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ABSTRACT 
 
 
Background The outflow of refugees to the Netherlands reached a peak in the year 2015; among 
them a lot of children. The majority of these children seems resilient and is able to adapt to their new 
environment. Yet, a small part is developing psychosocial problems. Previous studies have described 
how these problems manifest within these children, for example through behavioral problems. 
However, it is unknown to what extent refugees experience and recognize psychosocial problems 
within children. It is also unknown what they expect or want from their general practitioner, the first 
point of entrance to healthcare, including mental health care, in the Netherlands. Insight into these 
experiences and wishes can help to adjust the general practitioner’s care to the needs of refugee 
parents and children with psycho-social problems.  
Methods For this qualitative study, fifteen semi-structured in depth interviews were conducted 
with refugees aged 20-66 years from Afghanistan, Eritrea, Syria, Iran, Armenia and Vietnam. 
Participants were recruited by a purposeful sampling technique and inclusion went on until 
theoretical data saturation was reached. Thematic analysis was lead by an inductive coding process.  
Results  Participants told they recognize psychosocial problems in children through changed 
behavior and social interaction. According to them, underlying reasons are mostly trauma and the 
language barrier. The first step towards professional health care would be through the general 
practitioner. However, limiting factors for consulting the general practitioner mentioned were a lack 
of knowledge about the Dutch health care system and the language barrier during a consultation. 
They suggested general practitioners to organise a first acquaintance consultation with refugees to 
get to know them. Besides, they suggested educating refugees about psychosocial problems in 
children, favorably with the help of an interpreter.  
Conclusion According to our study, refugees seem to recognise psychosocial problems in children 
and are aware that the general practitioner is the first health care professional to consult. However, 
there are important barriers to consult the general practitioner, most of which could be resolved. 
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INTRODUCTION 
 
With outbreaks of war and political unrest across the globe, large populations are forced to undergo 

trialing situations and endure resettlement in unfamiliar countries. Refugees must cope with the 

memories of the past while dealing with a new and uncertain life in a foreign country.  

In recent years, particularly in 2015 and 2016, a large group of refugees arrived in Europe, for which 

the Netherlands, among others, had to arrange shelter and health care. The group that came to the 

Netherlands in 2015 consisted of 56,900 refugees. This group consisted mainly of Syrians, Eritreans 

and Afghans. One in three refugees arriving in the Netherlands was a minor (1).  

 

It is a commonly known fact that refugees often have experienced traumatic events in their country 

of origin and during their journey to the Netherlands. In particular unaccompanied minor refugees 

have psychosocial problems. For example, the prevalence of PTSD in refugee children is estimated at 

11% and in unaccompanied minor asylum seekers even at 20-53% (2).  

Psychopathology often manifests itself differently in refugee boys and girls. Externalizing behavior, 

for example aggressive, impulsive and antisocial behavior, mainly occurs with boys. Refugee girls 

have a greater chance to develop internalizing problems, for example depression, anxiety, insecurity 

and reclusive behavior. Going through a migration process often interferes with identity formation, 

therefore identity development can get disrupted in adolescents (2).  

The environment also influences the mental health of refugee children: unemployment and financial 

problems in the refugee family leads to stress among the children (3), and loneliness and loss of hope 

in the host country increases the risk of depression (4). 

 

Yet, the vast majority of refugee children seems resilient and able to adapt to their new 

circumstances (5-7). The basis for psychosocial health is formed by the presence of safety, shelter 

and food, and the opportunity to develop a new social role and to build up social contacts - school 

plays an important role in this (fig. 1) (2). Due to this resilience, only a small proportion of the 

refugee children needs the help of a specialist for their mental health issues (2, 7).    

 

 

Specialised mental health care 
('GGZ')

Basic intervention/support: 
'GGD' and GP

Stabilize, support, family and 
society

Basic needs: safety, food and 
shelter

Fig 1: Intervention pyramid: representing psychosocial care for refugees  
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The general practitioner, as gatekeeper to the healthcare system in the Netherlands, is the caregiver 

with whom refugees are likely to have to deal first and foremost (8). Together with the parents of the 

refugee children the general practitioner therefore has an important role in the early identification 

and support of psychological and social problems in these children. However, previous research 

indicated that many refugees do not see the general practitioner as their first point of contact for 

mental health issues (9). Refugees use general practitioner care more than average (10), but are less 

often referred to treatment of mental health issues (11), and also make less use of support from a 

psychologist or psychiatrist (10). One of the explanations for this might be that often no distinction is 

made by refugees between physical and mental symptoms. Furthermore, recent research has shown 

that Syrian refugees have an optimistic opinion of the mental health of their children (10). At the 

same time, recognizing mental distress in children and adolescents is difficult (12). 

 

Based on the above we can assume that within the current group of minor refugees who have been 

granted residence in the Netherlands there is a (large) unidentified group with psychosocial 

problems, often related to the psychosocial circumstances of their family. Needless to say, early 

recognition of psychotrauma and other psychosocial problems in minor refugees prevents serious 

(psychosocial) problems in the adult life. These illnesses have noticeable effects on their long-term 

mental health, academic progress and social development (13) . Therefore, timely recognition and 

adequate support or treatment is important. However, given the above it might well be possible that 

at the moment psychosocial problems in refugee minors are not (early) recognized by the general 

practitioner or appropriately referred for treatment. 

 

Adult refugees, such as parents, are closest to refugee children. Therefore, it is important to know 

what knowledge and experience they have regarding psychosocial problems in children. In addition, 

it is important to know what they expect from their general practitioner in terms of support, so that 

general practitioner care can be adjusted accordingly. 

 

The aim of this qualitative study is to determine these factors. Thus, the research questions of this 

study are formulated as follows: 

 

1. To what extent do refugees experience and recognise psychosocial problems in (their) 

refugee children? 

2. What are the desires and needs of refugees for support by their general practitioner when it 

comes to psychosocial problems of refugee children? 
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METHODS 

Study design 
We performed a qualitative study using semi-structured interviews with adult refugees to gather 

insight into this subject. Interviews were conducted between July – September 2019. Ethical approval 

was waived by the Medical Ethics Committee of Radboud University Medical Center Nijmegen 

(number 2019 – 5398). There were no conflicts of interest.  

Selection of participants 
Research subjects were recruited by a purposeful sampling technique and inclusion was determined 

by the achievement of theoretical data saturation. Participants were recruited with the help of 

refugee doctors from Syria and Eritrea, and the researcher herself (born in Afghanistan), mostly from 

their own network. They were informed about the objectives and methodology verbally and by letter 

(see Appendix 1). The study population consisted of adult refugees, most of them parents, who own 

a Dutch residence permit. Their places of residence are in the counties Noord-Brabant and 

Gelderland. Participants were selected seeking diversity in age, gender, educational level, country of 

origin, family composition and moment of arrival in the Netherlands. . Participants from the 

countries of origin Afghanistan, Eritrea and Syria were selected primarily because they were the 

largest group of refugees during the refugee flow in 2015.   

Data collection 
A semi-structured topic list based on literature and expert opinion (through discussion with a.o. 

refugee doctors) was developed. The topic list (see Appendix 2) contained questions about 

knowledge on and experience with psychosocial problems in refugee children, and needs when it 

comes to (support of) the general practitioner. Also their opinions about strengthening or weakening 

(social) factors in the life of refugee children were questioned. This topic list was pretested with the 

first participant and, since no incomprehensibility was identified, this interview was included in the 

analysis. 

 

Prior to starting the interviews, the invitation letter was reviewed and participants were informed in 

more detail about the process of interviewing, use of an audiotape and anonymity of their data. In 

case participants wished to continue, they were asked to sign an informed consent form (see 

Appendix 3). The researcher conducted all interviews. The researcher masters the Afghan language, 

so there was no need for an interpreter when it came to Afghan refugees. For interviews with 

refugees  with different mother tongue a trusted interpreter (one of the refugee doctors connected 

to this project) were present. The interviews were held in the native language or Dutch language 

according to the preference of participants and took place in the participants home. One interview 

took place at the Radboud Medical University according to the preference of the participant. An 

audiotape was used to record all interviews and later transcribed verbatim, whereby Afghan 

interviews were translated into Dutch. Names of participants were substituted by numbers to ensure 

anonymity. The interviews lasted from 18 to 58 minutes.  

Data analysis 
Dutch transcripts were coded by an inductive coding process and the first three transcripts were 

coded independently by the researcher and her supervisor to restrict bias (triangulation) and to 

ensure data rigor and validity. Transcripts with repeated ideas, concepts or elements were coded 
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(open coding) and these codes were compared and discussed together for clarification. 

Subsequently, remaining transcripts were coded by the researcher and new codes were reviewed 

with the supervisor. As more data were collected, codes were grouped into categories (axial coding), 

and then into themes (selective coding), which were used to report results.  

 

The coding process was assisted by the qualitative data analysis and research program ATLAS.ti 8 

(Scientific Software Development GmbH, Berlin, Germany). The analysis was done in Dutch and the 

themes and selected quotations were translated into English for this report. 

To ensure quality of data collection, data analysis and writing this report, guidelines as Standards for 

Reporting Qualitative Research (SRQR) and literature explaining principles of qualitative studies (14) 

were consulted. 
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RESULTS 
 
Theoretical data saturation was achieved after 15 interviews. Most interviews took place with both 
parents present. A total of 14 women and 7 men participated in the interviews with an average age 
of 39, with a wide range of 20 - 66 years. Possession of a Dutch residence permit varied from 26 
years to one month. The majority of participants had children themselves and if not, they were into 
close contact with refugee minors, for example within the family. Most participants were highly 
educated. An overview of the characteristics of the included participants can be found in the table 
below. 
 

Id Gender 
Age 

(years) 
Country of 

origin 
Dutch residence 

permit since 
Education Family composition 

Afg01 Female 42 Afghanistan > 20 years Secondary school Married, 4 children  

Afg02 Male 31 Afghanistan > 20 years University education Married, close 
contact with minor 
brother-in-law  

Afg03 Female 56 Afghanistan > 20 years  Higher professional 
education 

Married, 4 children  

Arm01 Female 20 Armenia < 1 year Vocational education Lives together with 
mother and minor 
brother  

Arm02 Mother and 
daughter 

66 (M) 
and 33 
(D) 

Armenia 10 - 20 years Vocational education  
(M) and university 
education (D) 

Mother is married, 2 
children  

Eri01 Couple (male 
and female) 

36 (M) 
and 33 (F) 

Eritrea 5-10  (M) and < 
5 (F) 

University education 
(M) and higher 
professional education 
(F) 

Married, 3 children  

Eri02 Couple (male 
and female) 

51 (M) 
and 34 (F) 

Eritrea < 5 years Higher professional 
education (M) and 
secondary school (F) 

Married, 4 children  

Eri03 Couple (male 
and female) 

29 (M) 
and 25 (F) 

Eritrea 5-10 years Both secondary school Married, 2 children  

Eri04 Female 29 Eritrea 5-10 years Secondary school Married, 1 child  

Ira01 Male 49 Iran 5-10 years Higher professional 
education 

Married, 1 child  

Ko01 Couple (male 
and female) 

33 (M) 
and 31 (F) 

Turkey 
(Kurdish 
part) and 
Iraq 

> 20 years Both university 
education  

Married, 1 small child 

Syr01 Female 36 Syria < 5 years University education Married, 3 children  

Syr02 Female 43 Syria < 5 years Higher professional 
education 

Married, 3 children  

Syr03 Couple (male 
and female) 

47 (M) 
and 32 (F) 

Syria > 20 years (M) 
5-10 years (F) 

University education 
(M) and vocational 
education (F) 

Married, 4 children  

Vie01 Female 55 Vietnam > 20 years Higher professional 
education 

Married, 3 children  
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The meaning of psychosocial problems in children  
First we discussed to what extent and how parents recognize psychosocial problems in children, what 
experiences they have with these problems and with whom they discuss these. 
 
Most psychological problems are recognized through behavioral change. 
Participants mainly saw a child's change in behavior as a point of recognition for psychological 
problems: frequently mentioned examples concern withdrawn and anxious behavior or, on the 
contrary, aggressive and angry behavior of children. Also having little trust in other people or 
constantly seeing danger in people, was mentioned a few times as an expression of psychological 
complaints. Having experienced traumas, usually in the country of origin or during the journey to the 
host country, was given as the main cause for psychological complaints. 
 
“Because of what the children have experienced in the country of origin during the war. We 
experienced a really heavy war in the recent years. I think a lot of children went through that drama. 
You can notice that, especially in the beginning.” (S3, Syrian male) 
 
Social problems are mainly expressed through changed interaction and communication. 
According to the participants, social problems are mainly reflected in changed interaction with other 
children, especially at school. This can be seen through isolation, wanting to play alone in small 
children and having difficulty socializing in class in older children. This could lead to having few 
friends and to feelings of loneliness. A language barrier was mentioned as the main cause for these 
problems. Other causes mentioned were learning deficits and cultural differences. 
 
“Our daughter also had a hard time making friends. If you don't speak the language, you can't make 
friends.” (E1, Eritrean male) 
 
“In my own case, I had trouble making contact with others. When I think back to the period before 
fleeing, I was very social, very good at making friends and it went easy for me ... But the transition 
from my country of origin to the host country, and also missing a father figure for a while, it makes 
you feel you have little support and you feel pretty lonely.” (A2, Afghan male) 
 
According to a number of participants, being - often forced by circumstances - more mature than 
peers could also be a sign of psychosocial problems. 
 
“... as a refugee child you are very aware of where you are going as a family and whether you end up 
well, and whether you receive a residence permit and can stay here. But also financial problems, you 
are very aware of them... I also had to work during the journey to the host country, not in the 
Netherlands but at a different location. I literally had to contribute to the household income as a 
child. So I was definitely too mature for my age. I certainly had to do things that you shouldn't do as a 
child." (A2, Afghan male) 
 
It was striking that the expression of psychosocial problems through physical complaints was much 
less mentioned by the participants; only a few, highly educated participants, mentioned abdominal 
pain, headache, bedwetting and nightmares as a possible sign of psychosocial problems. 
An impaired physical development was also mentioned as an expression of psychosocial problems, 
such as children in who speech development was delayed. 
 
Difficulty to recognize mental health problems 
Quite regularly participants said that psychosocial complaints are sometimes difficult or impossible 
to recognize for parents. Mentioned reasons for this were having bigger problems - such as being a 
single parent temporarily before family reunion - a very young age of the child, the absence of 
previous experiences with psychosocial problems and interpreting behavior as a trait of their 



Page 10/ 23 
 

character, for example aggressive behavior as a sign of a lively character. This is mainly mentioned in 
the context of mild symptoms, because severe symptoms such as ‘freaking out' are clearly 
recognised as an sign of psychological problems. 
 
The first step is to discuss the psychosocial problems with the child. 
When participants noticed psychosocial problems within their own children, they first discussed 
these with the child. With young children they would initiate this through, for example, first playing a 
game together, while with older children they would start the conversation directly. It was 
considered important to be gentle with the child, and to have attention for and a positive mentality 
towards the child. 
 
“After school, I sat down with my son and he had to tell me what had happened. If he had a fight with 
someone, we would solve it together. Now he is doing well.” (V1, Vietnamese female) 
 
If psychosocial complaints are being noticed in children of others, the majority of participants would 
discuss this with the parents of the child in question. Some participants also would advice the 
parents on how to resolve the matter. 
A minority of participants would initially discuss the matter with a religious organization, such as a 
church. This was only suggested by participants with whom it was a customary in the country of 
origin to seek support for psychosocial problems in religion.  
Also a minority of the participants reported that psychosocial problems are not being discussed at all 
within their community, nor that they would alert other parents when they would recognize 
psychosocial problems in their children. The mentioned reasons for this were that offering 
distraction and paying extra attention to the child was considered to be sufficient to solve the 
problems, or that they did not want to get involved with other parents. 
 
Psychosocial problems are a taboo within the native culture. 
The majority of participants admitted that discussing psychosocial issues is a taboo within their 
culture (of the country of origin). An example was given in which this lead to the parents' concealing 
of the actual (unstable) home situation during the treatment of a child with unexplained physical 
complaints, which were later diagnosed as caused by mental health problems. In particular, 
disclosing psychosocial issues within one's own community was said to be avoided. According to one 
of the participants, this taboo leads, in particular with the older generation of refugees, to not 
recognizing psychosocial complaints, while for the younger generation it mainly leads to not 
consulting professional help in case of psychosocial problems. 
 
“Our culture is closed, we do not want our problems to be known and talk about it. If an adult is 
stressed, he will not say so and eventually it will get worse. So the culture prevents it.” (E3, Eritrean 
male) 
 
Because discussing and making public of psychosocial complaints is often a taboo within the native 
culture, this also lead, according to a number of participants, to (conscious) isolation of a child with 
psychosocial problems. 
 
A good parent-child relationship is the most important empowering factor for a child. 
Participants were also asked to identify (social) factors that strengthen the resilience of refugee 
children. A good relationship between the parent and the child was mentioned most in this context, 
which was described as  paying sufficient attention to the child, giving compliments and rewards, 
having regular conversations, a honest and open communication with the child, and being a source 
of support and unconditional love for the child. According to most participants, a good parent-child 
relationship will lead to self-confidence in a child. 
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“You have to give so much warmth and love that a child feels certain. If a child feels secure and feels 
the bond between child and mother, then a child will be fine.” (A3, Afghan female) 
 
The second most frequently mentioned empowering factor was a stable home situation. In context 
to this factor the key words mentioned were peace and security . 
 
"If there is peace in the home, then there is also peace outside of the home." (S2, Syrian woman) 
 
Other important factors mentioned were having a daily occupation, such as school or work, and 
interaction with other children. 
School was seen to fulfill an important role, as it could provide distraction and support for the 
children. However, this would be only the case if at school bullying and exclusion of refugee children 
were being prevented. 
 
According to the participants it is important for children not to feel discriminated, for example being 
treated differently because you are an asylum child, being bullied because of your background or 
nationality and excluding a refugee child. Being bullied particularly in the context of discrimination 
has been mentioned several times by the participants. 
 
Good interaction with other children was also seen as an important factor in strengthening the 
resilience in refugee children. Learning to deal and play with other children was mentioned as an 
important aspect school could contribute to. Organizing activities for children, for example in the 
neighborhood or through “Vluchtelingenwerk”, was also mentioned as an opportunity to bring 
children into contact with each other. 
 
Other strengthening (social) factors for a refugee child mentioned were, according to the 
participants: a good relationship between the parents, rewarding and complimenting a child, 
adapting as a refugee family to the financial situation, being a good role model as a parent and good 
living conditions.  
 
“It is very important for a child to know where his nest is and also to have a safe environment. When 
they lose that, they get confused and that is really dangerous.” (A3, Afghan female) 
 
Immigration weakens a refugee child . 
Participants were also asked to identify weakening (social) factors for the refugee child. In this 
regard, immigration was most often referred to as a weakening factor. Specific mentioned aspects 
were: moving houses often, having no part in the decision to immigrate as a child and having to 
accept all the consequences of this decision, leaving family, friends and classmates behind, ending up 
in a cultural gap, experiencing a disadvantage with regard to peers in the host country, and feeling 
the stress with parents during the asylum procedure. Participants mentioned that immigration 
mainly has an impact on the older refugee children who are fully aware of this process. It was further 
stated that this weakening factor mainly leads to social problems and reduced self-esteem in 
children. 
 
“As soon as I moved to the Netherlands, the change was just so intense for us that it really made an 
impact on me as a person. ... You constantly feel strange and different, you experience constant 
deficit. And even if you make up for that deficit, I think there will always remain this feeling: I am not 
doing good enough.” (A2, Afghan male) 
 
The second most frequently mentioned weakening factor was illness  of one of the parents, 
especially mental health diseases. According to the participants this often lead to the parent in 
question not seeking help for the child with psychosocial complaints due to his or her illness. In 
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addition to this it often leads to a deteriorated relationship between the parents, overburdening of 
healthy family members or a troubled home situation which in turn would affect the child. 
 
“Look, I have not had an easy husband, he has been in prison and experienced war in our country of 
origin, his father and brother were murdered in front of his eyes. So my husband was confused, 
traumatized and unstable. And my children were very vulnerable to that. They could easily go the 
wrong way. As a mother you then have to be extremely strong.” (A3, Afghan female) 
 
Another factor that can threaten mental health of refugee children mentioned, was dealing with two 
cultures at the same time: this can lead, in particular with older refugee children, to identity 
problems. A new language, new traditions, different norms and values and the feeling of being 
excluded also play an important role in this. According to some participants, this creates a feeling of 
insecurity in the children. Also, a poor financial situation was mentioned as a weakening factor for 
the mental health of children.  
 
“We noticed here in children who are 12 or 13 years old that they are now stuck between the country 
of origin and the Netherlands. If they behave like the people in the country of origin, then that is not 
accepted by the Dutch people. If they act like the Dutch, they will not be accepted by their parents 
and the community from their country of origin. So they are stuck in between. They don't know what 
to do, they feel lost on the road.” (E2, Eritrean male) 
 
“I mean that you don't have certain basic provisions, that you have trouble with clothing, for 
example. In my time, I remember, I didn't have any socks without holes in it. And once we had to walk 
around in gym class with our socks on and I was ashamed of that. I took my socks off a little and I 
tucked them in between my toes, very creative, but you could barely run on them. But that was my 
solution not to stand out and I tried to hide myself behind other children. ” (A2, Afghan male)  
 

Barriers to seek medical (GP) care  
The participants mentioned the existence of many obstacles for refugees to consult their general 
practitioner when suspecting psychosocial problems in their children. 
 
Lack of knowledge about the health care system in the Netherlands 
All participants mentioned the lack of knowledge of the Dutch health care system among refugees, 
especially among lowly educated and recently arrived refugees. According to the participants, 
refugees often do not know who they can turn to for which complaint. For example, some 
participants mentioned that they did not know that the general practitioner can also be consulted for 
psychological problems. It was often assumed that the general practitioner in the Netherlands would 
work in the same way as the doctor in the country of origin, which often lead to incorrect 
expectations of the consultation, such as receiving a referral for specialist care on request. 
 
“There are many refugees who do not know how the health care system works. They think that the 
doctors in the Netherlands are the same as in the country of origin, namely that it is mainly about 
earning money among the doctors.” (A1, Afghan female) 
 
Difference with the health care system in the country of origin 
The main difference between the Dutch health care system and that of the refugee's country of 
origin according to all participants was the fact that in their countries of origin there are no general 
practitioners, and no gatekeepers to specialist care. This implied, according to the participants, that it 
was possible to visit the hospital whenever one would choose to do so, or a specialist practice 
outside the hospital. One participant even thought that general practitioners in the Netherlands 
don’t have had any specialist training. 
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“If you have a broken leg, you go to the orthopedist. ... You can go directly to the specialist. On the 
street we have medical practices of specialists, you can choose yourself.” (I1, Iranian male) 
 
Other differences observed by the participants were that doctors in their country of origin would 
reach a diagnosis and treatment decision sooner and would perform more often further 
investigations. Also, the doctors in their country of origin would not consult the  computer during 
consultations, which in turn gave the impression to some participants that the general practitioner in 
the Netherlands, for whom it is common to consult their computers, lacks in medical knowledge.  
 
“The good thing in my country of origin was that your problem was solved right away. It takes longer 
here. My husband was immediately offered an operation there, but here they first do a lot of 
examinations, it takes weeks.” (A2, Armenian female) 
 
Several participants mentioned that in their country of origin there are no psychologists, psychiatrists 
or a classification system for mental illnesses. As a result, the vocabulary of many refugees for mental 
illness is limited. For the most extreme cases, according to some participants, there are psychiatric 
institutions where patients are admitted for a long time and receive medication. 
 
"We only have one word and that is "he is crazy". As a result, you cannot classify the mental 
illnesses.” (E4, Eritrean female) 
 
Participants also mentioned that doctors in their country of origin spend more time with the patient 
compared to the general practitioner in the Netherlands, even sometimes  one hour per 
consultation. Because this allowed for an extensive consideration of the complaints and of the social 
history, in their experience there was more often a personal relationship with the doctor in the 
country of origin than with the general practitioner in the Netherlands. 
 
“..in my country of origin, the doctor will explain everything to you in your own language and there is 
no time limit. I have the experience that I went to the Dutch general practitioner with my child and 
that I doubted whether I had told something or not. The doctor told me that we only had 10 to 15 
minutes. So you also start to stress about that. Ultimately, you leave the general practitioner practice 
dissatisfied.” (E2, Eritrean female) 
 
One participant mentioned that it was not customary in the country of origin for doctors to have a 
direct conversation with a child; the communication with the child always goes through the parents. 
 
Language barrier 
The language barrier was also mentioned as a barrier for many refugees to visit their general 
practitioner, especially in case of psychosocial complaints, because these complaints are even harder 
to explain. This often creates uncertainty for refugees, as a result of which they are less likely to visit 
their general practitioner. This barrier was often mentioned in combination with a lack of time during 
the consultation.  
 
“If the general practitioner wants to improve something for foreigners, the first thing is the language. 
I have been here for more than four years, but I still do not dare to go to the general practitioner 
immediately, because I do not know how to explain my complaints in 10 minutes, that is not enough 
time.” (S2, Syrian female) 
 
According to the participants, the solution to the language barrier would be to call in the help of an 
interpreter, however, many examples were provided of general practitioners who did not do this. 
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“Sometimes we ask the doctor to call in an interpreter, but he doesn't. Then it becomes difficult to tell 
everything about the disease.” (E4, Eritrean female) 

 
Not wanting to consult or accept medical care in the case of psychosocial complaints of children 
Participants regularly provided examples of parents who do not want to get help or accept help in 
the case of psychosocial problems in their children. Sometimes refugees decide instead to seek non-
medical help, such as a traditional healer. 
 
“The problem with the refugees from my country of origin is that they ask for help at the end, when 
the complaint has become very severe or when the child is very sick. And when they call the general 
practitioner and the assistant says, come tomorrow or the day after tomorrow, then it might be too 
late, because they already consulted help too late.” (E1, Eritrean male) 
 
Organisational barriers 
Some characteristics of the organization of General Practices were also experienced as a barrier, like 
long waiting times for an appointment, for example  two to three days in contrast to their country of 
origin where the refugees can almost always go to a doctor the same day. Another important barrier 
as mentioned above is the “ten-minute” slot for a consultation that was considered by all 
participants to be too short.   
 
Fear of the consequences when requesting medical help 
Two participants mentioned that fear for the consequences of seeking medical help for psychosocial 
problems in their children, in particular fear for agencies such as Child Protection getting involved. 
 
“And maybe they find it frightening to tell, because then they might take their children away. Maybe 
people will think that there is child abuse and such things... Then they will go to the general 
practitioner less quickly." (S1, Syrian female) 
 

The role of the general practitioner concerning psychosocial problems in refugee children 
 
The general practitioner is the first "professional" point of contact for psychosocial complaints 
All participants mentioned that for them the first step towards professional help for psychosocial 
problems would be the GP, as they consider him to have the right knowledge. Mostly, the GP would 
be consulted with the purpose of getting a referral for a psychologist or psychiatrist. Only one 
participant mentioned that the GP himself can also treat psychosocial complaints. 
 
“Because I think the general practitioner is capable of assessing how bad the situation is and whether 
a referral is needed. So first I would go to the general practitioner." (K1, Kurdish male) 
 
The participants emphasized the importance of trust, in order to feel able to discuss psychosocial 
problems. The longer the relationship with the same general practitioner, the greater the trust, but 
previous "bad" experiences with a general practitioner could reduce trust, to their experience.  
 
“He is a trustworthy person. We can share everything with him. If I had problems with my husband, I 
would discuss it with the general practitioner rather than with my mother." (A3, Afghan female) 
 
Practical tips from refugees for improving GP care 

The participants mentioned severable actions that could help to lower the threshold for consulting 

the general practitioner for psychosocial problems in refugee children. 
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Educating refugees about psychosocial problems in children 

All participants mentioned that providing information to refugees, by means of an interpreter, would 

improve their use of (GP-)care. The information should concern psychosocial illnesses in children and 

how they can be recognized . According to the participants, this helps to diminish the cultural taboo 

on mental health problems and the barriers in accessing GP-care. Two participants mentioned that 

education about the normal development of a child would also help parents to recognize 

psychosocial problems in their children.   

 

“For example, show a video and then ask the attending refugees, what do you notice in the movie? 

And after that explain how it works. Because most refugees don't notice that there are psychological 

problems. For example, a child comes home and throws a glass on the floor, then the parents will say, 

he is aggressive. But maybe he has underlying psychological problems.” (S2, Syrian female) 

 
Introductory meeting with the general practitioner 
None of the participants had had a first introductory meeting or intake with the general practitioner 
when he or she first registered in the medical practice. Looking back, all participants mentioned that 
this would have been important. This could lead to a better understanding of the tasks of a GP, and it 
would radiate a sense of responsibility of the general practitioner for their health, and it would 
provide refugees and GPs the opportunity to get to know each other in a "non-sick" condition. Even 
the participants who grew up in the Netherlands mentioned that they would consider this to be a 
thoughtful gesture by the GP. 
 
Longer consultation time 
Investing extra time in a consultation with a refugee is a necessity, according to almost all 
participants, especially when there is a language barrier. According to refugees, the “10 minutes 
consultation” leads to the doctor to being rushed and giving the refugees the feeling that they are 
just a number. One participant mentioned that this was something that concerns not so much 
individual GPs, as the health care system and health insurance companies.  
 
“What else needs to change in the general practitioner is first and foremost the time during a 
consultation: ten minutes is not enough for people from my country of origin, nor for other refugees 
who do not speak Dutch. It's okay with an interpreter, but it also takes more time with an interpreter. 
With ten minutes the questions will be asked quickly, so that it will be done within ten minutes.” (E1, 
Eritrean male) 
 
Calling in an interpreter 
Most of the participants recommend calling in an interpreter for refugees by the general practitioner, 
because this will lead to mutual understanding and more patient satisfaction. It is important in their 
opinion that the interpreter also has medical knowledge, because the translation to the general 
practitioner must be correct. One participant mentioned that discussing psychosocial problems 
through a telephone interpreter can diminish the meaning, because the emotions are not visible for 
the interpreter. Some participants also mentioned that the responsibility for arranging an interpreter 
is too often placed with the patient, which often leads to overburdening one of the family members 
who speaks best the Dutch language. A lot of the participants did not know that the first six months 
after receiving a residence permit refugees are entitled to an interpreter during consultations. If they 
had known this, they would have used it more often. 
 
Taking complaints seriously 
Participants mentioned that they find it important that the general practitioner takes the complaints 
of refugees seriously, especially in the case of children. GPs can show this by being respectful , giving 
the patient the opportunity to talk and not offering simple solutions, such as going to bed on time or 
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taking paracetamol. Deviating from protocols based on humanity was also mentioned, as was 
conducting always a physical examination as this inspires confidence in refugees, also because they 
are used to this in their country of origin. Taking the refugees seriously brings about trust and gives 
the refugee space to tell everything. 
 
Taking cultural differences into account 
Participants mentioned that it sometimes feels as if the Dutch general practitioner is trying to make 
the refugee 'Dutch' by giving his own ideas about certain matters without taking into account the fact 
that a refugee has a different background. Knowledge of different cultures and religions could lead to 
better and more individualised care, in their opinion. 
 
“It is important that the general practitioner knows what our relationship was with our doctor in the 
country of origin. Then it is easier for the general practitioner to talk with the patient, because then 
you know whether you can talk to someone openly, or more step by step, or whether you can talk to 
the children separately, things like that. These things are culture-related." (I1, Iranian male) 
 
 

 
 

 
 
 
 
 
 
 
 
 

 

 

 
 
 

 
 

Facilitators for GP care

• The GP is a professional

• The GP can arrange a referral for 
psychologist of psychiatrist 

• Knowing your GP for a long time

• Being taken seriously by the GP

• Regular physical examination by the 
GP

• The GP has knowledge of different 
cultures and religions 

Barriers for GP care

• Refugees not recognizing 
psychosocial symptoms

• Lack of knowledge about health care 
system

• Language barrier

• Lack of time during consultation

• Waiting time for actual appointment

• Fear of consequences 

• Cultural taboo 

Fig. 2. Barriers and facilitators for accessing and quality of GP care problems in children 
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DISCUSSION 
 
To our knowledge, this is the first study that assessed the experiences and wishes of refugees 
regarding psychosocial problems in refugee minors. 
Psychosocial problems in children were recognized by refugee parents when the children showed 
changed behavior or social interaction. Previous trauma and the language barrier were seen as most 
common causes for these problems. According to participants however sometimes these problems 
are difficult to recognise due to having bigger problems, a very young age of the child and the 
absence of previous experiences with psychosocial problems. Physical symptoms as expression of 
psychosocial problems were not being mentioned. The GP was seen by all participants as the first 
person to seek for help, however many barriers were mentioned like a lack of knowledge about the 
health care system (consequently also a lack of knowledge about the tasks of a general practitioner), 
a language barrier and the cultural taboo on psychosocial problems. Also facilitators were 
mentioned, like having a GP who has knowledge of your background and knowing your GP for a long 
time. 
 
Previous research also indicated several risk factors for mental health problems in refugee children 
that were mentioned in our study, like previous trauma (2-5, 15, 16), cultural and linguistic 
differences (7, 17, 18)  and a high relocation rate of refugee families (3). Also, the weakening factors 
mentioned in our study were in line with several previous studies, like parental psychiatric problems 
(3, 15, 19) and a poor financial situation (4, 10, 20), that in our study was linked to nutrition and 
clothing, but which would also have a negative influence on social activities and integration.  
 
Striking was that only a few refugees reported that psychosocial problems can also be expressed 
through physical symptoms, for example abdominal pain, which is a fairly well known symptom of 
stress in children according to research (21).  
 
The barriers in consulting the general practitioner for psychosocial problems mentioned in our study 
are confirmed in other studies, especially the lack of knowledge of the health care system in the 
country of destination (22), limited health literacy (18), the cultural taboo on mental health 
problems, lack of time and personal attention from the GP and the absence of physical examination 
(9). Lack of knowledge of the health care system might also be the reason why few refugees make 
use of the mental health care (22, 23). 
Lack of time during a consultation was not only mentioned by the refugees, but also by the general 
practitioners for which should be provided an answer by the system and financial departments 
according to research (17). Just like our participants, other studies also recommended education 
about mental health problems (2), improving cultural competency of healthcare professionals and 
the use of interpreters (7, 17).  
 
Strength and limitations 
A strength of this study is the researchers background as a refugee and the involvement of refugee 
doctors in the recruitment and design of the study, which  enabled the interpretation of results from 
a refugee perspective. This also helped to establish trust in the participants to openly discuss this 
sensitive topic. 
 
A limitation of this study is that a few interviews took place with an interpreter which may have 
affected the discussion. Also, almost none of the participants had actual experience with visiting their 
general practitioner for psychosocial problems in their children.  
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Recommendation for further research and practice 
Few research has been done on the influence of religion, which may be an interesting line of future 
research as refugees move to more secular societies. This could be particularly difficult for Muslim 
refugee children in Western context due to the global rise of Islamophobia, which could lead to extra 
acculturative stress (24). Also, previous research found an association between religious 
commitment and low levels of anxiety and depressive symptoms (15).  
 
In this study we did not address differences between refugees from different countries, although 
they will have experienced different traumatic events and there might be cultural differences in 
response to distressing events. For example, research reports that extra attention is needed for 
refugees from Eritrea, because of their average low level of education which could be a risk in terms 
of health and well-being (6, 22). Also cultural differences in parenting styles could affect mental 
health in refugee children.  
 
Where this study focused on experiences and opinions of refugees regarding (GP care for) mental 
health problems in refugee children, also the perspective of GPs and mental health nurses in General 
Practice on these issues would be relevant in order to get insight into learning needs and possibilities 
for improvement of care. 
 
Education of refugees on the recognition of mental health problems and on the Dutch healthcare 
system could improve their health seeking behaviour. 
The use of professional interpreters and improving the cultural competences of health care 
professionals in General Practice could help to overcome the barriers in accessing GP-care, and 
discussing mental health problems. 
 
Conclusion 
Refugees seem to recognise psychosocial problems in children and see their general practitioner as 
the first health care professional to consult. However, they experience important barriers in 
discussing these problems with their GP, due to a lack of knowledge about the health care system, 
the language barrier and lack of trust in the GP. 
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APPENDICES          

Appendix 1. Invitation letter  
(Also available in English language) 
 
Geachte mevrouw of meneer,  
 
Ouders willen graag dat het goed gaat met hun kinderen. Vooral nadat zij uit hun land zijn gevlucht. 
Nederlandse huisartsen willen de ouders hierin graag helpen.  
 
Wij werken bij de Radboud universiteit in Nijmegen.  
Wij willen weten hoe de zorg door de huisarts voor kinderen van vluchtelingen verbeterd kan 
worden. Vooral voor kinderen die verdrietig zijn of stress hebben. Wij denken dat u ons hierbij kunt 
helpen. Door ons te vertellen wat u belangrijk vindt voor kinderen. En hoe de huisarts het beste kan 
helpen. Daarom willen wij graag een gesprek met u hebben.  
 
Waarom is dit belangrijk? 
Kinderen van vluchtelingen hebben veel meegemaakt. Soms erg nare dingen. De meeste kinderen 
zijn heel sterk. Maar sommige kinderen zijn verdrietig, of hebben veel stress.  Soms krijgen ze van de 
stress buikpijn of andere lichamelijke problemen. Dan komen ze bij de huisarts. De huisarts kan 
helpen, ook als mensen verdrietig zijn of stress hebben. Maar de huisarts weet vaak niet dat het kind 
stress heeft.  
 
Wij willen graag weten hoe huisartsen het beste met vluchtelingen en hun kinderen hierover kunnen 
praten, en hoe zij het beste kunnen helpen. 

Als we dit weten, kunnen we de zorg voor vluchtelingen verbeteren. Zodat wij, samen met de 
ouders, vluchtelingkinderen een goede jeugd kunnen bieden. 
Het doel van het gesprek is dat we van u horen wat vluchtelingen belangrijk vinden. 
 
Wat betekent het gesprek voor u? 
Het gesprek duurt ongeveer 45 minuten. Het wordt gehouden op de plek die u wilt. U hoeft dus niet 
ver te reizen. Uw reiskosten worden vergoed. En u krijgt een kadobon van 15 euro van ons. 
Het interview wordt opgenomen op een taperecorder en daarna schrijven we op wat er is  gezegd, 
maar nooit met de naam van een persoon. Nadat ons verslag klaar is, wordt het gesprek van het 
bandje af gewist. Nergens wordt uw naam genoemd.    
 
Wanneer u mee wilt werken dan vragen wij u een toestemmingsformulier te tekenen.  
Als u vragen heeft kunt  u Mursal of dokter van den Muijsenbergh bellen of een email sturen. 
 
Wij hopen dat u mee wilt doen met het gesprek.  
 
Hartelijk bedankt, 
Mursal Latify, student Geneeskunde 
E-mailadres: …… 
Telefoon: 06-……….. 
 
Mieke de Klein en José Renkens, psychologen 
 
Maria van den Muijsenbergh, huisarts en professor  
E-mailadres: …… 
Telefoon: 06-………… 
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Appendix 2. Topic list 
(Also available in English language) 
 
Psychosociale problemen bij vluchtelingkinderen 
 

1. Wat is volgens u de betekenis van psychische en sociale problemen bij kinderen? Hoe 

herkent u deze problemen? 

 

2. Hebt u in uw leven weleens psychosociale problemen bij vluchtelingkinderen meegemaakt?  

Zo ja, wat hebt u daar toen mee gedaan (en waar: land van herkomst of Nederland)?  
 

3. Als u nu psychosociale problemen bij kinderen zou opmerken, wat zou u ermee doen?  

Of wat zou u iemand anders adviseren om te doen?  
 

4. Als u naar een persoon zou kunnen gaan voor deze problemen, wie zou dat dan zijn (welke 

functie, bijvoorbeeld familielid, buren, artsen)? Hoe komt het dat u voor deze persoon kiest? 

 

5. Zou u voor hulp ook naar de school van het kind of de GGD (jeugdgezondheidszorg) gaan? 

Waarom wel of waarom niet? 

 

6. Wat zijn (sociale) factoren die kinderen sterker maken?  

 
7. Wat zijn (sociale) factoren die kinderen zwakker maken?  

 
 
Relatie met de huisarts  
 

1. Had u in het land van herkomst een huisarts?  

 

2. Is de relatie met de huisarts in Nederland anders dan de relatie met dokter in het land waar u 

vandaan komt? Wat is er anders?  

 

3.  Is uw advies om voor psychosociale klachten bij kinderen naar de huisarts te gaan? Waarom 

wel of waarom niet?  

 

4. In Nederland is de huisarts een dokter voor de familie, zowel voor lichamelijke als 

psychosociale problemen. Wist u dat?  

 

5. Wat kan er beter bij de huisarts zodat vluchtelingen ook naar de huisarts gaan voor 

psychosociale klachten bij kinderen?  
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Appendix 3. Informed consent form 
(Also available in English language) 
 
 

Ik wil mee doen met het Empowerment project 
 
Ik vind het goed om met Mursal Latify te praten over kinderen van vluchtelingen. 
Over welke problemen zij kunnen hebben, en over de zorg door de huisarts.  
Ik begrijp het doel van dit gesprek.  
Ik weet dat mijn naam nergens genoemd zal worden en niemand zal horen dat ik dit 
gesprek heb gehouden.  
Ik weet dat ik elk moment kan stoppen met het gesprek.  
Ik weet dat het gesprek wordt opgenomen op een tape recorder, maar dat alleen de 
onderzoekster daarnaar zal luisteren. 

 
 
 
Voorletter en achternaam          
 
 
Datum en plaats           
 
 
 
 
 
Handtekening deelnemer        

 
 
Handtekening onderzoeker  ________________________________ 

 


