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Accepted: 13 Aug. 2017 :  Background: Half of the world’s refugees comprise children and adolescents. Confronting

conflicts and difficulties before, during, and after migration and seeking asylum affect their
mental health. The present study aimed at investigating the challenges of mental health of
migrant and refugee adolescents and children.

Materials and Methods: A systematic review was conducted in the second half of 2016 using
PubMed, Scopus, Magiran, SID, and Google Scholar databases. From the 2014 studies initially
selected, 20 articles that specifically attended to examining the mental health of migrant and
refugee adolescents and children were finally extracted.

Results: According to previous studies, the refugee adolescents and children encounter
much harm. In addition to psychological disorders such as depression, anxiety, post-trauma
stress disorder and psychosomatic pains, this group of refugees also suffers from a decline in
flexibility and behavioral and cognitive functions. These conditions have been reported more
often in refugee adolescents and children who have been separated from their parents or left
far away from them.

Conclusion: Before a crisis occurs, policymakers and planners should formulate and implement
educational programs along with the participation of parents and teachers in order for children
to cope with conditions of disasters, and in order to promote the culture of resilience. The health

Keywords: :  system, while developing special care programs must prioritize the training of its employees
Mental health, Refugees, . in order to provide services. Most studies have attended to the incidence of symptoms of
Asylum seekers, Adolescents, . refugees’ psychological disorders, while it seems necessary to conduct intervention studies
Child : with the aim of identifying elements of risk and ways to resolve these elements.
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1. Introduction

urrently, the frequency of natural disasters

such as flood, earthquake, tsunami, tre-

mendous storms, hurricanes, and drought

is steadily increasing, and so is the number
of man-made calamities such as wars and political con-
flicts, poverty, hunger, and economic, social and political
crises. These disasters and calamities lead to the exodus
of vast numbers of people in the form of internal and
external migrations [1, 2].

According to the United Nations High Commissioner
for Refugees (UNHCR), 63.5 million people in the world
have been forced to migrate, and about 34000 people per
day are forced to migrate due to conflicts, persecution,
and harassment. Most migrants seek asylum in the host
country. According to the report by UNHCR in 2014,
59 million people were forcibly displaced and 500 thou-
sand people became homeless throughout the world, and
these numbers are more than the number of displaced
persons in the Second World War. Among these people,
14 million and 400 thousand have sought asylum [3].
Nearly two-thirds of the refugees constitute children
and adolescents, which is an alarming rate. For example,

Persian article identified
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nearly 50% of Syrian refugees are below 18 years of age,
including 40% of children aged less than 12 years [4].

Based on the report by the UNHCR, half of all refugees
worldwide are from Somalia, Afghanistan, and Syria
(three low-income countries). This report also states that
countries like Ghana, Ethiopia, Iran, Lebanon, Pakistan,
and Turkey are the top countries that host migrants and
refugees [3]. Migration creates important changes in the
physical, mental, and social health of the immigrants
[2, 5]. Among immigrants, children and adolescents are
more likely to be exposed to unpleasant complications
and psychological traumas. This is because of reasons
such as inability or limited ability to meet their physical
needs, emotional attachments, physiological and psy-
chological differences, age differences, and lack of hav-
ing experienced adverse conditions [6, 7]. Psychological
harms created in children and adolescents relate both to
pre-migration conditions, as well as conditions resulting
from the time of migration and afterwards.

Given this background, the present study aimed to ex-
plain the impact of migration and asylum on various di-
mensions of mental health, identify various factors and
challenges faced by the immigrants, and point out the
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consequences of mental health of children and adoles-
cent migrants and refugees. This study also aimed to
identify the challenges of implementing the Third Mil-
lennium Development Goals. These goals specify the
health and care needs and research gaps and provide rel-
evant recommendations.

2. Materials and Methods

This analytical review study used the PUBMED and
SCOPUS databases to search for articles. The words
“mental health”, “migrant”, displaced person”, “asy-
lum seeker”, “refugees”, “refugee”, “child”, “young”,
and “adolescent” were used, in separate and combina-
tion forms, for searching articles by using AND and OR.
Persian language equivalents of these words were also
searched in SID, Magiran, and Google Scholar databases
based on the search strategy particular for each database.
However, no relevant article in the Persian language was
found in the Persian language databases. Initially, we
obtained 2014 articles in English language databases.
Based on the inclusion criteria, from among 1560 ar-
ticles, 361 articles having complete texts were extracted.

Here, the exclusion criteria were non-availability of
complete texts, irrelevant titles, and content different
from that intended (Figure 1). Thus, after implement-
ing the search strategies, inclusion and exclusion crite-
ria, and cross-check evaluation method, only 20 articles
were finally selected for analysis.

3. Results

In the past decade, military conflicts have destroyed
the lives of many children and adolescents. In addition
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to wars, adverse conditions, and economic and social
pressures, the frequency of natural disasters has also in-
creased in some parts of the world [1, 2, 8]. Generally,
one of the strategies to flee from these conditions is to
move away from the place of conflict [9]. The clear man-
ifestation of displacement and migration of people takes
place either through internally displaced people (inside
their own country) or externally displaced people (out-
side their country). The decision on migration is usually
taken by the head of the household. Therefore, children
are less likely to voluntarily migrate. Inability to make
decisions independently and lack of economic, social,
and political independence often lead to major changes
in the way the children migrate [10].

Based on the report by the UNHCR, 20 million people
have been forced to migrate due to conflicts, warfare,
and strife. Of this number, one-third are refugees who
cross international borders to migrate and the remaining
migrate inside their own country. Migration has consid-
erable impacts on the mental health of children and ado-
lescents [2] because this group is in its growth stages and
is exposed to numerous risks and stressful elements [11,
12]. Therefore, as migrant groups, they are recognized as
the most exposed to risks [1].

Since there are numerous important variables affecting
the mental health of migrant and asylum-seeking chil-
dren and adolescents, these variables can be divided into
three categories based on the stages of migration: before,
during, and after migration. Unpleasant accidents often
impact children and adolescents, affecting them even
until nine years after migration. However, psychologi-
cal rehabilitation can reduce the symptoms of illness and
help them in speedy recovery [13]. Each experience has

Table 1. Factors affecting the mental health of children and adolescents in different stages of migration

Time Period

Effective Factors

Destruction of properties and assets, physical harms and injuries, observing physical harms of others, observ-
ing the death of other children, observing the death of a member of the family [14, 15], separation from the
family, living under hard conditions, violence, persecution and probable harassments, background vulnerabili-
ties such as previous psychological problems, growth disorders, disability, poverty and the family’s economic
problems, incompatible emotional relationships between members of the family, and orphans or unaccom-
panied children, or children with unsuitable guardian [12, 16].

Before migration

Immigration policies and laws of countries regarding migrants and asylum seekers, arresting and imprisoning

the migrants, high cost of obtaining resident status or resettlement in high-income countries, separation from

parents, lack of legal guardians, presence of profitable and opportunistic traffickers, failure to meet the basic
vital needs, climate change, physical harms, violence and persecution, harassment and abuse [13, 17, 18].

During migration

Complicated legal procedures to obtain resident status, entry into a new environment, major language differ-
ences, differences in cultural, social, political and educational contexts, discrimination [19], uncertain condi-
tions and situations, difficulties in obtaining food, different educational situation, problems in health care
delivery, difficulty in obtaining working conditions, security threats in low-income countries, complexity of the
social environment in high-income countries [20], violence, harassment, neglect, and disrespect [21, 22].

After migration
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particular effects because the traumatic and unusual ex-
periences manifest themselves in the form of cumula-
tive and compounding stressors and cause different psy-
chological consequences in children [12]. For example,
separation from parents has a direct relationship with
post-trauma stress syndrome [14, 15].

Unpleasant accidents that parents experience even
before the birth of the child can also affect the chil-
dren. Therefore, it is certain that if a person during
childhood witnesses his or her parents being subjected
to persecution and harassment or torture, disappear-
ance of parents or the child becomes separated from
them, the child would have bitter experiences more
often and would experience more psychological health
syndromes [23, 24]. This separation will be a certain
prognosis of mental disorders, poor social adjust-
ment, and feeling of humiliation. It has been shown
that such impacts can be observed up to three and a
half years after resettlement in the new country. This
may be partly because, in the absence of the family, the
children will be deprived of many supports including
access to social resources and facilities, education and
proper immigration conditions and etc.; On the other
hand, children whose parents were employed or had
enjoyed appropriate economic and social conditions
prior to the disaster and migration would suffer from
adverse psychological effects due to loss of the previ-
ous comfortable situation [25-28].

In general, the more vexing and tormenting are the
accidents prior to migration, the more difficult it is for
immigrant children to adjust to the new conditions.
This is because the events before migration would
manifest themselves even in the form of sleep disor-
ders, pervasive and recurring anxiety, and psychologi-
cal problems such as depression and introversion and
extroversion disorders [15, 29]. The factors that cause
psychological distresses in refugee children mainly
include post-traumatic stress disorder, depression, and
symptoms such as irritability, sleep problems, psycho-
somatic pains, restlessness, behavioral disorders, in-
troversion and extroversion [20, 30-32]. However, the
most important psychological disorder seen in refugee
children and adolescents is post-traumatic stress disor-
der, followed by depression [21].

Mental health of refugees and variables

On reviewing the selected studies, two groups of
variables were determined: variables affecting the
mental health of refugees and variables that lacked in
relevance or impact and needed further study. Gener-
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ally, the mental health risk factors for refugee children
are categorized into three groups: individual, social,
and environmental (Table 1).

Individual variables

One of the effective individual variables is confronting
the violence because the experience of adverse events is
associated with the probability of an increase in mental
disorders in refugee children. The rate of post-traumatic
stress disorder has been reported to be directly related
to the individual experiences of injurious accidents, es-
pecially in those who experienced these accidents away
from their original place of residence [28].

Age and gender are other individual factors. In our
review, a direct connection was not found between the
children’s age and psychological disorders. This may be
because of the presence of many mutable variables such
as the age at which a person experiences adverse and un-
pleasant accidents, age at the time of migration, different
educational and resettlement policies etc. The nature and
the length of time a person faces adverse conditions have
different impacts on the reaction and response of the per-
sons affected by them at different periods of their life.
For example, children exposed to conflicts during their
growth period are more likely to suffer from cumulative
adversity, which would cause more psychological prob-
lems and affect their capacity and resilience. However,
the adolescents exposed to short-term conflicts have
acquired an experience that would help them to better
tolerate long-term conflicts.

The role of caregiver or attendant has been examined in
various studies. A study has showed that the symptoms
of post-traumatic stress disorder are seen more often with
the increase in age of the individual. However, the chil-
dren who were accompanied by older people faced less
difficulty during the transition. Most children who had
guardians or attendant could receive their resettlement
permit. But children at a lower age and unaccompanied,
i.e., without an attendant or a caregiver, had to face the
possibility of being deported from the new country after
they reach 18 years of age since they could not receive
resettlement permits [15, 22, 33, 34].

As regards to gender and psychological functions in
immigrant children and adolescents, the results of studies
are varied. But in most studies, the prevalence of mental
health disorders, especially depression and introversion
problems, was higher in girls than those in boys [33, 35,
36]. Educational level was another individual variable
that was not much related to psychological disorders
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and behavioral problems. However, the results of some
studies indicate that the level of compatibility with new
conditions is higher in individuals with higher levels of
education. On the other hand, in people with higher lev-
els of education, a higher rate of post-traumatic stress
disorder was observed. This indicates that further studies
are needed in this regard [22, 37].

Familial variables

Family solidarity and support are also important fac-
tors in reducing the children’s psychological disorders
because the family is a key aspect for immigrant ado-
lescents. Therefore, family resilience is important and
effective [38-41]. Since families in isolation cannot have
any activity, increase in resilience and accepting the new
social conditions can provide social supports for children
[42]. Children whose parents have divorced after migra-
tion show more psychological symptoms as compared
with other children. Social and economic stability of
families is also important because the economic worries
of the parents have adverse impacts on the health of the
immigrant children. Studies are needed to be conducted
regarding other familial variables; for example, in some
studies, the educational level of the family has been
shown to be effective while other studies have showed it
to have no effects [16, 24, 43].

Social and environmental variables

The uncertain situation of places for refugees and the
frustration in meeting the needs and requirements have
a direct connection with depression and introversion.
Lower levels of violence and discrimination have a sig-
nificant effect on children’s self-belief. Boys are more
exposed to discrimination, which could lead to weaker
psychological functions in them [43]. These discrimina-
tions would further lead to an increase in post-traumatic
stress disorder and depression. If communications be-
tween children are strengthened and preserved, their
mental health can be improved [2, 44].

Educational environment and school

A major part of the life of children involves the school.
Natural disasters and wars disrupt the educational condi-
tions of children. For example, in Syria, the war disturbed
the educational environment in most places and almost ru-
ined the educational institutions in some other places. From
every four schools, one school was completely destroyed
during the war in Syria. During the school year 2014-2015,
51% of children were deprived of schooling. This problem
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created a crisis in education for school-age children and
had more impact on Syrian girls than on Syrian boys [4].

Also, there is a high probability that refugee and mi-
grant children would be deprived of schools after migra-
tion. In the year 2014, more than two-thirds of school-
aged refugee children in Turkey lacked access to schools
and educational services. Although the availability of
educational conditions and school is a required condi-
tion, they would not suffice alone. The feeling of safety
in school reduces the levels of risk for children toward
suffering from post-traumatic stress disorder, supports
them against suffering from depression and anxiety, and
strengthens their self-belief. Also, it is necessary that
communication should be established between schools
and the children’s families.

In a study, it has been shown that organizing meetings
in groups where children can describe their concerns in
front of teachers, professional experts, and specialists in
mental health can improve the condition of hyperactive
children and reduce the symptoms of emotional disor-
ders [28, 41]. Another importance of education for chil-
dren and adolescents is that the basic educational needs
are provided for in line with the second development
goal of the Third Millennium, which is public access to
preliminary education [45, 46].

Cultural environment

Children who migrate from various countries to one lo-
cation have differences in terms of traumatic accidents that
they had experienced and their conditions before migra-
tion. However, a part of these differences in the incidence
of psychological disorders relates to differences in their
culture and language [35, 47]. Acculturation is a slow,
continuous, and time-consuming process and requires ca-
pacities and special subtleties and intricacies. In addition,
it is difficult to measure in terms of quantity. Separation
from one’s own culture and acceptance of the new culture
and values in the host country are not a predictor of psy-
chological compatibility. Nevertheless, some degrees of
acceptance of the new culture will have a supporting role
and will increase the psychological compatibility of the
refugee children. However, if the child or the adolescent is
placed in a state of confusion between accepting and not
accepting the culture of the new country, he or she will
suffer from many psychological issues [39, 48].

Religious and racial backgrounds

The presence of religious beliefs and commitments in
the societies is connected with the lower levels of anxi-
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ety and depression. Among the people of Southeast Asia,
the Christian and Muslim refugee adolescents demon-
strated less introversive behaviors. Spiritual beliefs in
the occurrence of disasters and adverse incidence are
important. The connection between religions, beliefs,
faith etc., with feelings of danger and resilience is very
complicated. However, studies that have attended to this
issue do not exist [41, 43, 49].

4. Conclusion

From among the eight goals of the Third Millennium
Development Goals, four goals are completely related
to children and adolescents. The first goal is to reduce
poverty and hunger. A few studies have examined the
impact of migration and asylum seeking on the poverty
suffered by refugees. Many of the conditions conducive
to migration such as war and natural disasters disrupt
economic conditions and impede the supply of basic
needs of people, especially children and adolescents. On
the other hand, the improper situation before, during,
and after migration and asylum confronts the second
goal of the Third Millennium Development Goals with
challenges by creating disorder in the educational situa-
tion of the migrants and refugees. Another challenge is
the increase in the incidence and outbreak of diseases,
especially infectious diseases. This has increased the
mortality rate of children due to heightened vulnerabil-
ity and inappropriate hygienic conditions that distance
the world from attaining goals 4 and 6 of the Third Mil-
lennium Development Goals.

Prior to the occurrence of crises, policy makers and
planners should formulate and implement educational
plans along with the help of parents and teachers in or-
der for children to cope with disastrous conditions and
promote the culture of resilience. While formulating
special care programs, the health system should place
the training of its own personnel in priority for the pur-
pose of providing services.

All children need grown ups in order to identify their
own mental health problems and receive suitable cares.
Prevailing over the existing obstacles in the way of
identifying and providing care services, is a vital issue.
Countries admitting refugees are obliged to provide
appropriate asylum conditions and social supports for
refugees. Therefore, it is necessary that such countries
should provide suitable lodgings to the refugees and
other social supports by considering the aspects related
to the prevention of violence and for respect toward the
dignity of refugees. Moreover, the availability of centers
of mental health and educational units with appropriate
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cultural, social and legal environments and with the par-
ticipation of refugees’ parents can alleviate the suffer-
ings of refugee children and adolescents.

Most studies have investigated the prevalence of
symptoms of psychological disorders in refugees. Stud-
ies have also identified the elements of risk and ways
to remove these elements. The absence of studies on
the mental health of refugee children and adolescents is
felt in these regards. Researchers need to examine the
hygienic and health conditions of refugees and provide
solutions for improving those conditions. In addition,
there is also the need to conduct face-to-face interviews
with the refugees to hear their problems, feelings and
needs. Since it seems that the political dimensions have
overshadowed the studies in this field, there is a need for
the entry of independent international organizations to
provide all-encompassing supports for the researchers to
conduct the needed studies in this field.
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