geographical distance, transnational family ties were perceived as highly supportive  
Peer support, as well as heritage culture competence, did not differ between UASC who kept family contact and 

those who did not 
 

Sierau et al,282 2019 
 

Despite geographical restraints, family support was the most important source of support; most UASC were in 
continuous contact with their families in their countries of origin 

Not having family support correlated with less perceived social support by peers and mentors 
 

Sotomayor-Peterson et 
al,286 2014 

 

Maintaining transnational ties was an important resource of strength, positively affecting UASC’s well-being 

 Maintaining transnational ties with their families back home was positive predictive 

to UASC's psychological well-being 286 and associated with lower levels of depression.271 

Despite the geographical distance, transnational family ties were perceived as highly 

supportive271,282,286 and provided emotional safety247 indicating the important transnational 

role of the family in the formative development of children.271 Reconciling the establishment 

of a livable life in the resettlement country and supporting their families back home, 
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including sending remittances, was an important commitment to most UASC, creating central 

personal meaning.270 Supporting their family financially wise was a main driver for migration 

and must be understood in the context of many youth's collectivistic identities based upon 

identification with a family or clan.236 While one study found maintaining contact with the 

birth family was associated with more perceived support by peers and mentors in the 

receiving country,282 another study found peer support, as well as heritage culture 

competence, did not differ between UASC who kept family contact and those who did not.271  

2.7.2. Family separation 

Separation from family during migration was a prevalent 

trauma206,232,233,236,240,245,250,254,267,285,289 predictive of negative psychological 

outcomes206,248,286,289 and feelings of abandonment in children.286 Separation from both 

parents poses a high risk for the development of severe anxiety,206 depression,206,289 and 

posttraumatic stress,206,248 particularly for girls who were more vulnerable to separation.206,289  

Table 11 Summary of key findings in relation to family separation 

 
Derluyn et al,206 2009 

 

Separation from both parents poses a high risk for the development of severe anxiety, depression, and 

posttraumatic stress, particularly for girls 
 

Geltman et al,248 2005 
 

Separation from family was associated with posttraumatic stress disorder 

Sotomayor-Peterson et 
al,286 2014 

Separation from parents brought sorrow, sadness and a feeling of being abandoned 
 

 
Suarez-Orozco et al,289 

2002 
 

Separated children were more likely to suffer depressive symptoms, especially girls who had a higher risk for 

developing symptoms 
The length of separation was not associated with psychological symptoms 

Interethnic differences in total psychological symptoms due to separation were significant particularly for 
depressive symptoms 

Anxiety, interpersonal functioning, cognitive functioning, and hostility scales did not differ between separated 
children and those in intact families 

Reunification with parents was described as an ambivalent experience, disorientation and feelings of estrangement 
were prevalent complicating relationship development within families 

 

 

 A study examining the separation and reunification experience in migrant children, 

including 189 UASC in the United States, found the length of separation was not related to 

mental health outcomes. Subsequent reunification with parents was an ambivalent 

experience. Emotional distance, unfamiliarity, and disorientation were common factors that 
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complicated the relationship development and fitting into a new family system. Interethnic 

differences in response to separation were significant: Chinese children indicated the lowest 

while Haitian children the highest scores, particularly for depression. Moreover, qualitative 

data revealed substantial inter-individual differences in outcomes depending on the context 

and circumstances of separation and reunification.289   

2.7.3. Social support 

Social support and social embedding were one of the most robust predictors to 

UASC's well-being, and adaptive coping in resettlement.236,240,241,246-

249,257,263,265,268,270,271,275,282,286,292,294,295 Trustful Relationships were critical to youth's 

resilience, essentially shaping UASC's migration trajectories.236 Relationships based on 

acceptance and respect were foundational to feeling emotional, social, and cultural safety, 

facilitating UASC's successful adaptation to the resettlement environment and inclusion into 

the host society.247 Social embedding was a predictor of UASC's well-being and successful 

adaptation to the resettlement environment. Freedom of building relationships was a critical 

factor determining emotional well-being and central in establishing an adult identity, but 

often was constrained immigration policies involving frequent transfers and socially 

excluding, distant locations of housing.241,292,294 Social media was key in maintaining 

relationships with peers, family, and foster family alike, and at the same time a source of 

support and information.241 

 Social support was protective of depression271,275 and accounted for substantial 

variance in anxiety268 but notably was not related to posttraumatic stress symptoms.271 Social 

support was protective of depression in a direct way as well as indirectly through increasing 

heritage and host culture competence that lowered the level of perceived discrimination.271 

The protective effect of social support was more significant to UASC placed in non-ethnic 
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than in like-ethnic foster care as those had a higher self-perception of sociability and were 

more likely to turn to peers for help.275 Social support was a critical adaptive coping 

strategy.240 Trustful peer and mentor relationships were critical to feeling emotional, social, 

and cultural safety—the key to successful acculturation. Feeling accepted and respected by 

acknowledging one's cultural identity and language was critical to UASC's perception of 

safety.247 The experience of social support, as well as the number of sources of social 

support, was not found different in formerly detained UASC compared to children who had 

not been detained.262  

 

Table 12 Summary of key findings in relation to social support 

 

Bates et al,231 2005 
 

Fostering and school peer relationships were both, a considerable challenge and support; challenges included 
cultural differences, discrimination, and harassment, worse for girls 

 
Becker Herbst et al,236 

2018 

Relationships were critical to youth's resilience determining youth's migration trajectory; loss of kin, family 

separation, and thrive for reunification was common  
 

Cardoso,240 2018 
 

Social support was an important adaptive coping strategy 
Social withdrawal as a maladaptive coping strategy lowered psychological functioning 

 
Chase,241 2020 

 

Freedom of building relationships was a critical factor determining emotional well-being and central in 

establishing an adult identity, but often was constrained by immigration through frequent transfers capping ties 
Social media was key in maintaining distant relationships and at the same time a source of support and 

information 
 

Chase,243 2010 
 

Relationships with social workers were described as ambivalent; while they provided safety and security, many 
UASC also felt under constant scrutiny, and were resentful towards social workers' frequent references to and 

attempts to learn more about their past 
 

Eriksson et al,246 2019 
 

Social networks with like-ethnic friends were the most critical, available and long-lasting support source 
facilitating establishment, even more so for UASC who had aged out of service provision 

Building up contacts with non-ethnic natives was challenging for linguistic and cultural reasons but considered 
most critical to becoming established 

Relationships with carers and guardians were both, a source of support and rejection; hence, could facilitate or 
hinder a youth's establishment 

 
Eriksson et al,247 2019 

 

Trustful peer and mentor relationships and feelings of acceptance and respect were critical to feeling emotional, 

social and cultural safety which facilitated UASC's successful adaptation to the resettlement environment and 
inclusion into the host society 

The staff of the residential centers provided UASC with emotional safety and availability, social support, and 
helpful strategies for active coping through emotion regulation 

 
Geltman et al,248 2005 

 

Despite like-ethnic peer-support which was perceived helpful, a quarter of UASC felt lonely and socially isolated 

 
Goodman,249 2004 

 

Peer relationships were a critical protective factor 

Kalverboer et al,257 

2017 
 

Trustful relationships and friendships were important sources of well-being  

Social embedding was critical to UASC well-being and successful adaptation to the resettlement environment 
UASC in foster care felt more included into the host society than those living in group homes or residential 

centers who suffered lack of affectionate care, mentorship, social exclusion, and a sense of stability—essentially 
lacking supportive conditions to their development  
 

Loughry et al,262 2001 
 

The experience of social support, as well as the number of sources of social support, was not found different in 
formerly detained UASC compared to native Vietnamese children who had not been detained 

 
Luster et al,263 2008 

 

Social support and supportive relationships with adults were critical to UASC successful adaption in resettlement 

Mels et al,265 2008 

 

The loss of psychosocial and emotional support by parents though was distressing 

Social support was an important contributor to UASC's by enhancing UASCs' self-esteem through acceptance by 
native peers 

Staff at reception centers and like-ethnic peers were the most important resources of social support contrary to 
non-ethnic peers who were not perceived supportive 
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Michelson et al,266 2009 
 

Post-migration stressors included social adversity resulting from living alone 

Müller et al,268 2019 
 

Low levels of social support within the family in the receiving country were positive predictors for psychological 
distress  

Social support in the host country accounted for substantial variance in anxiety 
 

Omland et al,270 2018 
 

Maintaining social relationships with like-ethnic and non-ethnic peers and supporting families back home 
including sending remittances were central to UASC when constructing the meaning of their lives in resettlement  

 
Oppedal et al,271 2015 

 

Social support had an indirect protective effect on depression through increasing cultural competence, which 

lowered the level of perceived discrimination 
Social support showed no correlation with posttraumatic stress symptomatic 

Despite suffering high levels of depressive and war-related intrusive symptoms, UASC managed acculturation 
related tasks such as developing cultural competence and were quite successful in establishing social support 

networks 
  

Oppedal et al,272 2012 
 

Despite a high level of psychiatric symptom presentation, UASC were maintaining like-ethnic group networks of 
support progressing in their acculturation process and develop cultural competence 

Acculturation hassles and culture competence accounted for substantial variance in depression, over and above the 
impact of war-related traumatic events. Higher acculturation stressors correlated with more severe depressive 

symptom expression, whereas culture competence decreased the risk for depressive symptoms 
 

Porte et al,275 1987 
 

Social support was protective to depression; the effect was more significant to UASC placed in non-ethnic than 
those in like-ethnic foster care as those had a higher self-perception of sociability and were more likely to turn to 

peers for help 
 

Sierau et al,282 2019 
 

Low levels of perceived social support from mentors were associated with higher levels of posttraumatic stress 
symptomatic, depression, and anxiety 

Lower levels of perceived peer support resulted in a stronger association between stressful life events and anxiety  
Despite geographical restraints, family support was the most important source of support followed by peers, and 

mentors; maintaining contact with the heritage family was associated with more perceived support by peers and 
mentors in the receiving country  

 
Sirriyeh et al,283 2018 

 

Through continuity of affectionate care, foster carers can provide emotional, legal, and social recognition 

foundational to the development and well-being of UASC, and can facilitate the transition to institutional 
adulthood 

Affectionate care might provide compensatory social recognition of individual skills and contributions and assert 
UASC's agency and self-esteem to compensate for the lack of legal recognition 

 
Sotomayor-Peterson et 

al,286 2014 
 

Maintaining transnational ties was an important resource of strength, positively affecting UASC's well-being. 

Vervliet et al,290 2014 
 

Daily stressors in resettlement included social relationships with peers and adults which could be both, a resource 
and a challenge 

 

Vervliet et al,292 2014 

 

Connectedness and social support especially to other young refugee mothers and their own child were critical to 

coping  
Motherhood provided an opportunity to socially connect, perspective, maturity, and self-confidence  

Social isolation stemmed from constrained free time as a mother  
Frequent transfers to other housing negatively affected the ability to build social networks 

 
Zijlstra et al,294 2020 

 

The unavailability of social workers and frequent changes of social workers and guardians resulted in perceived 

emotional neglect of UASC; neglect mainly referred to an inadequate child-rearing environment, the lack of 
supervision, practical and emotional support 

Instability of living arrangements, frequent relocations, and social exclusion due to distant locations of residential 
settings adversely impacted the ability to build social support networks  

 
Zijlstra et al,295 2019 Those UASC who feel loved and cared for, respected and stimulated in their development were having fewer 

emotional problems 
Quality of child-rearing environment was significantly higher for children in foster care than in large reception 

facilities  
 

 

 Despite regular involvement in peer-activities, UASC felt lonely and socially 

isolated.248 Social adversity among UASC was not uncommon and resulted from living 

alone266 or social isolation due to constrained free time as a teenage refugee mother.292 Social 

withdrawal as a maladaptive coping strategy negatively impacted psychological outcomes.240 

Social stressors were essential sources of distress in the postmigration context. While social 
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relationships with peers and adults overwhelmingly were a resource, they could also be a 

challenge.290  

2.7.4. Foster care relationships 

Table 13 Summary of key findings in relation to foster care relationships 

 

Bates et al,231 2005 

 

Foster relationships were both, supportive and a considerable challenge due to cultural differences and difficult 

child-parent relations 
 

Chase,241 2020 
 

Relationships with foster parents were central in UASC's identity formation and process of acquiring adulthood 
 

Kalverboer et al,257 
2017 

 

UASC in foster care felt more included in the host society than those living in other types of placements; social 
embedding was critical to UASC well-being and successful adaptation to the resettlement environment 

 
Müller et al,268 2019 

 

Low levels of social support within the family in the receiving country were positive predictors for psychological 

distress  
Social support in the host country accounted for substantial variance in anxiety 

 
Sirriyeh et al,283 2018 

 

Through continuity of affectionate care, foster carers can provide emotional, legal, and social recognition 

foundational to the development and well-being of UASC, and can facilitate a transition to institutional adulthood 
 

Zijlstra et al,295 2019 Quality of child-rearing environment was significantly higher for children in foster care than in large reception 
facilities; affectionate care was associated with fewer emotional problems in UASC 

 
Porte at al,275 1987 

 

The protective effect of social support for depression was more significant to UASC placed in non-ethnic than those 

in like-ethnic foster care as those had a higher self-perception of sociability and were more likely to turn to peers for 
help 

 

 

Foster care relationships provided the highest quality of child-rearing environment compared 

to other types of placement.257,295 Fostering relationships were highly supportive to 

UASC,231,241,257,283 nurturing their social embedding in the host society257 and establishment 

of an adult identity.241 A low level of social support within the family in the receiving country 

was associated with psychological distress in UASC.268 Social support was more protective 

of UASC placed in non-ethnic Caucasian foster care than those in like-ethnic foster care. 

UASC in like-ethnic foster care had a higher self-perception of sociability and were more 

likely to turn to peers for help.275 Although, fostering relationships could also pose a 

considerable challenge due to cultural differences and difficult child-parent relations.231  

2.7.5. Mentoring relationships 

Table 14 Summary of key findings in relation to mentoring relationships 

 
Eriksson et al,247 

2019 
 

Trustful mentor relationships and feelings of acceptance and respect were critical to feeling emotional, social and 

cultural safety which facilitated UASC's successful adaptation to the resettlement environment and inclusion into the 
host society 
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The staff of the residential centers provided UASC with emotional safety and availability, social support, and helpful 
strategies for active coping through emotion regulation 

 
Kalverboer et al,257 

2017 
 

UASC living in group homes or residential centers suffered lack of affectionate care and mentorship, social 

exclusion, and a sense of stability—essentially lacking supportive conditions to their development—compared to 
their fellow unaccompanied peers in foster care 

 
Luster et al,263 2008 

 

Social support and supportive relationships with adults were critical to UASC successful adaption in resettlement 

Sierau et al,282 2019 

 

Low levels of perceived social support from mentors were associated with higher levels of posttraumatic stress 

symptomatic, depression, and anxiety 
 

Zijlstra et al,294 2020 
 

The unavailability of social workers and frequent changes of social workers and guardians resulted in perceived 
emotional neglect of UASC; neglect mainly referred to an inadequate child-rearing environment, the lack of 

supervision, practical and emotional support 
 

Zijlstra et al,295 2019 Those UASC who feel loved and cared for, respected and stimulated in their development were having fewer 
emotional problems 

 

 

Trustful and supportive mentoring relationships with adults were critical to UASC's 

emotional well-being and successful adaption to the resettlement environment.247,257,263,282 

Professionals carers like teachers, legal guardians, and social workers provided a secure base, 

and emotional support on a daily basis. Trustful mentor relationships, feelings of acceptance, 

and respect were fundamental to emotional, social, and cultural safety, which facilitated 

UASC's successful adaptation to the resettlement environment and inclusion into the host 

society.247 Those UASC who feel loved and cared for, respected, and stimulated in their 

development had fewer emotional problems.295 Low levels of perceived social support from 

mentors were associated with higher levels of posttraumatic stress symptomatic, depression, 

and anxiety in UASC.282 UASC in semi-independent placements, residing in group homes or 

residential centers suffered lack of affectionate care and mentorship which negatively 

affected their emotional well-being resulting in feelings of sadness and loneliness, social 

exclusion, and a sense of stability—essentially lacking supportive conditions to their 

development—compared to their fellow unaccompanied peers in foster care.257 Frequent 

changes and the unavailability of professional carers like social workers and guardians as a 

form of institutional violence resulted in lack of supervision, and practical and emotional 

neglect putting children at risk of psychological distress, self-harming behavior, substance 

abuse, and concentration problems leading to school absentism.294 



 102 

 Nonetheless, the relationship to professional carers and guardians was both a source 

of support but also rejection, hence, could facilitate or hinder a youth's establishment. Lack of 

trust and misunderstanding were common reasons for perceived rejection in UASC.246,257 

Relationships with professional carers provided safety and security. Still, many UASC also 

felt under constant scrutiny and were resentful towards social workers' frequent references to 

and attempts to learn more about their past.243 Nonetheless, the staff at the reception centers 

was an indispensable source of social support247,265 providing helpful strategies for positive 

coping through emotion regulation and reflective coping.247   

2.7.6. Peer relations 

Table 15 Summary of key findings in relation to peer relations 

 

Bates et al,231 2005 
 

School peer relationships were both, a considerable challenge and support; challenges included cultural differences, 
discrimination, and harassment, worse for girls 

 
Chase,241 2020 
 

Freedom of building relationships was a critical factor determining emotional well-being and central in establishing 
an adult identity, but often was constrained by immigration through frequent transfers capping ties 

Social media was key in maintaining distant relationships and at the same time a source of support and information 
 

Eriksson et al,246 
2019 

 

Social networks with like-ethnic friends were the most critical, available and long-lasting support source facilitating 
establishment, even more so for UASC who had aged out of service provision 

Building up contacts with non-ethnic natives was challenging for linguistic and cultural reasons but considered most 
critical to becoming established 

 
Eriksson et al,247 

2019 
 

Trustful peer relationships and feelings of acceptance and respect were critical to emotional, social and cultural 

safety which facilitated UASC's successful adaptation to the resettlement environment and inclusion into the host 
society 

 
Geltman et al,248 

2005 
 

Despite like-ethnic peer-support which was perceived helpful, a quarter of UASC felt lonely and socially isolated 

 

Goodman,249 2004 
 

Peer relationships were a critical protective factor 

Omland et al,270 2018 
 

Maintaining social relationships with like-ethnic and non-ethnic peers were central to UASC when constructing the 
meaning of their lives in resettlement  

 
Porte at al,275 1987 

 

Peer support was protective to depression; the effect was more significant to UASC placed in non-ethnic than those 

in like-ethnic foster care as those had a higher self-perception of sociability and were more likely to turn to peers for 
help 

 
Sierau et al,282 2019 

 

Lower levels of perceived peer support resulted in a stronger association between stressful life events and anxiety  

 
Vervliet et al,292 2014 

 

Connectedness and social support to other young refugee mothers were critical to coping providing perspective, and 

self-reassurance 
 

 

 Peer relationships were a vital protective factor to UASC's emotional well-

being.231,241,246-249,265,270,275,282,292 and constructing the meaning of their life in resettlement.270 

Trustful peer relationships, in which UASC felt respected and accepted, were critical to their 
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emotional safety,247 and an imperative contributor to UASC's self-esteem265 allowing for 

successful acculturation.247 Like-ethnic peers were the most important, available, and long-

lasting resources of social support246,265,270 facilitating establishment, access to job 

opportunities, and other resources in the host country— even more so for young adult 

refugees who had aged out of service.246 Peer networking and support of vulnerable 

subgroups among UASC, like young teenage mothers, were particularly relevant and 

provided an opportunity to connect and exchange socially but offered perspective, 

reassurance, and self-confidence critical to positive coping.292 Freedom of building 

relationships was a determining factor of emotional well-being UASC and central in 

establishing an adult identity but often was constrained by immigration through frequent 

transfers capping ties.241,292 Despite impeding levels of depressive and war-related intrusive 

symptoms, UASC managed acculturation associated tasks such as developing cultural 

competence and were quite successful in establishing social support networks across heritage 

and host cultural groups underlining the importance of peer relationships.271,272   

 Peer support was found as a mediator in the relationship between exposure to 

traumatic life events and anxiety. Perceived lower levels of supportive peer relationships 

resulted in a stronger association between exposure to adverse events and anxiety.282 Peer 

support was a predictor for lower levels of depression. The protective effect of peer support 

on depression was more relevant to UASC placed in non-ethnic than those in like-ethnic 

foster care as those had a higher self-perception of sociability and were more likely to turn to 

peers for help.275 However, undeterred by like-ethnic peer-support perceived helpful, a 

quarter of UASC felt lonely and socially isolated.248 Building contacts with non-ethnic peers 

were challenging for linguistic and cultural reasons but considered most critical to becoming 

established;246 they did270 or did not provide perceived helpful support.265 School peer 
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relationships were both, supportive friendships and a source of distress due to cultural 

misunderstandings, discrimination, and ethnic harassment which was worse for girls.231 

2.7.7. Education 

Education was central to constructing the meaning of their lives in resettlement270 and 

often an initial driver for migration.236 Educational aptitude was considered a principal 

indicator of successful adaptation to the resettlement by both UASC and their carers.263 

Distraction through school offered a welcomed coping opportunity.265 Education and learning 

were found key normalizing experiences to re-establish a sense of routine, predictability, and 

stability central to UASC's well-being.242,257 Education was critical to the ability to develop a 

projected self and imagining prospects.242,257  

 UASC was highly motivated to acquire education and training.257,270,273,292 Adjusting 

to the school environment and gathering language skills, though, were challenging. School 

peer relationships were both supportive and a source of distress due to racial discrimination, 

which had a greater negative effect on girls.231 Educational challenges of UASC were broad 

and included interrupted or incomplete education, exposure to pre- and postmigration 

stressors, being without an established social support network,273 and low educational 

attainment.237  Evidence on the relationship between low educational attainment and mental 

health was not clear. Two studies found an association of low educational attainment with a 

higher risk for common mental disorders237 and late-onset PTSD,285 while other studies did 

not establish a relationship with anxiety, depression, externalizing symptoms,256 or 

inconsistency in trauma reports.288  

Table 16 Summary of key findings in relation to education 

 
Bates et al,231 2005 

 

Adjusting to the school environment and gathering language skills were challenging 

School peer relationships were both supportive and a source of distress, particularly due to cultural differences, 
discrimination, and harassment. The latter was worse for females 

 
Bean et al,234 2006 

 

Mental health service referral was less driven by UASCs self-perceived needs rather than teacher's assessments 

which was predicted by symptom severity 
Teacher and guardians discerned mental health service needs in only about one-third of the UASC resulting in a 

large service gap of almost half of the UASC whose needs had not been met 
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Becker Herbst et al,236 

2018 
 

Education was often an initial driver for migration  

 

Bjorkenstam et al,237 
2020 

 

Low educational level was associated with a higher risk for common mental disorders 
 

Chase,242 2013 

 

Education and learning were found key normalizing experiences to re-establish a sense of routine, predictability, a 

place of belonging, and stability central to UASC's well-being  
Education was critical to the ability to develop a projected self and imagining future prospects 

Nurturing and developing a sense of self and purpose were found important therapeutic aspects and preferred over 
trauma-orientated approaches 

 
Geltman et al,248 2005 

 

While unaccompanied Sudanese minors did well in school and overall showed good resilience, functional and 

behavioral difficulties manifested in functioning at home and in subjective health 
 

Jensen et al,256 2014 Educational attainment was found unpredictive for anxiety, depression or externalizing symptoms 
 

Kalverboer et al,257 
2017 

 

Education was central to the well-being of UASC providing routine and a sense of stability 
UASC were highly motivated for acquiring education and training, showing considerable resourcefulness for new 

opportunities; education was seen key in imagining better prospects 
Placement in foster care was associated with a higher likelihood of regular school attendance  

 
Luster et al,263 2010 

 

Educational aptitude was considered a key indicator of successful adaptation to the resettlement by both, UASC 

and their foster parents 
 

Mels et al,265 2008 
 

Distraction through school offered a welcomed coping mechanism 

Michelson et al,266 
2009 

 

No UASC was referred by educational facilities 

Omland et al,270 2018 

 

Education was central to constructing the meaning of UASC's lives in resettlement 

Psychosocial problems including sleeping disturbances and anxiety impeded educational success in many 
participants 

 
Pastoor,273 2015 

 

Educational challenges of UASC were broad and included interrupted or incomplete education, exposure to pre- 

and postmigration stressors, being without an established social support network  
Despite a high motivation for education many UASC faced psychological and academic challenges, some were at 

risk of dropping out of school, and needed individually tailored additional education as well as psychosocial and 
mental health support requiring proper identification and referral; many were suffering sleeping disturbances that 

impaired their ability to engage in education 
Teachers felt unprepared and lacking resources to manage comprehensive representational roles beyond being an 

educator, identifying and dealing with psychological distress and psychosocial needs of refugee students  
Existing school structures lacked adequate identification and monitoring of psychological distress in refugee 

students as well as referral pathways to mental health services 

 

Porte at al,275 1987 
 

Placement in like-ethnic foster care was associated with better academic performance and perception of self-
assertiveness 

 
Smid et al,285 2011 

 

Low educational attainment (3 or fewer years of schooling) associated with late-onset PTSD 

 
Sourander,287 1998 

 

Younger age (6-14 years) was related to higher levels of behavior problems; externalizing scores, social problems, 

attention problems, and aggressivity  
Spinhoven et al,288 

2006 
 

Inconsistency in trauma reports was not associated with educational attainment 

Vervliet et al,292 2014 
 

High motivation of the young refugee mother's for going to school or work reportedly was interfering with their 
parental challenges 

 

 

 Sustaining educational opportunities was challenging, particularly around reaching 

the institutional majority's age, resulting in a re-emerging sense of insecurity.242 Placement in 

foster care was associated with a higher likelihood of regular school attendance.257 UASC 

placed in like-ethnic foster care indicated better academic performance and had a better 

perception of self-assertiveness and self-control concerning succeeding in school than UASC 

in non-ethnic settings.275  
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 Despite a high motivation for education, many UASC faced psychological and 

academic challenges.270,273,292 Psychosocial problems, including sleeping disturbances270,273 

and anxiety,270 impeding the ability to engage in learning.273 Behavior problems, anti-social 

problems and aggressivity, and attention problems, which were more frequently found in 

younger UASC of 6-14 years of age,287 are likely to impact schooling.  

 Teachers felt unprepared and lacking resources to manage comprehensive 

representational roles beyond being an educator and identifying and dealing with the 

psychological distress and psychosocial needs of refugee students. Existing school structures 

had a lack of adequate identification and monitoring of psychological distress in refugee 

students,273 and referral pathways to mental health services.266,273 In a large-scale Dutch study 

teacher's assessment was critical, but teacher and guardians discerned mental health service 

needs in only about one-third of the UASC, which resulted in a large service gap of almost 

half of the UASC whose needs had not been met.234  

2.7.8. Placement 

Table 17 Summary of key findings in relation to placement 

 
Bates et al,231 2005 

 

Fostering relationships were both, a considerable challenge in terms of child-parent relationship and cultural 

differences, and support.  
 

Bean et al,235 2007 
 

Placement in large reception centers was associated with significantly more psychological distress  

Bronstein et al,238 2012 
 

Placement in semi-independent care was predictive for higher scores on the RATS compared to placement in 
foster care 

The total number of placements was not found associated with the RATS score 
 

Chase,241 2020 
 

Residing in illegality was common before being detained or repatriated  

Derluyn et al,244 2007 
 

UASC living alone scored the lowest for externalizing behavior, like those in foster care, as well as for depression  

Geltman et al,248 2005 
 

Living in a group home or in a foster family not with the same ethnic background correlated with PTSD 
 

Hodes et al,250 2008 
 

Low supportive care in semi-independent and independent living arrangements were strong predictors for PTSD  

Jakobsen et al,253 2017 
 

Transfer to adult reception centers due to age disputes was associated with significantly higher levels of 
psychological distress at 15- and 26-months follow-up compared to those who stayed in reception facilities for 

youth 
 

Jensen et al,256 2014 Placement in small group homes where UASC are provided with adequate supervision covering their 
psychosocial needs was supportive to mental health recovery  

 
Kalverboer et al,257 

2017 
 

Foster care was found most protective to the mental health of UASC compared to other placement types 

Placement in semi-independent living arrangements and in large reception centers correlated with lack of 
adequate support, stability, and affectionate care, the latter deemed inadequate for children  

 
Mels et al,265 2008 

 

Asylum centre staff was an important resource of social support 

Michelson et al,266 2009 A substantial number of UASC were living alone in social isolation 
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Müller et al,268 2019 

 

Postmigration stressors such as lower levels of social support within the family in the reception country were 

positive predictive to psychological distress 
  

Porte at al,275 1987 
 

Placement in non-ethnic foster care or in group homes was significantly associated with a higher CES-D score 
compared to placement in like-ethnic foster families  

Placement in like-ethnic settings was associated with better academic performance and perception of self-
assertiveness.  

Social support, particularly peer support, was protective of depression; the effect was more significant to UASC 
placed in non-ethnic than those in like-ethnic settings. UASC placed in like-ethnic foster care had a higher self-

perception of sociability and being able to make friends and were more likely to turn to peers for help 
 

Reijneveld et al,276 2005 
 

Unaccompanied adolescent asylum-seekers held in restricted settings showed higher levels of anxiety and 
depression than those held in settings which provide more autonomy  

Girls were more vulnerable to being held in restricted settings 
 

Sanchez‐Cao et al,279 
2013 

 

Utilization of mental health services was not associated with the placement   
 

Seglem et al,280 2011 

 

Foster care was predictive for lower levels of depression 

Sirriyeh et al,283 2018 

 

Foster carers can provide essential emotional, social, and legal recognition critical to nurture development, 

agency, and well-being in UASC in compensation for the lack of their legal and social recognition 
 

Sotomayor-Peterson et 
al,286 2014 

 

The number of days spent in a shelter was positive predictive for depression.  
 

Sourander,287 1998 

 

Time spent in reception centers was perceived as empty and long, child-appropriate activities, rehabilitative 

services, and adequate care were absent 
 

Vervliet et al,290 2014 
 

Housing and homelessness were a common daily stressor in resettlement, and as such predictive to an increased 
risk for depression, anxiety, and PTSD 

  
Vervliet et al,292 2014 

 

Teenage asylum-seeking mothers suffered from constrained living conditions in reception centers inadequate for 

raising a child 
 

Zijlstra et al,294 2020 
 

UASC placed in restricted reception centers were exposed to troubling levels of violence, neglect, physical and 
emotional abuse leading to psychological distress including self-harming behavior and substance abuse 

Instability of living arrangements and frequent changes of social workers and guardians, social exclusion due to 
distant locations of residential settings, negatively impacted the ability to build social support networks critical to 

UASC's well-being 
 

Zijlstra et al,295 2019 Placement in large reception facilities with the lowest quality of the child-rearing environment was related to the 
highest mental health problems and at the same time poor access to care compared to other placement types 

Younger age at arrival was associated with a higher chance of being placed in a highly supportive child-rearing 

environment  

Affectionate care, feeling respected and stimulated in the development was supportive to the well-being of UASC 
  

 

Placement determined the quality of the child-rearing environment, which was a 

robust predictor for mental health outcomes.235,238,250,253,276,280,294,295 Younger age at arrival 

was associated with a higher chance of being placed in a highly supportive child-rearing 

environment.257,295 Quality of supervision was instrumental to UASC's well-being;256,257,268,295 

those who felt loved and cared for, respected, and stimulated in their development were 

having fewer emotional problems.295 Lower levels of support and lower quality of care, such 

as lack of affectionate care across all types of placements, were predictive to negative 

psychological outcomes in UASC.231,250,256,257,265,268,287,294,295 Housing was a common post-

migratory daily stressor,290,292 and as such, increasing the risk for depression, anxiety, and 
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PTSD in UASC.290 Living in illegality before being detained or repatriated was prevalent.241 

Instability of living arrangements due to frequent transfers,292,294 changes of social workers 

and guardians, and socially exclusionary distant locations of residential settings were 

detrimental to the ability to build social support networks critical to UASC's well-being.294  

 UASC residing in large, low-care reception facilities, which provided the lowest 

quality of child-rearing, experienced the highest levels of psychological distress,235,253,276,295 

and violence,276,294 compared to fellows living in other forms of placements. At the same 

time, supervision294 and access to care were poor.295 Time spent in reception centers often 

was long and perceived as empty, lacking child-appropriate activities, rehabilitative services, 

and care;287 staff though was a vital resource of social support.265 Practical and emotional 

neglect through the unavailability of social workers put UASC at risk of psychological 

distress, self-harming behavior, substance abuse, and concentration problems leading to 

school absenteeism.294 UASC in restricted reception facilities had higher levels of anxiety 

and depression than those held in facilities that provide more autonomy.276 Girls were more 

vulnerable to restricted settings than boys showing higher anxiety levels;276 teenage mothers, 

in particular, suffered from constrained living conditions inadequate for raising a child.292  

 Placement in adult reception centers due to age disputes was associated with 

significantly higher levels of psychological distress at 15- and 26-months follow-up 

compared to those who stayed in reception facilities for youth.253 Placement in youth 

reception facilities alluded feelings of social exclusion, lack of affectionate care and adult 

mentorship, and was deemed inadequate to children who reported exposure to peer substance 

abuse, an increased risk of dropping out of school and truancy, and unsuitable living 

conditions due to noise and unhygienic conditions.257  

 Placement in semi-independent care, like small group homes, was associated with 

high levels of total mental health problems,295 PTSD,238,248,250 and higher levels of depression 



 109 

than placement in like-ethnic foster families.275 UASC living in semi-independent care 

experienced a lack of social support, affectionate care, and a sense of stability—essentially 

lacking supportive conditions to their development.257 In contrast, a Norwegian longitudinal 

study showed persistent high levels of mental problems in UASC over two years in 

resettlement but with considerable individual variation. Those who indicated recovery signs 

had resided in small group homes provided with adequate supervision covering UASC's basic 

psychosocial needs.256 

 A British study found a substantial number of UASC exposed to social adversity, 

living alone in social isolation;266 which was associated with PTSD.248 Contrary, one study 

found those living alone scored the lowest for depression and, similar to UASC in foster care, 

for externalizing behavior.244 

 Foster care was found most protective to the mental health of UASC235,238,244,257,295 

280,283 due to a highly supportive environment of foster parents and friends, social embedding, 

and self-reported positive school experience.257 Foster care was related to lower levels of 

depression,280 externalizing behavior,244 and exposure to violence.294 Placement in a family 

not from the same ethnic background was significantly associated with higher levels of 

depression275 and posttraumatic stress248 compared to placement in like-ethnic foster families. 

UASC placed in like-ethnic foster care indicated higher academic performance and had a 

higher self-perception of self-assertiveness, sociability, and more likely to turn to peers for 

help.275 

 One study did not find a relationship between the number of placements and high 

scores for posttraumatic stress symptomatic.238 Placement did not differ between those who 

had contact with mental health services and those who did not.279 
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2.8. The Societal/ Structural Level 

2.8.1. Exposure to violence 

Table 18 Summary of key findings in relation to violence 

 

Bean et al,232 2006 
 

Strong dose-response relationship between exposure to traumatic events and PTSD 
  

Bean et al,233 2007 
 

The number of adverse events was predictive for internalizing behavior and traumatic stress reactions 
  

Bean et al,235 2007 
 

The number of self-reported stressful life events was a strong predictor for psychological distress at the one-year 
follow-up 

Bronstein et al,238 2012 
 

Cumulative exposure to adversities was predictive for a higher symptom severity of higher RATS scores  
 

Bronstein et al,239 2013 
 

The number of premigration traumas was highly predictive for emotional and behavioral problems 

Cardoso,240 2018 
 

Violence perpetrated by caregivers, and gang-members created an omnipresent fear and hypervigilance in UASC 
amplified by a lack of institutional protection; adversities such as gang-violence and immigration detention 

continued in the resettlement context in the US  
UASC reported extensive grief about the whereabouts and well-being of family members left behind 

 
Derluyn et al,244 2007 

 

The number of traumatic events was highly predictive for anxiety, depression, emotional problems, and 

posttraumatic stress symptomatic 
 

Derluyn et al,206 2009 
 

The number of adverse events was significantly related to psychopathology on all subscales (HSCL-37A, RATS) 
including externalizing problems  

Separation from family poses a high risk for the development of severe psychopathologies like anxiety, 
depression, and posttraumatic stress particular to girls who were affected more except for externalizing problems 

 
Ehntholt et al,245 2018 

 

The number of traumatic experiences was related to the severity of posttraumatic symptom expression, 

particularly intrusion symptomatic 
Being detained and tortured prior to migration increased the mental distress developed in immigration detention 

 
Huemer et al,251 2011 

 

War affliction was found a predictor of PTSD controlling for age and gender 

 
Huemer et al,252 2013 

 

UASC exposed to multiple adversities reported low levels of psychopathology and high levels of personality 

dimensions correlating with resilience at the YSR although these may rather be questionable and mirror UASC's 
tendency of sophisticated self-control and purposeful cognitive denial of distress 

 
Jensen et al,254 2015 

 

The number of stressful life events was associated with PTSD, as well as higher scores for depression and anxiety 

but unrelated to externalizing scores on the HSCL-37A   
  

Jensen et al,255 2019 
 

The number of stressful life events correlated with higher levels of anxiety, depression, and posttraumatic stress 
symptoms, but not externalizing problems 

 
Jensen et al,256 2014 Self-reported adverse events significantly increased over the study period of 18 months within two years after 

arrival. The change in reporting of adverse events was associated with higher posttraumatic stress but not for 
anxiety, depression or externalizing problems 

 
Keles et al,258 2016 Exposure to pre-migratory war-related trauma was predictive for depression in UASC 

 
Keles et al,260 2018 The number of the pre-migratory adverse event did distinguish the clinical from the health cluster suggesting that 

the number of experienced adversities may influence their mental health trajectory; UASC in the clinical cluster 
indicated high numbers of pre-migratory traumas and persistently high levels of depression 

 
Loughry et al,262 2001 

 

Formerly detained UASC indicated lower levels of externalizing symptoms than those who had not been detained 

while no differences were found for internalizing scores 
 

Michelson et al,266 2009 
 

UASC were exposed to a higher number of adverse events, and n concordance presented higher levels of PTSD 
and bereavement compared to accompanied children 

 
Mueller-Bamouh et 

al,267 2016 
 

An individual aggressive trait and exposure to family violence were independent predictors for aggressive 

behavior in UASC while exposure to organized violence was not predictive for aggressive acts 
Exposure to both family violence and organized violence significantly raised the severity of PTSD  

 
Müller et al,268 2019 

 

The number of stressful life events significantly predicted all HSCL-37 subscales (depression, anxiety, 

internalizing problems) except the externalizing subscale and PTSD 
Exposure to stressful life events was significantly higher in unaccompanied than accompanied children and higher 

in older children  
 

Oppedal et al,271 2015 
 

More than half of the UASC exposed to war-related adversities suffered from intrusive symptoms 

Oppedal et al,272 2012 
 

Exposure to war-related traumas was related to intrusive symptomatic  
 

Seglem et al,280 2011 Depressive and war-related posttraumatic symptom expression correlated significantly 
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Skardalsmo et al,284 

2015 
 

Exposure to early interpersonal violence at home or in school that tended to be brutal resulted in severe emotional 

distress, intrusive memories, and living in constant fear and threat 
 

Smid et al,285 2011 
 

Exposure to adverse events was associated with late-onset PTSD, although UASC with late-onset PTSD reported a 
lower number of experienced traumatic events than those having PTSD at baseline 

The association between cumulative exposure to adversities and symptom severity in late-onset PTSD was fully 
mediated by depressive and anxiety symptoms at baseline  

 
Sotomayor-Peterson et 

al,286 2014 
 

Separation from family correlated with feelings of being abandoned, sadness, and sorrows 

Sourander,287 1998 
 

Experiences of persecution or disappearance or death of parents did not correlate with CBCL total mean scores, 
internalizing or externalizing subscores 

 
Spinhoven et al,288 

2006 
 

Reports of sexual abuse, death of a loved one, and exposure to a war situation or armed military conflict were less 

inconsistent than witnessing physical violence, unwanted separation from family, and disaster 
 

Stotz et al,220 2015 
 

A higher number of stressful life events was positive predictive for posttraumatic symptom severity and higher 
levels of guilt and shame 

Vervliet et al,290 2014 
 

The number of traumatic experiences was associated with a higher level of anxiety and PTSD but not of 
depression, which positively correlated with daily stressors  

 
Vervliet et al,291 2014 

 

Exposure to traumatic events significantly correlated with posttraumatic, depressive and anxiety symptom 

expression; the severity of psychological distress in UASC at the time of arrival was high 
 

Vervliet et al,292 2014 
 

Emotional difficulties in young unaccompanied refugee mothers resulted from past but also ongoing exposure to 
stressful events as a refugee, becoming or being a mother due to lack of knowledge and uncertainty, and being 

separated to their families; nearly a third of the pregnancies resulted from sexual violence mostly in prostitution 
and forced marriage 

 
Völkl-Kernstock et 

al,293 2014 
 

The number of adverse events was positive predictive for posttraumatic symptom expression showing a significant 

result for exposure to life-threatening incidents, school violence, disaster, fire, and drug traffic; boys were more 
vulnerable to suffer adversities 

 

 

The level of cumulative exposure of UASC to a broad range of violence overall was 

high. Pre- and peri-migration traumas most commonly mentioned were 

separation206,232,233,236,240,245,250,254,285 or loss of family members,220,232,233,238,245,253-

255,266,267,285,287,291,293 physical,206,232,233,238,245,253,254,285,287,290,291 or sexual 

abuse,206,232,233,238,245,250,261,266,268,290,292 witnessing violence,232,240,255,266,268,285,287,290 and 

exposure to war and conflict,220,233,236,238,254,255,267,285,290,293 family violence,220,267,268 

torture,220,245,266,267 detention,245,253 imprisonment, and abduction.268 UASC had a greater risk 

of exposure to traumatic life events than accompanied refugee children.206,220,233,268 

Qualitative data revealed that early interpersonal violence at home or in school tended to be 

brutal and resulted in severe emotional distress, intrusive memories of UASC living in 

constant fear and threat.284 Evidence on gendered vulnerabilities to violence and abuse is 

unclear, either girls206 or boys293 were considered more vulnerable to suffer traumatic events. 

Girls were more likely to experience certain forms of abuse, such as sexual violence.206,233 
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Family separation was highly distressing,206,248,286,289 results in a feeling of being 

abandoned,286 and severe psychopathology particular in girls.206,289 

 Cumulative exposures to adversities before and during migration and emanating 

sequelae were robust predictors for psychological distress in UASC,206,220,232,233,235,238-

240,244,245,251,254-256,258-260,266-268,271,272,284,285,290,291,293 supporting a strong dose-response 

relationship of the number of experienced traumatic events with posttraumatic stress 

symptomatic,206,220,232,233,238,244,245,251,254-256,266-268,271,272,285,290,291,293 

depression,206,244,254,255,258,260,268,291 anxiety,206,244,254,255,268,276,290,291 guilt and shame,220 

extensive grief,240 and bereavement266 about lost or left behind family members, and 

behavioral problems.206,239,267 One study examining resilience and acculturation in UASC 

found that the number of pre-migratory adverse events did distinguish the clinical from the 

healthy cluster suggesting that the number of experienced adversities may influence UASC's 

mental health trajectory; the clinical cluster indicated high numbers of pre-migratory traumas 

and persistently high levels of depression.260 Contrary, a longitudinal cohort study found the 

number of traumatic experiences associated with a higher level of anxiety and PTSD but not 

depression, which only correlated with daily stressors in resettlement.290 War-related 

posttraumatic symptom expression and depression correlated significantly.280 Being detained 

and tortured prior to migration increased the mental distress developed in immigration 

detention.245 However, formerly detained UASC indicated lower levels of externalizing 

symptoms than those who had not been detained while no differences were found for 

internalizing scores.262  

 Existing evidence on the relationship between exposure to adversities and 

externalizing problems is unclear. While two studies found a significant association between 

exposure to traumatic life events and externalizing problems,206,239 another study found 

family violence but not organized violence an independent predictor for aggressive behavior 
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in UASC beyond individual aggressive traits.267 No association of the number of traumatic 

life events and externalizing scores on the HSCL-37A was reported by three studies. 

However, the number of traumatic life events significantly predicted all other HSCL-37A 

subscales (depression, anxiety, and internalizing problems).254,255,268 Moreover, while no 

differences were found for internalizing scores, formerly detained UASC indicated lower 

levels of externalizing symptoms than those who had not been detained.262  

 One study did not find the experience of adversities like persecution or disappearance 

or death of parents predictive of psychological distress in UASC.287 Another study exploring 

personality and psychopathology in UASC found that despite exposure to multiple adversities 

UASC reported low levels of psychopathology and high levels of personality dimensions 

correlating with resilience at the YSR although these may rather be questionable and mirror 

UASC's tendency of sophisticated self-control and purposeful cognitive denial of distress.252 

 Longitudinal and follow-up studies confirm the strong relation between cumulative 

exposure to adversities and psychiatric symptom expression. The number of experienced 

stressful life events as a strong predictor for psychological distress in UASC at the one-year 

follow-up.235 Exposure to adverse life events was associated with late-onset PTSD, although 

UASC with late-onset PTSD reported fewer adverse events than those who had PTSD at 

baseline. The association between cumulative exposure to adversities and symptom severity 

in late-onset PTSD was fully mediated by depressive and anxiety symptoms at baseline 

proposing that late-onset PTSD might be secondary to rises in anxiety and depression in 

UASC.285  

 Exposure to adversities was not limited to the premigration context but continued 

along UASC's migration trajectories and during resettlement. Self-reported adverse events 

significantly increased within two years after arrival; the change in reporting of adverse 

events was associated with higher posttraumatic stress but not anxiety, depression, or 
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externalizing problems.256 Poverty, deprivation, physical hardships, and dangers along their 

migration route, lack of food, water, shelter, and access to adequate medical care were 

everyday adversities along the migration route.236,240,250,268 Adversities during migration were 

related to interactions with gangs, human traffickers, as well as law and immigration 

enforcement outlining UASC enormous vulnerability. Sociopolitical insecurity, persecution, 

and violence perpetrated by caregivers, created an omnipresent fear and hypervigilance in 

UASC, amplified by a lack of institutional protection.240 Emotional difficulties in young 

unaccompanied refugee mothers resulted from past but also ongoing exposure to stressful 

events as a refugee, becoming or being a mother due to lack of knowledge and uncertainty, 

and being separated to their families; nearly a third of the pregnancies resulted from sexual 

violence mostly in prostitution and forced marriage.292 

 Inconsistencies in self-reported traumatic experiences were shared in UASC but 

should not be interpreted as a lack of credibility during the refugee determination process. 

Reports of sexual abuse, loss of a loved one, and exposure to war and conflict were less 

inconsistent than witnessing violence, separation from family, and disasters. UASC of 

younger age and lower levels of internalizing behavior and posttraumatic stress symptoms at 

12-months follow-up were at higher risk for memory inconsistencies. Gender, educational 

attainment, and externalizing scores were not associated with inconsistency.288 

2.8.2. Daily stressors  

Table 19 Summary of key findings in relation to daily stressors 

 
Chase,241 2019 

 

Legal precarity, uncertainty, and unpredictability negatively affected young unaccompanied adults' emotional 

well-being who reported anxiety, depression, suicidal ideation, and self-harming behavior including substance 
misuse 

 
Jakobsen et al,253 2017 

 

Being placed in an adult detention center after being assessed above 18 years of age was associated with higher 

odds for psychological distress at 15 and 26 months compared to those residing in adolescent reception facilities 
A rejected asylum decision was associated with higher levels of psychological distress 

 
Keles et al,258 2016 General and acculturation-specific hassles accounted for 43% of the variance in depression beyond the adverse 

impact of war-related stressors 
 

Keles et al,259 2017 
 

Acculturation specific hassles were predictive of depression in UASC 
General hassles and depression were related mutually bidirectional in support of a reciprocal stress model 

Despite the decrease of general and acculturation hassles over time the mean depression level in UASC, who had 
received a residency permit, remained stable on a high level close to the clinical cut-off 
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Keles et al,260 2018 The resilient cluster reported significantly more acculturation hassles at baseline than the health and clinical 

cluster; hence resilience emerged as the number of acculturation stressors reduced 
 

Loughry et al,262 2001 
 

Perceived difficult living standards were associated with high internalizing scores whereas problems with the 
family upon reunification correlated with externalizing scores 

 
Müller et al,268 2019 

 

Postmigration stressors such as lower levels of individual resources and social support as well as poor host 

language proficiency were associated with psychological distress in refugee children 
 

Oppedal et al,272 2012 
 

In-group and out-group acculturation stressors were associated with more severe depression but had an 
insignificant effect on conduct disorders except for in-group hassles having a minimal effect 

 
Reijneveld et al,276 

2005 
 

Placement in restrictive reception centers was associated with safety concerns mostly due to peer violence and 

deteriorating mental health in UASC who indicated higher levels of anxiety and depression than UASC in more 
autonomous settings  

 
Seglem et al,281 2014 

 

Daily hassles were associated with higher depressive symptom expression and lower file satisfaction  

Unaccompanied refugees indicated higher rates of exposure to daily hassles compared to both, ethnic minority and 
majority youth, after an average of 4 years of resettlement 

 
Vervliet et al,290 2014 

 

While the number of daily stressors led to a significantly higher symptom level of depression, exposure to 

traumatic life events did not 
Exposure to daily stressors was associated with higher levels of depression, anxiety, and PTSD  

Exposure to daily stressors in the host country increased over time mirroring the growing hardships of UASC in 
the receiving country, most notably discrimination; a trend indicated that daily stressors peaked six months 

followed by a decrease at 18 months post-arrival 
 

Zijlstra et al,294 2020 UASC residing in large, low-care reception facilities were exposed to a troubling level of violence, mostly peer 
violence, but also institutional violence encompassing legal precarity as well as physical and emotional neglect 

aside care workers; a few UASC reported self-harming behavior including substance misuse and suicidality 
 

 

 Self-reported adverse events significantly increased over the study period of 18 

months within two years after arrival.256 Adversities in the resettlement context not only 

included witnessing and experiencing physical violence, including sexual abuse, bullying, 

and loss or illness of a close person255 but exposure to structural and institutional violence. 

Placement in large, restrictive, low-care reception facilities, in particular, put UASC at risk of 

troubling levels of violence, mostly peer violence,276,294 but also institutional violence 

referring to physical and emotional neglect aside care workers and legal precarity294 

negatively affecting their mental health.253,276,294 UASC held in an adult detention center after 

their age had been disputed had higher odds for psychological distress at 15 and 26 months 

follow up compared to those residing in adolescent reception facilities.253 The change in 

reporting of adverse events was associated with higher posttraumatic stress but not with 

anxiety, depression or externalizing problems.256 

 In addition to traumatic life events that continued240 or increased256 significantly in 

the resettlement context, exposure to daily hassles also rose over time mirroring the growing 
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hardships UASC face in the receiving country.255,256,290 Daily hassles included most notably 

discrimination and social ostracization,257,274,290 legal precarity and uncertainty,241,242,244,253,286 

social stressors like school peer relationships,231 material stressors like inadequate housing 

and care,266,276,292,294 and financial precarity.255,292 A Belgian longitudinal study over 18 

months found a trend that daily stressors peaked six months after arrival, followed by a 

decrease over time.290 Unaccompanied refugee children indicated higher rates of exposure to 

daily hassles compared to both ethnic minority and majority youth, after an average of 4 

years of resettlement. Notably, unaccompanied refugees reported an equal level of life 

satisfaction compared to ethnic minority and majority youth despite being exposed to many 

adversities.281 

 Exposure to daily stressors was frequent and a robust predictor for high levels of 

psychological distress in UASC in resettlement,241,253,255,258,262,268,276,290,294 which was found 

persistent in a substantial number of UASC even five years after arrival.255 Daily hassles 

heightening the risk foremost for depression,241,276,281,290 anxiety,241,276,290 and internalizing 

problems,262 self-harming behavior, suicidality and substance misuse,241 as well as 

posttraumatic stress symptomatic,290 and externalizing problems.262  

 Keles et al258 pointed out the need for a more sophisticated conceptualization of daily 

hassles into acculturation-specific stressors encompassing in-group and out-group hassles, 

perceived discrimination, and ethnic identity crisis, and general hassles including economic 

hardship, conflict-related stressors, worries about peers, and achievement-related hassles as 

both clusters presumably have different meanings and impact on the mental health of UASC.  

 General258 and acculturation-specific258 259 272 stressors accounted for 43 percent of 

the variance in the depression above and beyond the adverse impact of war-related 

stressors258, supporting a stress exposure model. Resilience emerged as the number of 

acculturation stressors reduced.260 Higher in-group and out-group acculturation stressors 
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correlated with more severe depressive symptom expression, whereas culture competence 

decreased the risk for depressive symptoms.272 Acculturation did not effect conduct problems 

except for in-group hassles having a minimal effect.272 

 Ethnicity related stress due to discrimination and harassment through verbal 

rejections, denial of equal treatment, cultural prejudices, and disvaluing actions were relevant 

postmigration stressors231,257-259,274,290 increasing over time in resettlement.290 Discrimination 

was the most weighing factor for the severity of depression, anxiety, and PTSD during 

resettlement.290 Girls, in particular, were vulnerable to harassment.231 Negative private 

feelings concerning their own ethnic identity and lower beliefs about the public’s regard for 

their ethnic group were more common among UASC than in accompanied and native 

youth.274 UASC indicated more significant concern to conform stereotypes with their 

behavior and higher own-group conformity pressure like interactions with their personal and 

other group members, interests and fashion styles than accompanied and native youth.274  

 The number of daily stressors were significantly associated with an increased risk for 

depression, anxiety, and PTSD; discrimination and societal ostracization were the most 

weighing stressors to UASC.290 A study examining the longitudinal relationship of daily 

hassles and depression over 2.7 years found that the association of general hassles and 

depression in UASC was mutually bidirectional in support of a reciprocal stress model. 

Hence, not only general hassles are positive predictive for depression, but vice versa, 

depression increases the odds for general hassles. Over time, general hassles might decrease 

in UASC mirroring a general pattern of increasing stability from adolescence to young 

adulthood, while acculturation hassles might decline due to rising cultural competence of 

UASC handling cultural and social norms in the resettlement country. However, despite the 

decrease of general and acculturation hassles in UASC, who had received residency, 

depression remained stable on a clinical level.259 
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2.8.3. Immigration proceedings 

Table 20 Summary of key findings in relation to immigration proceedings 

 
Bean et al,235 2007 

 

Lack of legal status, having no family members in the receiving country, and being transferred was associated 

with higher mean scores on internalizing problems and posttraumatic stress reactions but not with externalizing 
behavior 

 
Becker Herbst et al,236 

2018 

Adversities related to the apprehension by immigration including detention at the US border were a central 

component of a UASC's migration experience 
 

Bronstein et al,238 2012 
 

Legal status was not related to posttraumatic stress symptomatic 

Chase,241 2020 
 

Transitioning into institutional adulthood and subsequent "political precarity" is a defining turn as most support 
services abruptly stop  

Legal precarity, uncertainty, and unpredictability negatively affected UASC's mental health 
Young adult asylum-seekers were forced to adapt to institutions governing their lives, restraining their 

independence, and curbing personal growth and agency 
Frequent transfers complicated establishing social support networks and relationships, which is critical to the well-

being of UASC 
 

Chase,242 2013 
 

Legal precarity, especially the prospect of possible repatriation, had an adverse effect on the mental health of 
UASC. Fears over estrangement, having lost a sense of belonging to their heritage culture were common  

 
Chase,243 2010 

 

Selective disclosure may constitute a form of agency mirroring young asylum-seekers ambition to navigate the 

constant surveillance and monitoring through immigration 
 

Derluyn et al,244 2007 
 

UASC who were close to reaching the age of institutional majority, which is connected to legal precarity and 
uncertainty, had a higher likelihood for depression 

Ehntholt et al,245 2018 
 

Uncertainty about the legal status including being at risk of imminent deportation exacerbated existing mental 
health problems 

 
Geltman et al,248 2005 

 

Immigration interviews and proceedings including Best Interest Determination were emotionally very challenging  

Jakobsen et al,253 2017 

 

Age dispute and subsequent transfer to an adult detention center was associated with higher odds for 

psychological distress at 15 and 26 months follow-up compared to those residing in youth reception facilities 
Age disputes had an indirect adverse effect on mental health outcomes via placement and asylum obtaining a legal 

status 
 

Jensen et al,255 2019 
 

Legal precarity as a daily stressor was related to high levels of psychopathology and somatization five years post-
arrival 

 

Kalverboer et al,257 

2017 
 

Legal precarity made it difficult for UASC to develop a projected self 

 

Müller et al,268 2019 
 

Legal status was not found associated with internalizing and externalizing problems 

Sotomayor-Peterson et 
al,286 2014 

 

The number of days spent in a shelter while attempting to cross the Mexican US border was positive predictive for 
depression; the number of crossing attempts negatively correlated with resilience 

Sourander, 287 1998 

 

Legal uncertainty and the prolonged waiting time in reception centers provoked psychological distress and anxiety 

and suicidal ideation; somatization was common 
 

Spinhoven et al,288 2006 
 

UASC of younger age and with lower levels of internalizing behavior and posttraumatic stress symptoms at 12-
month follow-up were at higher risk for memory inconsistencies 

 
Suarez-Orozco et al,289 

2002 
 

Separated children were more likely to suffer depressive symptoms than those who had not been separated from 

their parents 
Girls were more vulnerable to family separation 

The length of separation was not associated with psychological outcomes 
Interethnic differences in total psychological symptoms were significant with Chinese indicating the fewest and 

Haitian children the highest symptoms, specifically depressive symptoms 
Reunification with parents was described as an ambivalent experience; disorientation and estrangement were 

common complicating the subsequent relationship development between family members 
 

Vervliet et al,290 2014 
 

Legal precarity and uncertainty as prevalent daily stressors were related to increased risk for depression, anxiety, 
and PTSD at 18 months follow-up 

Vervliet et al,292 2014 
 

While motherhood was a continuous and stable experience of identity, immigration policies ignored the special 
needs of young unaccompanied refugee mothers creating a substantial disparity resulting in emotional difficulties     

 
Zijlstra et al,294 2020 

 

Institutional violence such as legal precarity, frequent transfers and changes in care workers and guardians, was a 

common experience of UASC, negatively impacting their mental health  
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Physical hardships and dangers along their migration route and particularly 

adversities related to the apprehension by immigration, including detention, were central 

components of Central American UASC's migration experience fleeing to the United 

States.236 The number of days spent in a shelter while attempting to cross the Mexican US 

border was positive predictive for depression; the number of crossing attempts negatively 

correlated with resilience.286 

 Immigration proceedings like the asylum interview, age assessment, and the BID 

were emotionally very challenging.248 Memory inconsistencies in the self-report of traumatic 

experiences by UASC were typical; younger age and lower levels of internalizing behavior 

and posttraumatic stress symptoms at follow-up were associated with a higher risk for 

memory inconsistencies. Fewer memory inconsistencies were related to a higher likelihood 

of obtaining residency.288 Whereas selective disclosure may constitute a form of agency 

mirroring young asylum-seekers ambition to navigate the constant surveillance and 

monitoring through immigration.243 

 Legal precarity was pervasive206,241,242,244,245,253,266,286,287,290 leading to a great variety 

in institutional outcomes in young asylum-seeking adults such as protracted periods of 

waiting and uncertainty, becoming appeal rights exhausted, disengaging from all statutory 

services and living illegally; indefinite leave to remain which granted them a degree of 

certainty about the future in the UK, forced repatriation, and subsequent re-migration.241 

Uncertainty about the legal status of asylum-seeking youth, unpredictability, and the prospect 

of imminent deportation had a strong negative effect on UASC's mental 

health,206,235,241,242,244,245,253,255,286,287,290,294 exacerbated preexisting mental health 

problems,242,245 and made it challenging to develop a projected self.257 UASC mentioned 

fears over disrupted social and family ties upon return, becoming alienated, feeling estranged 

as having lost a sense of belonging to the heritage culture.241,242 Prolonged waiting times in 
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reception centers and legal uncertainty provoked anxiety, and suicidal ideation in a few, 

somatization of distress was common.287  

 Contrary to young adults striving for independence and agency while transitioning 

into adulthood, legal precarity forced UASC to adapt to institutions governing their lives, 

restraining their autonomy, and curbing personal growth.241,257 Policies around immigration 

became specifically evident when transitioning into institutional adulthood, and subsequent 

'political precarity' as most support services abruptly stop.241 Increased depressive symptoms 

in 17-18-year old UASC reaching the institutional age of majority is not surprising given the 

uncertainty around losing residential status and access to services, care, and education when 

reaching adulthood.244  

 Not having obtained residency, being transferred, and having no family members in 

the receiving country heightened the risk of internalizing problems and posttraumatic stress 

reactions but not for externalizing problems.235 Frequent transfers through immigration 

impeded the ability to build stable social networks critical to UASC's well-being and identity 

building.241,292,294 Incessant changes in care workers and guardians was another form of 

institutional violence resulting in lack of supervision, practical and emotional neglect putting 

children at risk of psychological distress, self-harming behavior, substance abuse, and 

concentration problems leading to school absentism.294 

 Two longitudinal studies found that worries about the legal status and uncertainty as a 

daily stressor were significantly associated with increased risk for depression, anxiety, and 

PTSD at 18 months follow-up255,290 as well as high levels of somatization five years after 

arrival.255 No association of legal precarity and internalizing and externalizing problems,268 as 

well as posttraumatic stress symptomatic238 was found by two studies238,268—likely a result of 

insufficient test power as differences lacked statistical significance.268  
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2.8.4. Immigration detention 

Immigration detention as a risk factor was only assessed by two recently published 

European studies. Notably, no study was identified examining the mental health of UASC 

who had been detained in the United States, where detention of youth sees a massive upsurge 

since 2014.53 Age disputes and subsequent transfer to adult detention center was associated 

with higher odds for psychological distress compared to those residing in youth reception 

facilities.245,253 Adverse experiences during detention were experienced more threatening than 

pre-migration stressors.206   

Table 21 Summary of key findings in relation to immigration detention 

 
Derluyn et al,206 2009 

 

Adverse experiences during detention were experienced more threatening than pre-migration stressors 

Ehntholt et al,245 2018 

 

Immigration detention due to age disputes had a highly adverse effect on the mental health and well-being of 

UASC 
Three years post detention 89% met diagnostic criteria for psychiatric disorders reporting severe levels of 

posttraumatic stress symptoms 
Traumatic events during detention were experienced more threatening than pre-migration traumas and highly 

related to the severity of posttraumatic symptom expression  
 

Jakobsen et al,253 2017 
 

There was a significant gap of on average two years in self-reported and immigration authorities' age-assessment; 
being placed in an adult detention center after being assessed above 18 years of age was associated with higher 

odds for psychological distress at 15 and 26 months follow-up compared to those residing in youth reception 
facilities 

Age disputes had an indirect adverse effect on mental health outcomes via placement and asylum obtaining a legal 
status 

 

 

 A Norwegian longitudinal study253 examined the impact of immigration proceedings 

on mental health following 138 UASC over 26 months, there was a significant gap of, on 

average, two years in self-reported and immigration authorities' age-assessment. More than 

half of the UASC was assessed by immigration to be adults, which had a severe impact not 

only on their mental health but their further trajectory in terms of placement and asylum 

outcomes. Age assessment had an indirect effect on mental health outcomes via placement 

and asylum obtaining legal status. Half of those assessed to be adults were permitted to stay 

in youth residential facilities. In contrast, the other half was transferred to an adult reception 

center where they generally received lower levels of care and had restricted access to 

education and leisure activities. Being placed in an adult detention center was associated with 
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higher odds for psychological distress at 15 and 26 months compared to those residing in 

dedicated reception facilities for youth. Those being considered adults were less likely to 

receive a favorable asylum decision compared to UASC considered minors. A rejected 

asylum decision was associated with higher levels of psychological distress.253 

 A British study245 examined the mental health of 35 unaccompanied asylum-seeking 

adolescents who were previously held in British detention centers. On average, three years 

post detention, a very high level (89%) of severe and chronic mental health problems was 

present, mostly co-morbid PTSD and MDD followed by PTSD; more than half indicated 

unmet psychosocial needs requiring referral. Preexisting mental health problems often were 

exacerbated. In detention, humiliating body searches, and witnessing fights between 

detainees or self-harming behavior, suicide attempts and lack of access to adequate health 

care were among the most cited experiences. The number of traumatic experiences positively 

correlated with the severity of posttraumatic symptom expression, particularly intrusion 

symptomatic.245  

2.8.5. Access to and utilization of care  

Table 22 Summary of key findings in relation to access and utilization of care 

 

Bean et al,234 2006 
 

Referral was less driven by UASCs self-perceived needs rather than guardian's and teacher's assessments which 
was predicted by the severity of symptom presentation; in only 6% of the cases there was an agreement between 

all three informants (UASC, teacher, and guardian) concerning the need for care 
Guardians and teachers discerned mental health service needs in UASC only in about every third child, which 

resulted in a large service gap  
 

Bean et al,235 2007 
 

UASCs who received mental health care during the one-year period of the study showed considerably fewer 
internalizing problems and posttraumatic stress reactions but more externalizing behavior than those who had no 

access to care 
 

Bjorkenstam et al,237 
2020 

 

Young adult refugees were less likely to receive mental health care than native Swedish 

Chase,241 2020 

 

Transitioning into institutional adulthood and subsequent structural precarity fundamentally influenced access to 

mental health services as most support services abruptly stopped 
 

Ehntholt et al,245 2018 
 

Difficulties in accessing adequate mental health care during immigration detention were prevalent. Still, three 
years post-release more than half of the formerly detained UASC had severe psychosocial needs requiring referral 

for a detailed care assessment 
 

Geltman et al,248 2005 
 

Somatization was found prevalent and was like behavioral or emotional problems a common reason for seeking 
medical care 

Jakobsen et al,253 2017 
 

None of the participants got referred to specialized mental health services during the study duration (26 months) 
despite high levels of psychological distress  

 
Jensen et al,256 2014 Many UASC who were provided with adequate care and supervision covering basic psychosocial and mental 

health needs indicated recovery signs during the 18-months study period  
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Luster et al,263 2010 
 

Mental health played only a minor role for UASC often due to cultural stigma or negative views on counseling 
UASC mental health problems reported by their foster parents included a wide spectrum ranging from 

psychosomatic symptoms to fits of rage, substance use, and psychosis. 
 

Michelson et al,266 2009 
 

UASC were more likely to be referred from social services agencies compared to accompanied children which 
were more often referred by general practitioners; notably, no child was referred from educational facilities 

Despite their elevated risk of PTSD, UASC were less likely than accompanied children to have received 
specialized trauma-focused interventions as well as practical assistance with basic social needs 

UASCs were more likely to miss a greater portion of appointments and attended fewer sessions over the treatment 
course than accompanied minors 

 
Pastoor,273 2015 

 

Many UASC faced psychological and academic challenges and needed individually tailored psychosocial and 

mental health support requiring proper identification and referral 
Teachers felt unprepared and lacking resources to identify and deal with psychological distress and psychosocial 

needs of students 
Existing school structures lacked adequate identification and monitoring of psychological distress in refugee 

students as well as referral pathways  
 

Sanchez‐Cao et al,279 
2013 

 

Mental health service utilization was predicted by depressive symptoms and length of stay 
 

Zijlstra et al,295 2019 UASC placed in large reception facilities experienced the highest levels of mental health problems and at the same 

time poor access to care 
Many UASC had a negative attitude towards mental health and hesitated to talk about it 

UASC mostly sought care for psychosomatic complaints, only a fraction at a mental health care facility; some 
children felt not taken seriously by their health care providers 

 

Many UASC faced psychological challenges and needed individually tailored 

psychosocial and mental health support requiring proper identification and referral.273 Despite 

the severe and chronic levels of psychological distress in UASC, only a small fraction 

utilized mental health services suggesting a significant level of unmet psychosocial and 

mental health needs.234,245,279  

 Somatization of psychological distress was prevalent;248,255,263,282,295 somatic 

complaints were common for seeking medical care for UASC,248,295 though only a fraction of 

UASC sought care at a mental health care facility.295 Moreover, UASC placed in large 

reception centers reported they had not felt taken seriously by their care providers.295 UASC's 

self-perceived needs were predicted by the number of traumatic life events and symptom 

severity; around 58% of the UASC disclosed a need for help due to emotional distress.234 The 

placement was found a significant factor in accessing mental health care. UASC residing in 

large reception facilities experienced the highest levels of mental health problems and poor 

access to care,295 whereas small living units were found protective.256 During immigration 

detention access to adequate care was severely restricted.245 
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 A Norwegian longitudinal study253 followed 138 newly arrived UASC over 26 

months; none of the children got referred to specialized mental health services despite 

persisting high levels of psychological distress risking chronicity.253 On average, three years 

after immigration detention, despite severe and chronic levels of mental health problems, 

more than half of the formerly detained UASC indicated unmet psychosocial needs requiring 

referral. Social isolation, lack of support, and parenting difficulties in single mothers, as well 

as sexual and reproductive health due to sexual violence, were common indicators of 

concern.245 

 Referral and utilization of services were less driven by UASC's self-perceived needs 

rather than guardian's and teacher's assessments, which was predicted by symptom 

severity.234,279 Depressive symptoms were highly predictive for mental health service 

utilization, possibly as those suffering posttraumatic stress symptoms are less likely to be 

identified.279 Social workers initiated more referrals for UASC than general practitioners.266 

Schools lacked adequate identification and monitoring of psychological distress in refugee 

students, as well as referral pathways to mental health services.234,266,273 Teachers felt 

unprepared and lacking resources to manage comprehensive representational roles beyond 

being an educator and identifying and dealing with psychological distress and psychosocial 

needs of refugee students.273   

 Transitioning into institutional adulthood and subsequent legal precarity heavily 

influenced access to mental health services as most support services abruptly stop.241 Young 

adult refugees who had just transitioned into adulthood were less likely to receive mental 

health care than natives.237 However, access to mental health care was not only impaired by 

structural, but also cultural stigma or negative views on counselling241,263,295 and emotional 

aspects including fear, and lack of trust.241 
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 UASCs were more likely to miss a more significant portion of appointments and 

attended fewer sessions over a treatment course than accompanied minors. Despite their 

elevated risk of PTSD, UASC was less likely than accompanied children to have received 

specialized trauma-focused interventions and practical assistance with basic social needs.266 

Longitudinal studies over 12 and 18 months found that those who had received basic 

supervision and psychosocial and mental health care during the study period indicated 

recovery signs.235,256 Although UASC who had received mental health care over a period of 

12 months showed considerably lower levels of internalizing problems and posttraumatic 

stress symptoms, they indicated more externalizing problems than those who had not 

received care.235  

 

2.9. The Chronosystem 

2.9.1. Length of stay 

Table 23 Summary of key findings in relation to length of stay 

 
Bronstein et al,238 2012 

 

Time since arrival in the host country was not associated with a higher RATS score 

Derluyn et al,244 2007 

 

Length of stay was associated with higher scores on the intrusion symptoms subscale, and total RATS score; 

with the lowest scores for those living the longest, more than two years, in Belgium 
 

Derluyn et al,206 2009 
 

Length of stay was not associated with higher scores on the HSCL-37A, RATS, SLE 
 

Keles et al,260 2018 The healthy cluster compared to all other clusters was staying the longest in the host country 
 

Oppedal et al,272 2012 
 

A longer length of stay increased the risk for conduct problems 
Length of stay had an indirect effect on depression via culture competence decreasing and out-group 

acculturation stress increasing depressive symptoms; culture competence increased, and out-group hassles 
decreased with length of stay 

 
Salari et al,278 2017 

 

Length of stay was not associated with posttraumatic stress symptoms 

 
Sanchez‐Cao et al,279 

2013 

Length of stay did not differ between those who had contact with mental health services and those who did 

not 

 

Seglem et al,280 2011 Length of stay was not associated with depression  
 

 

The relationship between the length of stay in the receiving country and psychological 

symptoms is similarly inconsistent. Length of stay was not associated with a higher risk for 

anxiety,206,256 depression,206,256,280 externalizing,206,256 and posttraumatic stress 
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symptomatic,206,238,256,278 and did not differ between those who had contact with mental health 

services and those who did not.279 Length of stay had an indirect effect on depression in 

UASC via culture competence and out-group acculturation stress which accounted for 

substantial variance in depression. Higher out-group acculturation stressors correlated with 

more severe depressive symptom expression, whereas cultural competence decreased the risk 

of depressive symptoms. Culture competence increased, and out-group hassles decreased 

with length of stay.272  

 Contrary, other studies did find a relationship between the length of stay and 

psychological distress.244,260,272 A longer duration of stay (more than two years) correlated 

with lower scores for posttraumatic stress symptoms.244 This finding is coherent to a large 

scale Norwegian study that found those in the healthy cluster were staying the longest in the 

receiving country.260 Although the general level of anti-social conduct disorder was found 

very low in UASC, length of stay was associated with an increased risk thereof.272 The 

remaining studies did not note a relationship between the length of stay in the receiving 

country and psychological symptoms in UASC.220,230-243,245-259,261-271,273,274,276,277,281-284,286,289-

295 

2.9.2. Longitudinal/ follow-up studies 

Nine longitudinal cohort studies237,253,255,259,260,270,285,288,290 and two follow-up 

studies235,256 of which six studies had overlapping samples235,255,256,259,260,288 followed 11,893 

UASC in four different countries: Norway, Sweden, Belgium, and The Netherlands over a 

period of 12 months,235,270,285,288 18 months,290 2 years,256 26 months,253 2.7 years,259,260 and 5 

years.237,255 

 Alarmingly, longitudinal relations revealed persistent high levels of 

anxiety,253,255,256,288,290 depression,253,256,259,260,288,290 posttraumatic stress,253,255,256,285,288,290 and 
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externalizing symptoms235,255,256 in resettlement indicating a chronic course in 

children.235,253,255,256,259,260,285,288,290 Besides, suicidal ideation significantly increased at the 

two-year follow-up.256  

Table 24 Summary longitudinal/ follow-up studies 
 

Author Country Duration of 

study 

Sample size Results 

Bean et al,235 2007 

 

The 

Netherlands 

12 months 582 The course of psychological distress and behavioral problems was severe and chronic 

The number of self-reported experienced adversities and baseline psychopathology were 
strong predictors of psychological distress at follow-up 

UASC who received mental health care during the study showed fewer internalizing 
problems and posttraumatic stress reactions but more externalizing behavior than those who 

had no access to care 

 
Bjorkenstam et al,237 

2020 
 

Sweden 5 years 9147 (and 27200 

accompanied 
refugees, and 

710170 Swedish 

residents between 
19-25 years of 

age) 
 

Anxiety increased with length of stay 

PTSD was high during the first year and gradually decreased in 19-25-year-old  
 

Jakobsen et al,253 

2017 
 

Norway 26 months 138 at T1, 101 at 

T2, 84 at T3, 69 at 
T4 

 

Levels of depression, anxiety, and posttraumatic stress were high upon arrival and remained 

on a high level  
 

Jensen et al,255 2019 

 

Norway 4.5 years 95 at T1, 78 at T2, 

47 at T3 

Levels of anxiety, posttraumatic stress, and externalizing problems were high 5 years after 

arrival while depression showed a significant decline 

High levels of psychological distress at 5-years follow-up correlated with high levels of daily 
stressors and low levels of social support 

 
Jensen et al,256 2014 Norway 18 months 75 Levels of depression, anxiety, externalizing problems, and PTSD remained high, but suicidal 

ideation significantly increased within 2 years after arrival 

Psychiatric morbidity in UASC showed considerable individual variation in symptom 
improvement or decline 

Exposure to adverse life events was a predictor for PTSD 
Exposure to adverse life events, length of stay, and educational attainment were not 

associated with changing scores on the HSCL-37A  

 
Keles et al,259 2017 

 

Norway 2.7 years 918 at T1, 580 at 

T2, 229 at T3 

Acculturation-specific hassles were predictive for depression 

The association of general hassles and depression was found to be mutually bidirectional  
Despite the decrease of general and acculturation hassles in UASC who had received a 

residency permit, levels of depression persisted on a high level  

 
Keles et al,260 2018 Norway 2.7 years 918 at T1, 580 at 

T2, 229 at T3 

Resilience emerged as the amount of acculturation stressors reduced 

Girls were more likely to be in the resilient cluster showing a decrease of depressive 
symptoms over time  

The clinical cluster indicated high numbers of pre-migratory traumas and continuously high 

levels of depression 
Heritage culture competence at baseline was protective to mental health whereas host culture 

competence was not associated 
 

Omland et al,270 2018 

 

Norway 12 months 18 (and 28 

caregivers) at T1, 
14 at T2 

 

Safety, social relationships with peers, educational ambitions, and supporting their families at 

home were central themes to UASC constructing meaning to their lives in resettlement. 

Smid et al,285 2011 The 

Netherlands 

12 months 554 High levels of PTSD at baseline kept stable over the duration of the study  

The majority of UASC who developed late-onset PTSD at follow-up indicated prodromal 

subthreshold PTSD symptoms at baseline 
The association between exposure to stressful life events and symptom severity in late-onset 

PTSD was fully mediated by depressive and anxiety symptoms at baseline  
 

Spinhoven et al,288 

2006 
 

The 

Netherlands 

12 months 920 at T1, and 

582 at T2 
 

UASC of younger age and those with lower levels of internalizing behavior and posttraumatic 

stress symptoms at 12-month follow-up were at higher risk for memory inconsistencies 
 

Vervliet et al,290 
2014 

 

Belgium 18 months 103 at T1, 79 at 
T2, 77 at T3 

Levels of anxiety, depression, externalizing symptoms, and posttraumatic stress was high and 
remained stable over time  

Exposure to daily stressors increased over time and was associated with a heightened risk for 

depression, anxiety, and PTSD 
Exposure to traumatic experiences was positive predictive for anxiety and PTSD 

 

 

 A Swedish study237 analyzed longitudinal data of 9147 unaccompanied transitional 

age youth between 19-25 years, all of them minors at the time of arrival, over five years for 

common mental disorders, measured as health care use and antidepressant treatment. While 
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the risk for anxiety increased with the length of stay, the risk of PTSD, which was 

particularly high during the first year, gradually decreased.237  

 Two Norwegian studies255,256 evaluated a cohort of 95 UASC at six months, two 

years, and five years post-arrival.  

 The 2-year follow-up256 showed unchanged severe levels of PTSD, depression, 

anxiety, and externalizing problems but a significant increase in suicidal ideation, indicating 

the vulnerability of these children and a chronic course. Large standard deviations of the 

change variables showed considerable individual variation in symptom improvement or 

decline. The significant differences in change scores call for close monitoring of the course of 

mental health challenges in UASC over time.256  

 At the five-year follow-up,255 levels of depression significantly declined but remained 

stable on a high level for anxiety, externalizing problems, and specifically, posttraumatic 

stress endorsing chronicity. After five years, one in five UASC still experienced clinical 

levels of psychological distress, raising grave concerns about their well-being postmigration. 

High levels of psychological symptoms at five years follow-up correlated with high levels of 

daily stressors and low levels of social support.255  

 A Dutch study235 following a cohort of 582 UASC over one year endorsed chronic 

and severe emotional and behavioral problems. The number of self-reported experienced 

adversities and baseline psychopathology were strong predictors of psychological distress at 

follow-up. UASC who had received mental health care during the study period showed 

considerably fewer internalizing problems and posttraumatic stress reactions but interestingly 

more externalizing behavior than those who had no access to care.235  

 A study285 following 554 unaccompanied boys in the Netherlands over two years 

found high levels of PTSD at baseline, which kept stable throughout the study. Besides, 16% 

showed late-onset PTSD at follow-up, of which 84% indicated prodromal subthreshold PTSD 
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symptoms at baseline. Older age (above 16 years), lower educational antecedents, and 

exposure to stressful life events correlated with late-onset PTSD, although those with late-

onset PTSD reported less exposure to adverse life events than those having PTSD at baseline. 

The association between exposure to stressful life events and symptom severity in late-onset 

PTSD was fully mediated by depressive and anxiety symptoms at baseline proposing that 

late-onset PTSD might be secondary to rises in anxiety and depression.285 

 Two prospective studies259,260 followed a sample of 918 UASC over 2.7 years, albeit 

subject attrition was high, with only 229 participants completing the investigation.  

 One study259 explored the longitudinal relationship between daily hassles (grouped 

into general and acculturation-specific hassles) and depression in UASC testing the validity 

of three stress models (the stress generation, the stress exposure, and the reciprocal model) 

explaining the nature of longitudinal relations between different categories of hassles and 

depression. Acculturation-specific hassles were found predictors for depression, supporting a 

stress exposure model. On the contrary, the association of general hassles and depression was 

found to be mutually bidirectional in support of a reciprocal stress model. Hence, not only 

general hassles are positive predictive for depression, but vice versa, depressive symptomatic 

increases the odds for general hassles. Over time, general hassles might decrease in UASC 

mirroring a general pattern of increasing stability from adolescence to young adulthood, 

while acculturation-specific hassles might decline due to rising cultural competence of UASC 

handling differing cultural and social norms in the resettlement country. However, despite the 

decrease of general and acculturation hassles symptoms of depression in UASC, who had 

received residency, remained stable on a clinical level supporting an unconditional latent 

growth model. 

  The other study260 examined the effect of premigration stressors, acculturation 

stressors, and the role of cultural competence within the developmental trajectories in 
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depression. This study differentiated UASC maintaining good mental health and well-being 

(healthy, resilient) and those developing poor mental health (clinical, vulnerable) over time. 

Despite exposure to adversities, the majority (58%) of unaccompanied refugee youth 

maintained good mental health, indicating resilience. The healthy cluster compared to all 

other clusters stayed the longest in the host country and indicated more heritage culture 

competence at baseline than the clinical cluster, suggesting that preserving and nurturing a 

cultural identity may provide critical continuity in UASC's identity and self-coherence. Host 

culture competence did not correlate with certain trajectories. The resilient cluster reported 

significantly more acculturation hassles at baseline than participants in the healthy and 

vulnerable clusters. Hence, resilience emerged as the number of acculturation stressors 

reduced. Girls were more likely in the resilient cluster showing a decrease of depressive 

symptoms over time. The number of pre-migratory adverse events did not distinguish the 

resilient from the other clusters. Still, it did distinguish the clinical from the healthy cluster, 

suggesting the number of experienced adversities may influence their mental health 

trajectory. The clinical cluster indicated high numbers of pre-migratory traumas and 

continuously high levels of depression. Still, 42% of the UASC maintained or evolved 

clinical levels of depressive symptoms constituting the clinical and vulnerable cluster.260  

 A Dutch longitudinal study,290 which followed 103 UASC over a time-span of 18 

months from the time of arrival, indicated quite high levels of anxiety, depression, 

internalizing symptoms, and posttraumatic stress disorder. Levels of psychological distress 

remained stable over time, indicating possible chronicity. The number of daily stressors was 

associated with an increased risk of depression, anxiety, and PTSD. Exposure to daily 

stressors in the host country increased over time, mirroring the growing hardships UASC 

faces in the host-country, most notably discrimination. Daily stressors peaked six months 

post-arrival, followed by a decrease at 18-month follow-up. The number of traumatic 
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experiences overall was very high encompassing pre-, peri-, and post-migratory stressors and 

was positive predictive for anxiety and PTSD.290  

 A Norwegian study253 followed 138 UASC over 26 months, examining the impact of 

immigration proceedings. Symptoms of psychological distress were high upon arrival, and 

levels of depression, anxiety, and posttraumatic stress remained at a high level over time. 

56% of the UASC was assessed adults by immigration. Consequential placement in a low-

care facility for adults correlated with higher levels of psychological distress at 15 and 26-

month follow-up compared to UASC, who stayed in reception facilities for youth. 

Considered an adult decreased the chance for residency. A rejected asylum decision was 

associated with higher levels of psychological distress.253  

 

2.10. Conclusions and recommendations 

 

Table 25 Summary of socioecological factors affecting mental health outcomes and development in unaccompanied and separated 

refugee and asylum-seeking children 

 

 Number of studies** Total 

number of 

UASC* 

 

Domain 

assessed 

Risk or protective factor 

Older age 6233,235,244,250,255,285 2,003 I Risk 
Female sex 14206,235,244,250,251,254,255,258,272,276,280

,289,290,293 

2,438 I Risk 

Ethnic origin 4235,250,280,289 1,263 I Risk 

Religion 7236,240,249,261,264,269,293   443 I Protective 
Adopting a positive outlook and a 

projected self 

5241,242,249,264,269   115 I Protective 

Cultural safety and a sense of belonging 4242,247,249,260 996 I, F, C Protective 

Culture competence 3260,271,272 1,813 I, C Protective 
Family separation 5206,248,286,289  685 F Risk 

Birth family support 5247,265,271,282,286   1,090 F Protective 
Social support 19236,240,241,246-

249,257,263,265,268,270,271,275,282,286,292,29

4,295 

1,990 F, C Protective 

Peer support 11231,241,246-249,265,270,275,282,292 683 C Protective 
Supportive mentoring relationships with 

professional carers 

6247,257,263,282,294,295 449 C Protective 

Supportive foster care relations 7231,241,257,268,275,283,295 508 F Protective 

Education 5237,242,257,263,265,270,285 9,936 C, S Protective 
High quality residential supervision  4256,257,268,295 373 C, S Protective 

Low quality child-rearing environment  7250,256,257,268,287,294,295 582 F, C, S Risk 
Residing in large reception facilities 5235,253,257,294,295 1,035 C, S Risk 

Non-ethnic placement  2248,275 386 F, C Risk 
Frequent transfers of housing 3241,292,294 234 C, S Risk 

Foster care 7235,238,244,257,280,283,295 1,635 F, S Protective 
Exposure to premigration violence and 

adversity 

27206,220,232,233,235,238-

240,244,245,251,254-256,258-260,266-

268,271,272,284,285,290,291,293 

3,930 S Risk 

Exposure to postmigration violence 4253,256,276,294 518 S Risk 
Postmigration daily hassles+  9241,253,255,258,262,268,276,290,294 1,873 S Risk 

Acculturation stressors in resettlement+ +   3258,259,272 1,484 I, C, S Risk 
Racial discrimination and harassment 6231,257-259,274,290 1,249 C, S Risk 

Legal precarity  9235,241,242,244,245,255,287,290,294  1,264 S Risk 
Immigration detention 2245,253 173 S Risk 
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*Refers only to the total number of UASC included exempting comparison groups like accompanied refugee children or native children  

** Factors were only validated if a minimum of two studies reported effects in the same direction 
+ Economic hardship, social stressors, legal precarity, and achievement-related hassles 

++Distress relating to ethnic identity formation, in-group and out-group hassles, and perceived discrimination 

 

 

A complex, interrelating network of socioecological predictors affecting the mental 

health outcomes in unaccompanied and separated refugee and asylum-seeking children. Table 

26 depicts identified socioecological risk and protective determinants. Cumulative exposure 

to pre-, peri-, and post-migration adversities and emanating sequelae constituted the most 

widely examined and robust predictor for psychological distress in UASC206,220,232,233,235,238-

241,244,245,251,253-256,258-260,262,266-268,271,272,276,284,285,290,291,293,294 supporting a strong dose-response 

relationship in accordance with other reviews.200,227,299 A cumulative risk model such as 

Shonkoff's ecobiodevelopmental theory179 provides a useful framework for understanding the 

dire consequences of the exposure of UASC to multiple intersecting and ongoing adversities; 

it proposes the grounding of lifelong impairment in learning, behavior and mental health in 

adversities experienced during childhood augmented by exposure to ongoing adversities and 

precarity.179 The repeated exposure to traumatic experiences leads to a proportional decline in 

children's mental health and long-term developmental impairment adversely affecting health, 

learning, and development, with significant consequences on their social capital and 

economic productivity.179 Exposure to adversities during sensitive periods of child 

development is particularly harmful.175 These periods are significant to the neuro-cognitive 

development of a child, laying the foundation for communication, social skills, and executive 

functioning. Any developmental impairment or delay during early childhood may hamper 

subsequent development.201 Cumulative experiences of childhood adversities may lead to an 

accumulation of toxic stress, through which neural, immune, neuroendocrine, and metabolic 

pathways become biologically embedded.179,201  

 Exposure to biological adversity such as acute food insecurity or chronic malnutrition, 

a problem prevalent to refugee's experience2 possibly modulating a child's susceptibility to 
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adversities, had not been subject to investigation in any of the studies. Moreover, evidence on 

the mental health impact of preexisting vulnerabilities like chronic illnesses, injuries, 

disabilities, or developmental delays remains scarce, requiring further attention. The finding 

that head injury doubles the risk for PTSD in UASC248 underlines the urgency of a 

comprehensive mental health assessment upon arrival, including preexisting vulnerabilities.  

 Evidence on the intersecting relation of psychopathology and intra-individual 

personality dimensions in UASC underscores the importance of an elaborate clinical 

assessment upon arrival given the complexity of individual adaptive functioning and possible 

underreporting of clinical symptoms aside regular, long-term follow-up care.252 To meet the 

needs of UASC who prioritize securing a stable and secure future over short mental health 

interventions possibly undermining their agency, mental health-focused care may be 

complemented by a culturally sensitive multiagency professional network including schools, 

primary health care providers, and social enterprises.264 

 The scholarship was heavily dominated by European publications, which have seen a 

considerable increase since the mass influx of refugees in early 2015. Although UASC's 

migration trajectories share certain commonalities, contextualizing their individual paths as 

deeply embedded into the social and structural matrix of transition and receiving societies 

shaping their access to services, rights, and protections4 is critical to not over-essentialize 

their experiences risking reproducing stereotypes. Given the heinous political 

instrumentalization and systematic abuse of an estimate of 330,000 Central American 

unaccompanied and separated refugee children who have attempted to seek asylum in the 

U.S. since 2014 only three included publications,236,240,286 and none of them prospectively, 

have analyzed UASC's lived experiences, developmental and psychological consequences.302 

 While the majority, 19 million child refugees—the highest number ever seen—is 

internally displaced within the boundaries of their own countries due to violence and 
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conflict,1 no study had been retrieved exclusively studying or providing a subgroup analysis 

of the mental health of internally displaced unaccompanied or separated children making this 

an urgent research priority. Moreover, no study was retrieved analyzing risk and protective 

factors affecting the psychological health of UASC in transit regions, where UASC often are 

forced to spend extended periods under wretched conditions, without being vested adequate 

protection and valuable time for intervening is lost. Only three230,262,286 out of the 68 reviewed 

studies were carried out in Low- and Middle-Income Countries (Vietnam, South Africa, and 

Mexico), mirroring the deeply entrenched hegemonic structures in academia and systemic 

epistemological inequalities disadvantaging the Global South. 

 Immigration proceedings deeply permeated all spheres of UASC's migration 

experience. Uncertainty and legal precarity of asylum-seeking youth were key variables 

unleashing mental health problems in UASC. Considering UASC's specific vulnerability and 

formative age, efforts to prompt and fair asylum processes must be the utmost priority. The 

restrictive rather than protective nature of immigration policies became specifically apparent 

when transitioning into institutional adulthood and subsequent 'political precarity'241 that 

jeopardized UASC's mental health, access to care, educational opportunities forcing many 

UASC drifting off into illegality. Particularly the prospect of possible deportation triggered 

distress; fears over disrupted social and family ties upon return, having lost a sense of 

belonging to one's country of origin were common.242 Moreover, a boost of assisted 

voluntary return and reintegration programs affect UASC's migration trajectories. A high 

number of repatriated UASC re-migrate, either towards the same destination or looking for 

opportunities elsewhere, adding complexity to and fundamentally challenging the prevailing 

linear conceptualization of pre-, peri-, and post-migration phases.  

 Establishing child-sensitive procedural standards for immigration proceedings like the 

screening interview and the BID process is critical. Holistic age assessment methods that 
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consider the individual development of the child should be given preference over biometrical 

assessment methods. Immigration detention was a highly adverse experience to UASC, even 

more so in adult detention centers due to age disputes.206,245,253 Evidence on the experience of 

unaccompanied or separated children in immigration detention is severely limited and 

urgently requires further investigations to support policy change. Given the enormous 

suffering, children's confinement creates, including its social and economic costs, 

establishing adequate alternatives to detention must be the primary consideration. Detention 

of children, particularly in adult sections, must be banned.  

 Post-return realities have only received comparably little attention yet, with no study 

following up on the behavioral and developmental aspects of mental health of returned 

unaccompanied young adult migrants despite a stark upward trend of forced returns and 

repatriations.303 Their migration trajectories forcibly interrupted, dreams shattered, returned 

UASC are poorly prepared for the struggle of reintegration that awaits them in their 

community of origin, where families and communities may be reluctant or incapable of 

providing care.87 Remigration support services for returnees vary widely in quality and care 

among countries.304 Post-return, no systematic monitoring is in place. Evidence on returned 

UASC's lived experience as well as the impact of their migration journey, including the 

immigration proceedings on their mental health and well-being, is severely lacking.305,306  

 Aside from the limited evidence on unaccompanied refugee girls' experience, the 

significantly lower share of around a third of the total population included. We found a 

tendency in the studies to understand gender as a biological category rather than “a construct 

that materializes in social encounters,”307 disregarding the gendered experience. The 

composite social and legal classification of 'gender' that goes beyond individuality but 

involves a composite of social and cultural expectations about behavior, roles, characteristics, 

and opportunities has been used interchangeably with the assigned biological label 'sex' 
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across studies. Girl's gendered vulnerability includes a higher risk for exposure to 

adversities206, particularly for interpersonal and sexual violence, that may mediate 

psychological outcomes. A qualitative study292 interviewing young unaccompanied mothers 

nearly a third of the pregnancies resulted from sexual abuse; pregnancy and motherhood were 

factors determining their mental health. Disregarding immigration policies denigrating 

parental responsibilities created a substantial disadvantage for opportunities to them.292 

Although generalizability is limited due to the small size of the study, it shines a light on a 

neglected subpopulation among UASC facing distinct precarity and needs. The study 

underscores the importance of conceptualizing gendered aspects of migration as intersecting 

biological and social causal pathways that require further assessment. This includes assessing 

the psychological impact of gendered migration experiences of UASC with sexual and 

gender orientations that fall outside the binary of female and male.  

Panel 1 Propositions for future research  

 

Vulnerable subgroups among UASC 

- UASC with preexisting vulnerabilities including chronic physical or mental illnesses, delayed development, learning impairments, or 

disabilities 
- Pregnant or parenting unaccompanied refugee children and adolescents 

- UASC identifying as LGBTQI  

- UASC transitioning into institutional adulthood 

- UASC exposed to age disputes and subsequent custody in adult detention centers 
- UASC held in immigration detention  

- Internally displaced unaccompanied and separated children 
- UASC stranded in transit countries and camps 

- Forcibly returned or repatriated UASC 
- Re-migrating UASC 

- UASC living in illegality 
- Homeless UASC or those residing in settings inadequate to children's needs including urban settings 

- Children and adolescents recruited for war-related purposes 
- Trafficked children  

- Children exposed to forced prostitution, child marriage, and other sexual exploitation 
 

Gendered vulnerabilities in UASC  

- A sophisticated analysis of the social and cultural attribution of gender versus the biological categorization of sex and its impacts on the 

mental health and development UASC 
- A gendered perspective on developmental trajectories, acculturation, and identity formation in resettlement 

 
Sophistication of psychological symptom expression in UASC 

- Intersection of intra-individual personality dimensions and psychopathology 
- Transcultural psychological and developmental symptom presentation 

- Complex posttraumatic stress disorder (CPTSD) in UASC 
- Developmental disorders in UASC 

- Emotional and relational dysregulation, and attachment-related disturbances 
- Learning disabilities and disorders 

- Substance misuse in UASC 
 

Daily and acculturation stressors in resettlement 

- Impact of racial discrimination and rising anti-immigrant resentments in the Global North on mental health outcomes  

- Reunification with family members  
- The role of education as a key protective factor  

- Understanding peer support structures 
 

Methodological suggestions 

- Strengthening of a child-centered research approach 
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- Respect for children's autonomy and UASC's moral agency and expertise encouraging them to share what matters to them 
- Meaningful engagement of UASC as research partners in knowledge production (peer-led approaches) and encourage their representation in 

policy discourse 
- Rigorous qualitative and mixed-method studies  

- Examine the validity and applicability of diagnostic formulations including complex PTSD from a developmental stance 
 

Longitudinal studies 

- Long-term consequences of forced and distress displacement on individual psychological outcomes and acculturation of UASC to the 

resettlement context  
- Transgenerational transmission of trauma, parenting styles of unaccompanied refugee mothers and fathers 

- Network analysis of risk and protective factors in resettlement to understand reciprocal, mediating, and interacting interrelationships of 
socioecological factors influencing psychological outcomes in UASC 

- Sensitive exposure periods and brain development 
- Posttraumatic growth in UASC 

- Chronological analysis of interrelationships of intraindividual, familial, communal, and structural factors impacting mental health outcomes 
and development in UASC 

 

 A sophisticated understanding of resilience and protective factors to the development, 

identity formation, and acculturation process of UASC in resettlement is critical to the design 

of successful interventions. Social support, affectionate, respectful, and caring relationships 

with mentors, teachers, and peers, a child-rearing environment meeting the needs of children 

and adolescents, and education were the most paramount protective predictor variables. A 

thorough social embedding, most likely through foster care, was foundational to feeling 

emotional, social and cultural safety which facilitated UASC's successful adaptation to the 

resettlement environment and inclusion into the host society.247  

 Identifying discrete social and structural predictor variables is comparatively easy to 

examine. Yet, children's vulnerability and resilience are essentially based on individual 

biologic equipment expressed or curbed over time. Cultural values and ideals, determined by 

the personal meaning-making of past and present experiences and developing a projected self 

and prospects, shape development. “Development is defined as the person's evolving 

conception of the ecological environment, and his [or her] relation to it, as well as the 

person's growing capacity to discover, sustain, or alter its properties.”188 Such intra-

individual, unique processes are much more challenging to study and contextualize. The 

future scholarship may expand its processual and agentic perspective on UASC's mental 

health contextualizing socioecological factors along a developmental sphere of the maturing 

child—this includes the advancement of psychiatric diagnostic formulations, including 

outcome measures to capture the elaborate developmentally informed, and culturally-specific 
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symptom presentations in children and adolescents.29 Not identifying children in need of 

specialized care due to improper diagnostic categories might have daunting consequences not 

only to the subsequent development of a child but also to their environment impacting social 

cohesion, socioeconomic factors, and the reinforcement of adversity through 

intergenerational transmission.216,217 While there is often a reluctance in child and adolescent 

psychiatry in assigning diagnoses to children and adolescents in favor of a more dimensional 

approach, a diagnose is also linked to entitlement to rights, protection, and care.  

 Rigorous, in-depth analyses of UASC's subjective well-being and complex intra-

psychological processes provide building blocks in understanding pathways of resilience and 

adaptive coping. UASC were active agents tactically navigating childhood vulnerability230 

who put great emphasis on personal agency and responsibility,263 calling for the 

strengthening of a child-centered research approach. Respecting children's moral agency, 

autonomy, and expertise means encouraging them to share and reflect upon what matters to 

them.308 UASC exercised agency in manifold ways including inactive or resistant 

behavior.230,243,269 Selective disclosure and distrust may constitute a form of agency that 

mirrors young asylum-seekers ambition to navigate the constant surveillance and heteronomy 

through professionals and disregard immigration policies. Constraining legal precarity forced 

UASC to adapt to institutions governing their lives, restraining agency, and curbing personal 

growth.292 Despite the precarity, uncertainty, and sometimes illegality that transitioning into 

adulthood implicates, a projected self and imagination of a better outlook were constituent to 

UASC's resilience.241 Contextualizing agency in UASC requires a refined analysis not to 

discount inactive or resistant behavior in youth wrongfully. On that note, Chase242 criticizes 

the prevailing conceptualizing of 'security' in child protection focusing solely on the here and 

now, through the protection from harm and the guarantee of physical, mental, economic and 

social well-being, leaving out the projected self.242 
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 More nuanced and rigorous analyses on how UASC express agency and navigate the 

socioecological matrix of migration and resettlement are needed. Mixed methods studies 

combining quantitative and qualitative methods might increase the rigor of evidence. 

Methodological propositions also concern the strengthening of a child-centered research 

approach and facilitating a more meaningful engagement of UASC in knowledge production 

as research partners through peer-led and participatory approaches and encourage their 

representation in policy discourse. None of the included studies in this review had applied a 

participatory research approach and engaged on a par with UASC. 

 Ontological security' referring to predictability, regularity, routine and order, and a 

sense of place and belonging was central to the concept of well-being in UASC.242 Education 

and learning were vital normalizing experiences that re-establish order and predictability, and 

nurture the ability to develop a project self and prospects,242,257 and were among the most 

robust predictors protective to UASC's mental health. Schools may have a role 'beyond 

education' in supporting UASC's psychosocial acculturation process in resettlement.273 

Though many UASC faced psychological and academic challenges that impeded their 

educational success and career prospects and required adequate clinical and therapeutic 

attention,270,273,292 existing school structures lacked satisfactory identification and monitoring 

of emotional distress in refugee children and referral pathways.266,273 UASC were highly 

motivated to acquire education, making schools an ideal base not only for rooting targeted 

psychosocial interventions but system-level change that tackles acculturation stressors like 

racial discrimination. Sustaining educational opportunities for young adults, and 

strengthening multiagency collaborations fostering school-based non-stigmatizing and easy 

to access mental health interventions must be a future priority. 

 

Panel 2 Policy implications for unaccompanied and separated refugee, asylum-seeking, and internally displaced children and 

adolescents 

 

Individual - Ensure an elaborate clinical assessment upon arrival252,278 aside regular long-term care252,255,256,278,280 
- Proactively approach UASC through flexible models of care244,290 as well as early prevention and intervention programs278 
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- Embed mental health-centered care in a culturally sensitive multiagency professional network involving schools, primary 
health care providers, and social enterprises264 

 
Familial/ 

Communal 

- Promote intergroup relationships and ethnic diversity across societal levels including in schools260 service providers, 

resettlement agencies, and foster families309 
- Establish and optimize referral pathways between schools and mental health services  

- Facilitate UASC maintaining their heritage culture and identity in support of a bicultural strategy of cultural appropriation309 
- Provide active support with engagement coping strategies through nurturing social and cultural competence281 

 
Structural/ 

Societal 

- Mitigate daily and acculturation stressors, and reduce the risk for new traumatic adversities in the receiving country255,260,281 

- End immigration detention of children, particularly in adult detention facilities 
- Align immigration proceedings with the specific protection needs of UASC  

- Extend legal protection and access to support services to transitional age youth (19-25 years)   
- Integrate child migrant's perspectives in national child protection policies 

- Holistic age assessment methods that consider the individual development of the child should be given preference over 
biometrical assessment methods 

- Define minimum standards regarding the refugee children's screening interview, the Best Interest Determination process, 
and a physical assessment of facilities where UASC are detained, including the initial reception centers 

- Establish child-sensitive procedural standards for immigration proceedings  
- Implement a uniform and effective guardianship system within an integrated child protection system 

- Ensure comprehensive return and reintegration programs in repatriation countries 

 

 Being unaccompanied or separated is a significant risk factor to the mental health and 

well-being of asylum-seeking and refugee children and adolescents. A large number of 

UASC showing clinical levels of mental health disorders require a more thorough mental 

health screening upon arrival of UASC and early prevention and intervention programs.278 

Mental health care providers should be designed to more proactively approach UASC 

through flexible models of care.244 The culturally informed stigma of mental illness must be 

taken into account in UASC's mental health service engagement.310 Besides regular mental 

health screenings, this should include outpatient care, daycare, and inpatient psychiatric care 

tailored to the needs of UASC.244,290 UASC require an elaborate clinical assessment 

considering the complexity of individual adaptive functioning and possible underreporting of 

clinical symptoms aside regular, long-term follow-up care.252 Large standard deviations of 

the change variables indicated considerable individual variation in symptom improvement or 

decline. The significant variation of change scores calls for close monitoring of the course of 

mental health challenges in UASC.256 Particularly, posttraumatic stress in UASC, if 

untreated, shows a tendency for chronicity requiring better-tailored services for UASC.255 

Support is needed over a continuum of time rather than focusing on care provision upon 

arrival only.255,280 Given the trend of consistently high levels of psychological distress in 
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resettlement, care must also aim at alleviating daily stressors in the receiving country, and 

risk-reduction for new traumatization.255  

 Addressing daily hassles and providing support with engagement coping strategies are 

important factors for unaccompanied refugees’ successful adjustment and acculturation to the 

receiving country.281 In their large-scale study exploring the relative longitudinal contribution 

of general and acculturation-specific daily hassles on the mental health of UASC, the authors 

point out the need for a more sophisticated conceptualization of daily hassles as stressors to 

the mental health of UASC with presumably differing meaning and impact besides the given 

heterogeneity of UASC as a group.258 The consideration of acculturation stressors and 

cultural competence has a critical preventive value to mental health programming.272 

Mitigating the number of acculturation hassles experienced by UASC and increasing social 

and cultural competence in support of positive coping are important therapeutic measures that 

should be considered. Moreover, on a structural level, policies and programs should focus on 

tackling acculturation stressors for UASC, promoting intergroup relationships, ethnic 

diversity across societal levels, including in schools.260 Preserving and nurturing a cultural 

identity may provide critical continuity and self-coherence to UASC protective to their 

mental health, which underscores the importance of facilitating opportunities to preserve 

heritage culture competence during resettlement.260 Facilitating UASC to maintain their 

heritage culture and identity must be an essential consideration to service providers, 

resettlement agencies, and foster families given that UASC adopted an agentic, active, 

bicultural strategy of cultural appropriation which refers to taking and combining the positive 

parts of both cultures, the native and the host one.309  

 Effective mental health programming must involve a tailored, multi-layered, and 

cross-sectorial approach193 engaging diverse sectors including, but not limited to, education, 

employment, housing, legal and political participation.5,194 Successful clinical and therapeutic 
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interventions must also aim at increasing social support and cohesion, skills-based, and 

income-generating programming190,191 critical to preventive programming.5 Considering the 

increasingly protracted displacement a long-term humanitarian approach providing a 

continuum of care and sustainability should be prioritized.29 

3. Limitations 

Due to clinical and methodological heterogeneity of studies, any conclusions must be taken 

with caution. Moreover, the quality of this review ultimately is limited to the quality of the 

included studies. First, samples varied greatly in size and ethnic composition. Smaller sample 

sizes due to the difficulty of accessing UASC as a research population limited the 

generalizability of results and subgroup analysis. Secondly, samples contained a much more 

significant proportion of boys, mirroring unequal sex distribution among UASC but may 

introduce selection bias. Selection bias may also be introduced as UASC suffering severe 

psychiatric illness, those seeking help, or indicating high functioning were more likely to be 

included in studies than those living in less supportive or protected environments, avoidant or 

withdrawing UASC, or those forced into illegality. Thirdly, measurements ranged from 

structural clinical interviews, self-reported instruments to third-party reports by teachers, 

guardians, or foster parents, which may introduce different extents of reporting biases. 

Moreover, the social and cultural heterogeneity of UASC may challenge uniform diagnostic 

formulations, conceptualizations of adversities, distress, and the role of risk and protective 

agents above and beyond individual variation in symptom improvement or decline. 
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5. Appendices 

5.1. Search strategy and selection criteria 

Search terms, when similar, were combined and included for PubMed, PsycInfo, ERIC/ 

Education Resources Information Center, GLOBAL HEALTH DATABASE, Web of 

Science, as follows:  

 

PubMed (NLM / NCBI) 

(Emigrants and Immigrants[Mesh] OR Emigration and Immigration[Mesh] OR Refugees[Mesh] OR (asylum[tiab] AND seek*[tiab]) OR 

displaced person*[tiab] OR displaced population*[tiab] OR immigra*[tiab] OR migrant*[tiab] OR political asylum[tiab] OR refugee*[tiab]) 

 

AND 

 
("Family Separation"[Mesh]  OR detain[tiab] OR detained[tiab] OR detention[tiab] OR (displaced[tiab] AND (minor* OR youth*[tiab])) 

OR displaced adolescents[tiab] OR displaced children[tiab] OR displaced families[tiab] OR separated[tiab] OR separation[tiab] OR 

unaccompanied[tiab])  

 

AND  
 

("Infant" [Mesh] OR "Child"[Mesh] OR "Adolescent"[Mesh] OR adolescence[tiab] OR adolescent[tiab] OR adolescents[tiab] OR 

babies[tiab] OR baby[tiab] OR boy[tiab] OR boys[tiab] OR child[tiab] OR childhood[tiab] OR children[tiab] OR children’s[tiab] OR 

girl[tiab] OR girls[tiab] OR high school*[tiab] OR highschool*[tiab] OR infancy[tiab] OR infant[tiab] OR infant’s[tiab] OR infants[tiab] 

OR minors[tiab] OR neonat*[tiab] OR new born*[tiab] OR newborn*[tiab] OR paediatric*[tiab] OR pediatric*[tiab] OR pre pubert*[tiab]  
OR pre school[tiab] OR pre schooler*[tiab] OR pre teen*[tiab] OR preadolescen*[tiab] OR prepubert*[tiab] OR prepubescen*[tiab] OR 

preschool[tiab] OR preschooler*[tiab] OR preteen*[tiab] OR puberty[tiab] OR pubescen*[tiab] OR school age*[tiab] OR schoolage*[tiab] 

OR teen[tiab] OR teenage*[tiab] OR teens[tiab] OR toddler*[tiab] OR young[tiab] OR youth[tiab] OR youths[tiab]) 

 

AND 
 

(Mental Health[Mesh] OR Mental Disorders[Mesh] OR "Adverse Childhood Experiences"[Mesh] OR "Affective Symptoms"[Mesh] OR 

"Anxiety"[Mesh:NoExp] OR "Psychological Distress"[Mesh] OR Stress, Psychological[Mesh]  OR Depression[Mesh] OR Self-Injurious 

Behavior[Mesh] OR "Problem Behavior"[Mesh] OR "Child Reactive Disorders"[Mesh] OR Aggression[Mesh] OR "Irritable Mood"[Mesh] 

OR "Adaptation, Psychological"[Mesh:NoExp] OR "Emotional Adjustment"[Mesh:NoExp] OR "Social Adjustment"[Mesh] OR 
"Resilience, Psychological"[Mesh] OR "Child Development"[Mesh] OR "Adolescent Development"[Mesh] OR acute stress[tiab] OR 

adaptability[tiab] OR adaptation[tiab] OR adaptive[tiab] OR addiction[tiab] OR adjustment[tiab] OR adolescent development[tiab] OR 

adverse[tiab] OR adversity[tiab] OR affective[tiab] OR aggression[tiab] OR alcohol[tiab] OR alcoholism [tiab] OR anxiety[tiab] OR 

anxious[tiab] OR attention deficit[tiab] OR behavior*[tiab] OR behaviour*[tiab] OR binge drinking [tiab] OR bullying[tiab] OR child 

development[tiab] OR childhood development[tiab] OR cognitive[tiab] OR conduct disorder*[tiab] OR coping[tiab] OR disruptive 
mood*[tiab] OR depression[tiab] OR depressive[tiab] OR developmental[tiab] OR dissociation[tiab] OR dissociative dis*[tiab] OR 

distress[tiab] OR drug abuse [tiab] OR drug dependence [tiab] OR emotion*[tiab] OR impulsive[tiab] OR impulsivity[tiab] OR infant 

development[tiab] OR irritable [tiab] OR learning dis*[tiab] OR mental[tiab] OR mood disorder*[tiab] OR mood dysregulation[tiab] OR 

mutism[tiab] OR neuro cogniti*[tiab] OR neuro development*[tiab] OR neurocogni*[tiab] OR neurodevelopment*[tiab] OR 

neuropsych*[tiab] OR post traumatic[tiab] OR posttraumatic[tiab] OR pro social[tiab] OR prosocial[tiab] OR protective factor[tiab] OR 
psychiatric[tiab] OR psycho social[tiab] OR psychological[tiab] OR psychopatholog*[tiab] OR psychopathology[tiab] OR 

psychosocial[tiab] OR reactive disorder*[tiab] OR resilience[tiab] OR self destructive[tiab] OR self harm*[tiab] OR self inflicted[tiab] OR 

self injur*[tiab] OR separation anxiety[tiab] OR separation reaction*[tiab] OR situational disturbance*[tiab] OR somatoform[tiab] OR stress 

https://reliefweb.int/sites/reliefweb.int/files/resources/SC-From_Europe_to_Afghanistan-screen%201610.pdf
https://reliefweb.int/sites/reliefweb.int/files/resources/SC-From_Europe_to_Afghanistan-screen%201610.pdf
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reaction*[tiab] OR stressors[tiab] OR substance abuse[tiab] OR substance use [tiab] OR suicid*[tiab] OR traumatic exposure*[tiab] OR 

vulnerability[tiab] OR well being[tiab] OR wellbeing[tiab])  

 

PsycInfo (EBSCO) 

Remove “Apply Equivalent Subjects;”  

Publication Types: All Journals; Dissertation Abstracts; 

Document Types: Abstract Collections; Dissertation; Journal Article; 
 

DE "Immigration" OR DE "Refugees" OR DE "Asylum Seeking" OR DE "Political Asylum" OR DE "Human Migration" 

 

OR in TITLE OR ABSTRACT OR SUBJECTS OR KEYWORDS 

 
(asylum N3 seek*) OR displaced person* OR displaced population* OR immigra* OR migrant* OR political asylum OR refugee*)  

 

AND 

 

DE "Parental Absence" OR DE "Separation Reactions" 
 

OR in TITLE OR ABSTRACT OR SUBJECTS OR KEYWORDS 

 

detain* OR detention OR (displaced N3 (infant* OR children OR minor* OR youth*)) OR separated OR separation OR unaccompanied 

 
AND  

 

AGE GROUP FIELD: 

 

Childhood (birth-12 yrs) OR Adolescence (13-17 yrs) 
 

OR 

 

DE "Adolescent Psychopathology"  OR DE "Child Psychopathology" OR DE "Childhood Development" OR DE "Childhood Adversity"  

 
OR in TITLE OR ABSTRACT OR SUBJECTS OR KEYWORDS 

 

adolescence OR adolescent OR adolescents OR babies OR baby OR boy OR boys OR child OR childhood OR children OR children’s OR 

girl OR girls OR "high school*" OR highschool* OR infancy OR infant OR infant’s OR infants OR minors OR neonat* OR "new born*" 
OR newborn* OR paediatric* OR pediatric* OR "pre school" OR "pre schooler*" OR "pre teen*" OR preadolescen* OR prepubert* OR 

prepubescen* OR preschool OR preschooler* OR preteen* OR puberty OR pubescen* OR "school age*" OR schoolage* OR teen OR 

teenage* OR teens OR toddler* OR young OR youth OR youths 

 

 

ERIC / Education Resources Information Center (EBSCO) 

Remove “Apply Equivalent Subjects” 

Publication types: journal articles, meeting papers, reports, dissertations / theses 

 

DE "Immigration" OR DE "Refugees" OR DE "Asylum Seeking" OR DE "Political Asylum" OR DE "Human Migration" 
 

OR 

 

TITLE / ABSTRACT / KEYWORDS: 

 
(asylum N3 seek*) OR "displaced persons" OR "displaced population*" OR (forced N3 relocat*) OR immigra* OR migrant* OR refugee*) 

 

AND 

 

TITLE / ABSTRACT / KEYWORDS: 
 

detain* OR detention OR (displaced N3 (infant* OR children OR adolescent* OR minor* OR youth* OR families)) OR separated OR 

separation OR unaccompanied 

 

AND 
 

DE "Infants" OR DE "Preschool Children" OR DE "Kindergarten Students" OR DE "Elementary School Students" OR DE "Primary School 

Students" OR DE "Intermediate School Students" OR DE "Middle School Students" OR DE "Junior High School Students" OR DE "High 

School Students" OR DE "Infant Care" OR DE "Child Development Centers" OR DE "Child Care Centers" OR DE "Nursery Schools" OR 

DE "Kindergarten" OR DE "Elementary Schools" OR DE "Middle Schools" OR DE "Junior High Schools" OR DE "High Schools" OR DE 
"Early Intervention" OR DE "School Based Intervention" 

 

OR 

 

TITLE / ABSTRACT / KEYWORDS: 
 

infancy OR infant* OR "pre school*" OR preschool* OR "nursery school*" OR child OR childcare OR children* OR schoolchild* OR 

"school age*" OR "primary school*" OR "grade school*" OR "elementary school*" OR "elementary student*" OR "middle school*" OR 

"high school*" OR highschool* OR "secondary school*" OR "pre teen*" OR preteen* OR preadolescen* OR adolescent OR adolescents 
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OR adolescence OR teen OR teens OR teenage OR teenager OR teenagers OR youth OR youths OR boys OR girls OR minors OR 

pediatric* OR paediatric*  OR "school based" 

 

GLOBAL HEALTH DATABASE (EBSCO) 

Remove: apply equivalent subjects 

Publication types: journal articles, annual reports, conference papers, conference proceedings, theses 

 
DE "immigrants" OR DE "immigration" OR DE "refugees" 

 

OR TITLE / ABSTRACT / SUBJECTS: 

 

(asylum N3 seek*) OR "displaced persons" OR "displaced population*" OR (forced N1 relocat*) OR immigra* OR migrant* OR refugee*) 
 

AND 

 

TITLE / ABSTRACT / SUBJECTS: 

 
detain* OR detention OR (displaced N3 (infant* OR children OR adolescent* OR minor* OR youth* OR families)) OR separated OR 

separation OR unaccompanied 

 

AND 

 
DE "infants" OR DE "preschool children" OR DE "children" OR DE "adolescents" OR DE "youth" OR DE "school children" OR DE 

"junior high school students" OR DE "high school students" OR DE "early childhood development" OR DE "child development" OR DE 

"adolescent development" 

 

OR TITLE / ABSTRACT / SUBJECTS: 
 

infancy OR infant* OR "pre school*" OR preschool* OR "nursery school*" OR child OR childcare OR children* OR schoolchild* OR 

"school age*" OR "high school*" OR highschool* OR "pre teen*" OR preteen* OR preadolescen* OR adolescent OR adolescents OR 

adolescence OR teen OR teens OR teenage OR teenager OR teenagers OR youth OR youths OR boys OR girls OR minors OR pediatric* 

OR paediatric*   

 

 

Web of Science 

Include:  
Social Science Citation Index 

Conference Proceedings Science 

Conference Proceedings Social Science & Humanities 

 

SEARCH ALL IN TITLE [TI] OR ABSTRACT [AB] 
 

(asylum NEAR/3 seek*) OR "displaced persons" OR "displaced population*" OR (forced NEAR/1 relocat*) OR immigra* OR migrant* OR 

refugee* 

 

AND 
 

detain* OR detention OR (displaced NEAR/3 (infant* OR children OR adolescent* OR minor* OR youth* OR families)) OR separated OR 

separation OR unaccompanied 

 

AND 
 

"acute stress" OR adaptability OR adaptation OR adaptive OR addiction OR adjustment OR "adolescent development" OR adverse OR 

adversity OR affective OR aggression OR alcohol OR alcoholism  OR anxiety OR anxious OR "attention deficit" OR behavior* OR 

behaviour* OR "binge drinking" OR bullying OR "child development" OR "childhood development" OR cognitive OR "conduct disorder*" 

OR coping OR "disruptive mood*" OR depression OR depressive OR developmental OR dissociation OR "dissociative dis*" OR distress 
OR "drug abuse" OR "drug dependence" OR emotion* OR impulsive OR impulsivity OR "infant development" OR irritable  OR "learning 

dis*" OR mental OR "mood disorder*" OR "mood dysregulation" OR mutism OR "neuro cogniti*" OR "neuro development*" OR 

neurocogni* OR neurodevelopment* OR neuropsych* OR "post traumatic" OR posttraumatic OR "pro social" OR prosocial OR "protective 

factor*" OR psychiatric OR "psycho social" OR psychological OR psychopatholog* OR psychopathology OR psychosocial OR "reactive 

disorder*" OR resilience OR "self destructive" OR "self harm*" OR "self inflicted" OR "self injur*" OR "separation anxiety" OR 
"separation reaction*" OR "situational disturbance*" OR somatoform OR "stress reaction*" OR stressors OR "substance abuse" OR 

"substance use" OR suicid* OR "traumatic exposure*" OR vulnerability OR "well being" OR wellbeing 

 

AND 

 
infancy OR infant* OR "pre school*" OR preschool* OR "nursery school*" OR child OR childcare OR children* OR schoolchild* OR 

"school age*" OR "high school*" OR highschool* OR "pre teen*" OR preteen* OR preadolescen* OR adolescent OR adolescents OR 

adolescence OR teen OR teens OR teenage OR teenager OR teenagers OR youth OR youths OR boys OR girls OR minors OR pediatric* 

OR paediatric*   
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