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ISSOP wishes to express our appreciation toward the countries, communities, organizations, and
volunteers who provide humanitarian assistance to migrants. We find it disturbing that some
countries refuse to protect the basic human rights of migrants.
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Executive Summary
Greater numbers of children are on the move than ever before. In 2015, the number of forcibly
displaced people across the globe reached 65.3 million. Of the more than one million migrants,
asylum seekers and refugees who arrived in Europe in 2015, nearly one third were children and
90,000 of these children were unaccompanied.
Child migrants are among the most vulnerable, even after arriving at their destination. The health of
migrant children is related to their health status before their journey, the conditions during their
journey and at their destination, and the physical and mental health of their caregivers. These
children may have experienced numerous forms of trauma including war, violence, separation from
family, and exploitation. They may suffer from malnutrition and communicable diseases including
vaccine‐preventable diseases. Pregnant women, newborns, and unaccompanied minors are
particularly vulnerable groups. Social isolation is a major risk factor for all migrant children that
compounds other health risks even after settlement in their new home. Lack of health information,
language and cultural differences serve as major barriers to adequate, timely and appropriate health
care. In spite the challenges they face, migrant children demonstrate remarkable resilience that can
be nurtured to promote good mental and physical health.
Migrant children, irrespective of their legal status, are entitled to health care of the same standard
provided to children in the resident population, as stated in the UN Convention on the Rights of the
Child. It is imperative that the health sector includes informed health workers who are able to
identify the health risks and needs of these children and provide culturally competent care. In order
to achieve this and promote the rights of migrant children to optimal health and wellbeing, ISSOP
recommends that:
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Programmes and activities designed to promote and protect migrant child health and
wellbeing must be designed in collaboration with all sectors involved, including the education
and social sectors among others, and should always include the voices of migrant children and
their families.
Health services should be readily available and easily accessible for preventive, maintenance
and curative care regardless of the child’s legal status. Care should be of the same standard as
care provided to the local population.
Health information should be provided that is culturally sensitive and readily available in a
language that migrant children and families can understand.
Medical interpreters and cultural mediators should be available during health care encounters,
and personnel working with migrants should receive training in cultural competence.
Health professionals should not participate in age determination until methods with
acceptable scientific and ethical standards have been developed.
Professionals working with migrant children and families should have access to emotional
support services.
Evidence‐based best practices in the care of migrant children should be identified and made
widely available to health workers.
An observatory should be established to study the factors leading to poor psychosocial and
mental health in migrant children and youth
Paediatricians and paediatric societies should work to improve the sensitivity of their
respective populations towards migrants, asylum‐seekers and refugees.
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Introduction
Today, greater numbers of children are on the move than ever before. The number of forcibly
displaced people across the globe reached 65.3 million in 2015.1 In the same year, over one million
migrants, asylum seekers and refugees arrived n Europe alone, nearly 1/3 of whom were children.2
Worldwide, there are nearly 100,00 children who are known to be unaccompanied or separated
from their families.1

Background
In recent years, there has been an evolution in the pattern of migration throughout the world. This is
perhaps most widely publicised in Europe, where since 2011, increasing numbers of people have
been arriving (Figure 1)3. Nearly 96,000 asylum applications were submitted by unaccompanied
minors in Europe in 2015 (Figure 2).3,4 Similar phenomena are occurring in other areas. An estimated
240,000 Rohingya people, including children and families, remain internally displaced due to inter‐
communal violence during 2011‐2013 and a further 94,000 Rohingya people have fled by sea to
other parts of Southeast Asia and Australia.5 In 2015, nearly 40,000 unaccompanied minors sought
to cross into the United States at its southern border with Mexico.6
The reasons children leave their homes, with or without their families, are diverse. Some are
seeking safety, others are rejoining family that have migrated, and yet others are searching for
better life opportunities. Forced displacement is a major driving factor, with children accounting for
one fourth of the 65 million forcibly displaced people worldwide.1 Persecution, armed conflict,
generalized violence, climate change, manmade disasters, and human rights violations are the main
reasons for forced displacement.1 While children make up 13% of migrants across the globe, fully
one half of refugees and 40% of internally displaced people are children.7
The health risks migrant children face are affected by their modes of travel, the distance and
duration of their journey and the health, social and political situations in their countries of origin,
transit and destination. Children are among the most vulnerable, and the risks they face have
immediate and long‐term impacts on their health, safety, wellbeing and their ability to reach their
full potential. This, in turn, has an impact on local, regional and global societies, both socially and
economically. As the physical and mental health of migrant children are interdependent, all
references to health in this statement refer to both physical and mental health, unless specified
otherwise.
Migrant children, irrespective of their legal status, have the right to health care of the same standard
provided to children in the resident population. The United Nations Convention on the Rights of the
Child (CRC) devotes specific attention to displaced and unaccompanied children and provides a
useful framework from which to approach migrant children’s health risks and health needs (Figure
3).
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Figure 11. Map of firsst time child asylum claim
ms in Europe Jan 2015 – Sept 2016 ((Source: UNICEF3)

Figure 2. Accompanied and unaccompannied child assylum seekers in, 2015. ((Source: UNICEF3)
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Who are migrant children?
For the purpose of this position statement, the term “migrant children” refers to children and
adolescents less than 18 years of age who are or were on the move and who experience
unfavourable conditions. This includes children who are currently travelling, those who have moved
from one country or region and settled in another, and those who are born during the journey or in
the early period after their mothers have arrived at their destination. The term unfavourable
conditions refers to conditions such as exposure to war and other forms of violence, hunger,
insecure and/or inadequate housing, food insecurity, social isolation, limited access to health care,
limited access to education, lack of legal registration or uncertain legal status, and socioeconomic
deprivation. These examples are only a few amongst a wide range of adverse conditions that
migrant children may experience, and which affect their immediate and long term health and
wellbeing.
Why is this important?
The current migration crisis in Europe brings to attention a number of political, social, economic, and
environmental risks, which affect children and their families as they travel to and through Europe in
search of safety and security. The plight of these children also creates challenges for health, social
and education services and policy makers. Rising xenophobia and nationalism in Europe has led to
closing of borders and limiting the access these children have to basic needs, and preventing them
for realising their human rights. This position paper seeks to use the knowledge gained from the
European crisis to highlight key issues in migrant child health that are relevant worldwide. We
acknowledge that the health needs and risks of migrant children and any response to mitigate these
risks and promote health are dependent on the local and regional context.

Objectives of this Position Statement:
1. Raise awareness of the magnitude of specific health and social problems affecting migrant
children and the inherent right of every child to be helped and protected.
2. Advocate for the right of every child to be provided equal access to the best health and social
care available regardless of their legal status.
3. Call for action for societies to honour their duty to help every migrant child to achieve their
potential to live a happy and healthy life, by preventing disease, providing appropriate medical
treatment and supporting social rehabilitation.

Health risks and needs of migrant children
The health of migrant children is related to their state of health before their journey as well as the
health of their caregivers. The risks these children face differ according to setting, from their country
of origin, throughout their journey, and after arrival at the destination country.9 Migrant children are
at high risk of psychological trauma from their experiences in each of these settings, with
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consequences for their long term physical and mental health. Groups that are particularly vulnerable
to ill health and trauma include unaccompanied minors, pregnant women, and infants.
Health risks in the country of origin
There may be multiple underlying reasons for a child’s departure from their country of origin. They
may be escaping war and conflict, have suffered human rights abuses such as torture or sexual
violence, or have been living in extreme poverty. Many migrant children come from countries with a
high incidence of nutritional deficiencies9 and infectious diseases10 including tuberculosis,11 hepatitis
B,10, HIV,12 malaria,13,14 and intestinal parasitic infections.15 They may have spent prolonged periods
without access to adequate preventive and curative health care. As such, migrant children may be
unvaccinated or partially vaccinated, and therefore vulnerable to vaccine‐preventable diseases. They
may also have increased rates of dental caries due to inadequate dental care.16 Infants may have
been born without skilled postnatal care such as newborn screening for congenital disorders, and
they may have been treated with potentially harmful traditional practices17. All of these factors can
have a detrimental impact on their health due to delayed diagnosis and inappropriate or delayed
treatment.

Health risks during the journey
Depending on their route of travel, the journey presents the migrant child with different challenges.
During the crossing of the Aegean Sea between Turkey and Greece, many children have drowned
when overcrowded boats have capsized.18,19 Infants born during the journey are at increased risk of
hypothermia, septicaemia, meningitis and pneumonia.20 Infants may also suffer with poor nutrition,
particularly as breastfeeding is a challenge for mothers during their journey.21 Inadequate,
overcrowded accommodation and substandard hygiene and sanitation facilities place children at risk
for communicable diseases such as diarrhoeal diseases and skin infections.20 Some children may
have been subject to incarceration during their journey, increasing the risk of both mental and
physical health problems.22 Traumatic events such as separation from family, death of family
members, sexual violence, kidnapping or extortion may have long‐lasting physical and psychological
effects on the child including depression and post‐traumatic stress disorder.21

Health risks in the destination country
The new and unfamiliar environment in the country of reception combined with language, cultural
and educational barriers places newly settled children at risk for delayed presentation or inadequate
use of health services. This is particularly important for undocumented migrants who may fear that
health services will report them to civil authorities, and for unaccompanied minors who need
information and guidance on their right to care and assistance in seeking care for health
maintenance, health promotion and illness prevention. Migrant children’s accommodation may be
inadequate or unsafe, thus placing them at increased risk of accidents and injuries in the home and
within the immediate surrounding environment.23 Families may struggle to access education,
resulting in delayed learning and significant challenges for integration into age‐appropriate schooling
for many children. Specific concerns arise for migrant children with chronic health problem and
disabilities. These children have a higher risk of exclusion and may have lower levels of participation
in society than other disabled children.24

6

ISSOP_Position_Statement_8_ Migrant_Child_Health_2017‐01‐30.docx

www.issop.org

Psychosocial and mental health
There is an abundance of evidence that shows migrant children are at high risk for mental and
psychosocial problems, including both accompanied and unaccompanied children and even children
born in the country of destination. For children travelling to Europe, these risks are increasing due to
compounded traumas experienced during their journey, including the closing of borders, the
worsening of living conditions, xenophobia, and social marginalisation.
All migrant children and youth experience loss and many of them experience other kinds of trauma
that may affect their mental health. The main threats to their mental and psychosocial health are
related to the mental health of their caregivers, inadequate living conditions, marginalisation, lack of
trauma‐informed services, and lack of cultural competency among professionals who work with
children. These factors may lead to poor self esteem and struggles with identity.
Migrant children often live with parents who are themselves suffering from psychological disorders
after trauma, including from insecurity during the asylum process.25 Caregivers who have
experienced trauma may struggle to provide their children with a sense of security and psychological
support.26 The damaging effects of this on children may be further compounded by child
professionals who fail to acknowledge cultural differences in child care, and who may consider the
parent as unfit or lacking parenting skills. Such judgements may be directed towards individuals or
even entire cultures. As a result, caregivers may become socially marginalised and may feel that
their parental rights have been diminished, which further increases their suffering, and in turn, the
suffering of their children.
The living conditions of migrant children, including their housing, frequent changing of location, lack
of toys, limited access to school, and lack of interaction with peers also places the children in a kind
of survival mode, making it difficult for them to envision their futures. At the same time, xenophobia
from the local population, including from child professionals, may progressively lead the children to
devalue their origins and even break their links with them. Under such conditions, the risk of a
progressive “double marginalisation” of migrant children and youth ‐ from their society of origin and
from their host society ‐ becomes very high. The consequences of double marginalisation are seen in
violence, delinquency, addiction, suicide, and radicalisation.27
A significant reduction in the psychosocial and mental health risks for migrant children may only be
achieved by a radical change in the way these children are welcomed into their new society.
However, there are some protective factors which have been shown to mitigate the negative
impacts of armed conflict, economic deprivation, and social and political marginalisation. Schools
and child care centres help children to develop social support systems and provide a sense of
security. Even a few hours of school each day have been shown to have a protective effect.28
Training child professionals in cultural competence and the use of cultural mediators have also been
shown to have a protective effect on the mental health of children and families.29
Resilience
In spite of the trauma they endure and the challenges they face, migrant children are often able to
adapt and maintain a positive outlook and high level of functioning. This resilience is not an inherent
or personal trait, but rather, it is a dynamic process that allows the individual child to positively
adapt when faced with threats or adversity.30 Studies in refugee children and children affected by
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armed conflict have found that social inclusion, a supportive family environment, good mental
health of caregivers, and positive school experiences enhance resilience in these children.31,32
Conversely, prolonged asylum processes, multiple relocations and lack of access to education are
risk factors for poor mental health outcomes in forcibly displaced children.32 These findings reinforce
the importance of creating immigration policy and practice that pairs the clinical care of traumatised
children with health promotion. Policies that support the stable settlement of migrant children and
families, quickly resolve asylum claims, provide access to positive school environments, and promote
access to health care can enhance resilience in migrant children and promote good health and
positive integration trajectories.

High risk groups: Unaccompanied minors, pregnant women, and newborns
Unaccompanied minors
Age has important consequences for young asylum seekers. The UN Convention on the Rights of the
Child (CRC) applies to individuals under the age of 18.33,34 Unaccompanied children, accordingly, are
defined as individuals under the age of 18, who are separated from both parents and who are not in
the care of an adult who, by law or custom, is responsible to do so.33 International and national
policies for asylum seekers and refugees often grant young people under the age of 18 years greater
protection and support than they do to those above 18 years of age.33,34 However, many refugee
children lack official documents with a date of birth. This has led to requests to health professionals
in many countries to assist migration authorities in determining whether a young asylum seeker is a
child or an adult.33,34
Different X‐ray methods are currently employed in Europe for age determination, but no available
method has been demonstrated to have the accuracy needed to be of real use in this decision.33,35
Unclear guidelines and arbitrary practices lead to shortcomings in the protection of this group of
children and adolescents in Europe.34 Medical participation, as well as non‐participation, in decisions
based on these dubious methods raises a number of important ethical questions.36 Furthermore,
given the nature of the health and safety risks of this group, it is questionable whether physical age
is the best way to define the needs of this vulnerable population.
Unaccompanied or separated children are at high risk for exploitation and trafficking. Of the nearly
90,000 unaccompanied minors who applied for asylum in 2015,37 more than 10,000 have gone
missing.38,39 These children suffer multiple forms of physical and psychological trauma, and
demonstrate high rates of depression and PTSD during the first years after resettlement.40‐42
However there are indications that unaccompanied children are often resourceful and arrive with a
clear vision of a positive future in the new country.43 Education and the care received during the first
years after resettlement are key determinants of long term adjustment. 43,44

Pregnant women and newborns
Sexual and reproductive health risks of migrant women and adolescent girls have an important
impact on maternal, newborn and child health. Although the CRC has established the right to pre‐
and post‐natal health care and to breastfeeding (Article 24),8 migrant women face challenges at all
phases of their journey regarding the choice to become pregnant, safe pregnancy and birth, and
8
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access to contraception.45 They are also at increased risk of trafficking, sexual persuasion, rape, and
prostitution.46 Women on the move may be in the situation of an unwanted pregnancy with neither
access to adequate health care nor informed choice about termination of pregnancy.47
Pregnancy‐ and delivery‐related complications are among the most frequent health problems of
migrant women.48 Barriers in access to health care in their country of origin, during the journey, and
after arrival in the destination country have detrimental effects on their nutritional status,
immunisation status, and general health. These factors, compounded by barriers in access to pre‐,
peri‐ and postnatal health care, high levels of psychological stress, poor hygienic conditions, and lack
of access to sanitary products lead to higher risk pregnancies and deliveries.45,47,49 Furthermore,
pregnant migrants may have lived for periods with inadequate nutrition and may lack support for
breastfeeding.
In order to provide adequate care, and thereby realise the human rights of both mother and infant,
pregnant women require timely provision of tailored health information and health care, respecting
cultural and religious practices, and with the use of interpreters or cultural mediators as needed.
Effective access to full pre‐, peri‐ and postnatal care equivalent to the normal standards of care in
the respective country is essential. Serious unmet needs among migrant women may result in
elevated morbidity and mortality in the mother and infants.

The role of health services: care, prevention, and promotion
The health risks and needs reviewed above illustrate how migrant children and families require a
skilled and tailored approach to their health care. Article 24 of the CRC provides every child with the
right to "the enjoyment of the highest attainable standard of health and to facilities for the
treatment of illness and rehabilitation of health." For some children, the period of migration may
last their entire childhood. In order to provide appropriate and effective care, health systems must
bridge language and cultural barriers and ensure that health workers are skilled in providing
culturally competent, trauma‐informed care. Awareness and knowledge of the different needs of all
involved, from the individual to the institutional level, on common challenges, such as linguistic and
intercultural differences or financial constraints, may help form health services that are not only
effective from a paediatric perspective but are also migrant‐friendly.50

Developing migrant‐friendly services
Examination of existing health services with the help of migrant children and families’ perspectives
can help to set criteria and standards for “migrant‐friendly care” that improves both the quality of
care they receive as well as their experience of this care.50 Health systems should engage with
migrant populations and incorporate their feedback for how to improve the health system more
responsive to their needs. Migrant children and families may express specific needs such as a
welcoming and child‐friendly environment, creation of safe spaces, assistance with communication,
confidentiality, and attention to religious needs such as the provision of a space for prayer or for
food that respects religious practices.50,51 They may also express a need for privacy, for example
when breast feeding or when having to undress for examination.50 Adapted signposts (e.g.
pictograms and colour codes) may be helpful in paediatric hospitals,50 as well as translated health
9
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information materials, adequate time allocated for interpreters, and including the entire family
when providing health information or education.50,52
While a certain degree of adaptation may be expected from migrant families especially with
increased length of stay, health services must ensure that the way they deliver care enables all
involved to contribute to best possible health and healthcare for all, including migrant children. This
may require adaptations at the policy level to ensure that providers have the necessary tools and
resources to provide the care required. Examining health services to become more aware of needs
of all members of a community are a step towards inclusive53 and equitable healthcare for all,
independent of origin. In particular, newly arrived migrants may need guidance in order to receive
the preventive and curative care that will contribute to the child becoming a healthy adult.

Language and cultural mediators
Good communication between migrant children and families and the health staff that work with
them is critical for appropriate and effective care.50,54,55 Healthcare systems often lack services that
meet the needs of minority populations, such as interpretive services and appropriate education
materials which cater to culturally and linguistically diverse groups.56 Without interpretive services,
proper medical care is not possible in language incongruent encounters.55 The use of professional
interpreters has shown to help improve quality of translations,57 reduce cost, unnecessary
diagnostics and treatments58 and increase satisfaction with physician performance in parents.55,59
Hearing a person speak one’s own language can be reassuring for all who do not have the linguistic
skills required for adequate expression and understanding in the healthcare setting. Cultural
mediators can help identify and explain different health concepts and cultural needs relevant for
wellbeing, diagnosis and care.60,61

Cultural competence
Healthcare professionals´ demeanour and approach during encounters with migrant children and
families is crucial for both the delivery and experience of care. Providers who care for migrant
children and families should receive training in cultural competence and in managing health
conditions that they are not accustomed to encountering.51 Some healthcare providers may feel
insecure on how to best address families from different ethnic or cultural backgrounds, who to
address when speaking, and how to work with different cultural beliefs and understandings of
health.50 Furthermore, caregivers may be anxious about receiving differential care due to their
origin,51 and negative encounters may result in caregivers being reluctant to bring their child back for
further care.51 Training health workers in cultural competence can help to ensure an open,
welcoming and respectful approach, reduce uncertainty for all involved, and avoid stigmatization.
Providing culturally competent care to paediatric patients requires consideration of the triangular
relationship between the child, caregivers, and provider, attention to family structure, different
levels of acculturation within the family, and the care of ill siblings.50 Identifying appropriate
networks to take care of children with chronic conditions or special needs is important. Migrant
families may face difficulties in organising, accessing and financing the care their special needs
children require.62 Furthermore, health professionals and interpreters may need support when
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dealing with emotionally difficult cases, such as when treating patients with a history of violence.63
Providers may also be uncertain about the medical care of conditions encountered in migrants which
are less common in the local population. Identifying existing guidelines, practices, and colleagues
experienced in the care of migrants can help in these situations (Figure 4).
The diverse backgrounds of healthcare staff can be an asset when caring for migrant children.52 Staff
with cultural and linguistic knowledge can ideally be matched to care for patients with specific
language or religious needs. Studies have shown that when patients and health workers share the
same racial or ethnic background, self‐rated quality of care and patient satisfaction are higher.64
Figure 4. Putting policy into practice using a rights‐based approach: Case studies in clinical care
and public health
Guidance for clinical care of migrant children: Canada
1. Guidelines for the care of migrant and refugee children65,66
o Evidence‐based national guidelines
o Case studies for in‐depth examples of relevant health issues
2. Clinical checklist for the care of migrant and refugee children67
o What to ask, when to investigate, timeline for care, topics for health promotion
o Guidance based on the country of origin of the child
3. E‐learning tool for clinicians who provide care to help them improve their knowledge and
practice68
A public health intervention to promote migrant child health: Sweden69
1. Study of health status and health literacy among newly arrived migrant and refugee families
in Sweden
2. Identification of relevant policy and programming needs
3. Development of health communicator network to address health literacy needs of specific
migrant communities in the region – thereby improving access to health information and to
appropriate health care
4. Development of health promotion interventions in collaboration with newly arrived migrant
and refugee families

Health information
Migrant populations require health information on a variety of topics. These include information
about conditions that are specific to their origin (e.g., diet, traditions, diseases), the journey (e.g.,
trauma, experience of violence), and the situation in the host country (e.g., socio‐economic
situation, housing, diaspora community). Migrants also require information about the health
services in the host country and how to access services, how to maintain a healthy diet with the
available food, age‐specific information on the prevention of accidents, and other information such
as sexual health and substance abuse. The information provided should be adapted and made
relevant to the needs of the different migrant groups. Various programmes have had success in
reinforcing the health messages given by health providers using a variety of other media, including
leaflets, social media, the internet, community events, and community classes.69,70 Schools can also
play an important role in helping to foster good health for all children, independent of their origin.
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Policy implications
All levels of health providers should follow their local and national guidelines, whilst ensuring that
they uphold the rights of the child and family. On the policy level, efforts should be made to enable
migrant‐friendly care according to the means of the country. First and foremost, this means access
to health services should be provided to all children, regardless of their nationality or legal status.
Furthermore, services should provide care at the same standard as the care given to the local
population. This may imply reducing financial constraints to the use of professional interpreters,
ensure that remuneration practices do not punish providers who take the extra time needed in case
of language incongruent consultations, set up an enabling infrastructure.50

Recommendations
Recommendation 1: In order to meaningfully realise the promotion, protection and participation
rights of migrant children, migrant child health programmes and activities must be inter‐sectoral in
their development and implementation.
As such, they must include migrant children and families, governments (ministries of health, social
welfare, education, interior, labour, defence and civil protection authorities), paediatric societies,
nongovernmental organisations and civil society organisations. Priority policies include family
reunification, the reinstitution of school education, and community‐building activities. The right to
participation is perhaps the most important and yet the most often neglected right – migrant
children and families are experts in their own experiences, and they should be provided the
opportunity to participate in their care and in the development and implementation of programmes
that are directed at them.
Recommendation 2: Health services should provide inclusive preventive and curative care to
migrant children and pregnant women regardless of their legal status.
This includes routine paediatric care, perinatal care, the care of medical conditions related to
migration, and health education. Timely and appropriate health care should be given to all pregnant
women. The standard of care for migrants should be the same as people from the local population.
Recommendation 3: Migrant children and families should have access to health information in a
language which they can understand which is provided in culturally appropriate manner.
Recommendation 4: Migrant children and families and the health professionals who work with them
should have access to interpretation and cultural mediation services.
Interpreters and cultural mediators facilitate the use of practices that are sensitive and appropriate
to the cultural, spiritual, and religious background of the patient. The financial and availability
constraints to these services often present barriers to their use as well as lack of systematic
knowledge on the cultural mediation needs of the population. Health systems should collect data on
the prevalence of ethnicities and languages spoken amongst their migrant groups in order to
effectively deliver interpreter services.60,61
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Recommendation 5: Professionals and volunteers working with migrant children and families should
undergo training in cultural competence.
Training in cultural competence should be made a standard part of medical and allied health worker
training. Furthermore, all institutions working with migrant children and families should require and
provide cultural competency training to employees.
Recommendation 6: Health professionals should not participate in age determination until methods
with acceptable scientific and ethical standards have been developed.
Recommendation 7: Professionals working with migrant children and families should have access to
services for emotional support. This may be best served by a peer group of resource persons
experienced in the care of migrants.
Recommendation 8: Best practices in the care of migrant children should be identified, expanded,
and made available to health workers.
An example is the improvement in access to school for migrant children, the development of
“migrant‐friendly schools” and the training of teachers in cultural competence. This will help to
improve the psychosocial and mental health of migrant children and prevent double marginalisation.
Recommendation 9: An observatory should be developed to catalogue and study the factors leading
to poor psychosocial and mental health in migrant children and youth.
This observatory can be used to identify social, policy and clinical practices to mitigate the harmful
effects of migrant children and families, and ultimately, on the society as a whole.
Recommendation 10: Paediatricians and paediatric societies should work to improve tolerance and
acceptance of migrants, asylum‐seekers and refugees in the general population.
As professionals who work with this population, paediatricians have firsthand knowledge and a
deeper understanding of the traumas and injustices this vulnerable population endure as well as the
risks and challenges they face in transit and destination countries. In light of recent evidence for
secondary trauma experienced in destination countries and subsequent destructive mental and
psychosocial health effects of this, it is imperative that paediatricians advocate and become a force
for a tolerant and welcoming society.

Conclusion
Migrant children face a broad range of risks in all aspects of their lives, which in turn affect their
health and wellbeing. These risks differ based on their country of origin, the means and length of the
journey, and the country of destination. Unaccompanied minors, pregnant women, and infants are
particularly vulnerable populations. In spite of the traumatic experiences which many migrant
children endure, they also demonstrate remarkable resilience. The factors which affect migrant
children’s health extend beyond the confines of the health care system to include the social and
structural determinants of health. Marginalisation and social isolation serve as major barriers to
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migrant children in realising their health rights. A rise of xenophobia and nationalism presents a
particular challenge for health, social and education services and policy makers, in this regard.
Furthermore, the political nature of migration has left the burden of responsibility on low‐ and
middle‐income countries. In order to meaningfully realise the rights of migrant children, health
systems should ensure full access to culturally competent care by informed health providers with the
same standard as in the local population. Programmes and activities designed to promote and
protect migrant child health must include migrant children and families.
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