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SUMMARY  
Background: Refugee minors are at risk for mental health problems due to experiences in 

their past and in the host country. Little is known about recognition of those mental health 

problems by General Practitioners (GPs), nor how they act when they suspect or diagnose 

mental health problems in these groups, nor for which complaints refugee minors visit their 

GP. Our aim was describing care provided by GPs to refugee minors. 

Methods: Patient records from 2 GP’s offices were analyzed for reasons of encounter, 

diagnoses and treatment with specific attention to mental health We compared all 

consultations of refugee minors from 1-Sept-2014 until 1-Sept-2019 to all consultations in an 

age-matched control group in the same period.  

Findings: 69 refugees from 7 different countries were identified in a total of 9280 patients. 

Telephonic consultations took place significantly less often in the refugees group (0,4 / year)  

compared to the control groups (1.0 /year; p=<0.001). No other significant differences in 

contacts with the GPs’ office were found. In the refugee group mental health issues were 

mentioned significantly less often (N=5; 7,2% of refugees) than in the control group with 

(N=16; 23.2%) (p=0.016). ADHD/hyperactivity and ADS were diagnosed in 0 refugees 

compared to 8 (11.6%) controls (p=0.006). No refugee minors were referred to a 

psychologist/ psychiatrist, whereas there were 10 patients with a referral to a 

psychologist/psychiatrist in the control group (p=0.001). 

Interpretation: Given the low number of mental health problems recorded in refugee minors 

compared to other minors, it seems likely that these problems are not adequately recognized 

and discussed by GPs. There were no indications of over-representation of physical 

complaints that could be an expression of mental health problems.   
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INTRODUCTION 

War and subsequently atrocities of war are of all times. In June 2019, 70.8 million 

people were forcibly displaced from their home, according to the United Nations High 

Commissioner for Refugees.(1) Of all the refugees only a minority seek refuge in the 

western world and about 90% are displaced internally or in neighbouring 

countries.(2) From 2014 until 2018 on average 34,580 people requested asylum in 

the Netherlands.(3) About 25-30% of those refugees is under the age of 18.(4) 

Refugee minors are often accompanied by their parents, but in 20% of cases 

refugee minors arrive in their host country alone.(5)  

Refugee minors are at increased risk of developing mental health problems.(5, 6) 

Fazel, Wheeler and Danesh (2005), in their meta-analysis, found that 11% of 

refugee minors suffer from PTSD (99%CI 7-17%).(7)  In unaccompanied refugee 

minors (URMs) the prevalence of PTSD is even higher, estimated to lie between 20-

53%.(5, 7) URMs are reported to come across more traumatic events and the risk of 

developing mental health problems, among which PTSD, anxiety disorders, 

depressive disorders and behavioral problems is therewith even higher. (8-11)  

The increased risk of developing mental health problems is partly caused by their 

often-traumatic experiences, but socio-economic challenges after arrival in their new 

country (like unemployment of parents) may have an even larger effect on longer 

term mental health. The well-being of children is largely dependent of the well-being 

of their parents and the fortunes of their parents bolster the children’s psychological 

resources.(2, 6, 11, 12) A rich social network and a safe learning environment lower 

the chance of developing depression, anxiety disorders and PTSD.(2, 5, 11, 13) 

However, there are indications these mental health problems are not adequately 

recognized or handled. For example, only 21% of recently immigrated refugees with 

PTSD complaints was being treated at a mental healthcare facility, while those who 

have had a legal status for a long time were being treated in 54%.(14)Another study 

showed that up to 50% of the total URM population had an unmet mental healthcare 

need.(15-17). Because of the underrepresentation of refugees in basic mental 

healthcare and overrepresentation in the more severe forms of specialistic and in-

patient mental healthcare(14) on one side and the unmet mental healthcare need in 

URMs(15) on the other side, we suspect there is a delay in diagnosing mental health 

problems in refugee minors. 

Studies have repeatedly shown that refugees and migrants underutilize mental 

health services due to stigma around mental illness, linguistic barriers and cultural 

discongruence, and hampered access to (mental) healthcare services.(18, 19)  

General Practitioners could play a key role in the timely recognition and adequate 

treatment of mental health problems in refugee minors, as all people, also refugees, 
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in the Netherlands are enlisted with a GP practice. Where healthcare insurance is 

mandatory in the Netherlands, GP care is accessible for free for all insured patients. 

Besides, GP care is known to most refugees and not considered as stigmatizing.(12) 

However, it is as yet unknown how often GPs recognize or discuss mental health 

problems in refugee minors.  

As we know that mental health problems, or chronic stress often is expressed 

through physical health complaints(20, 21), it is also interesting to know for what 

problems, other than mental health, refugee minors consult their GP. 

Also unknown are the demographics of refugee minors registered at GPs’ offices, 

the number of contacts nor the reason for encounter or the GP treatment. 

Therefore, with this study we aimed to answer the following research questions: 

How many refugees younger than 18 years of age, are registered with the GPs in 

two different GPs’ practices in the Netherlands that participate in the Empowerment 

study? 

How often and for what reason did refugees younger than 18 years of age and 

controls consult the GP during the last five years 

What content of care did both groups receive? 

In what percentage of refugees younger than 18 years of age has the GP discussed 

and / or diagnosed mental health problems compared to controls? 

This study is part of the EmpowerMENT project that aims to improve the timely 

recognition and adequate treatment of mental health problems and strengthening of 

resilience in refugee minors refugee minors through a person centered, integrated 

approach in General Practice and local collaboration of all involved (refugees, 

Primary Care, social Care, Youth care and public Youth healthcare and local 

government). 

METHODS 
 
Design  
A Retrospective survey of data from patient records in General practice. 
 

Study setting and population 

This study was performed in two of the four GP-practices that participated in the 

Empowerment project, one in a big city and one in a small town.  
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All patient records in the selected GPs’ offices were searched for refugee minors 

(age <18 years). As refugee status nor country of origin are routinely recorded in GP 

electronical records, the search was based on name algorithm. Identifying migrants 

by means of their surname has proved to be a reliable, second-best method. (22) 

Records of patients with names that were likely non-Dutch, were assessed for 

information that confirmed the patient indeed was of refugee background. In case 

this was not clear from the record, the GP was asked. If he was not sure either, the 

patient was not included. 

Only records were included of refugees who were enlisted with the practice after 

September 1st, 2014, as to focus on recently immigrated refugees.  

Figure 1: inclusion schematic of patients at the GPs’ offices. 

 

 

   *medical records of patient and parents both are <5 years.  

For the control group we used a case-control design. We matched each refugee 

minor to the first following minor of whom at least one parent was born in the 

Netherlands, of the same age group. Age groups were defined as 0-6, 7-12, 13-17 

years. 
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In accordance with the legal and scientific integrity obligations, patient data have 

been anonymised and stored safely. Researcher secrecy was guaranteed. Data is 

transported by encrypted USB, protected and stored for 15 years, according the 

Radboudumc regulations and the Data Management Plan for EmpowerMENT. 

Ethical approval for the study has been waived by the CMO-Arnhem/Nijmegen (ref 

number: 2019 – 5398).  

Procedures 

In the patient records of all participants, the number of consultations in the last 5 

years (ranging from the 1st of September 2014 to the 1st of September 2019) and the 

number of consultations in the last six months (ranging from the 1st of March 2019 to 

the 1st of September 2019) were counted. Of these consultations we recorded the 

reasons for encounter, whether mental health was discussed with the patient or 

parents, whether the presence of a professional interpreter was recorded, what 

diagnoses (with special attention to mental health problems) and treatment including 

referrals to (mental) health specialists were registered. 

ICPC-codes have been clustered into groups (see appendix 1)  

Statistical analyses 

Data have been processed and analyzed by SPSS statistics 25. A nonparametric 

Mann-Whitney U test was used to compare number of consultations per year and the 

number of consultations over the phone per year between refugee minors and 

controls. The Fisher’s exact test was used to compare the number of patients in 

whom mental health issues were mentioned and the number of patients with a P-

diagnosis, treatment and referral. Logistic regression correcting for follow-up duration 

was used to compare the number of patients that consulted the GPs’ office for 

diagnosis-groups. A generalized linear mixed model with a negative binomial 

distribution and a log link was used to compare the amount of consultations and the 

amount of prescriptions for antibiotics per 1000 patient years between the two 

groups.  

RESULTS 

 
In total, 69 refugee minors, from 29 families, were identified on a total of 9280 

patients in the included General Practices; 65 refugees in GP 1 (total N of 7108 

patients) and 4 in GP 2 (total N of 2172 patients).No current URMs could be 

identified, but parental status could not be determined in 2.9% (2 of 69) of the 

refugee group, leaving them to be possible URMs. In the refugee group 53,6% (37 of 

the 69) were male as compared to 50,7% in the control group (35 of the 69).  
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Table 1: basic characteristics of the study population. 

 Refugee Control 

Cases (N) 69 69 

Gender Male 37 (53.6%) Male 35 (50.7%) 

Female 32 (46.4%) Female 34 (49.3%) 

Age in years    
                        
                      

0-6 33 0-6 33 

7-12 23 7-12 23 

13-17 13 13-17 13 

Living with Both parents 64 (92.8%) Both parents 55 (79.7%) 

Mother only 2 (2.9%) Mother only 7 (10.1%) 

Father only 0 (0%) Father only 0 (0%) 

Mother, Father 
unknown 

1 (1.4%) Mother, Father 
unknown 

7 (10.1%) 

    

Unknown 2 (2.9%) Unknown 0 (0%) 

Average duration 
of follow-up 

31.6 months (range 2.0 months to 
52.8 months) 

47.8 months (range 4.2 months to 
60.0 months) 

 

Refugee families originated from 7 different countries: Eritrea (8.7%), Syria (59.4%), 

Iran (5.8%), Iraq (8.7%), Ethiopia & Eritrea (2.9%), Sudan & Eritrea (7.2%), Ethiopia 

& unknown country (5.8%), and Armenia (1.4%) (see figure 2). 

 

Figure 2: Country of origin of the parents of the refugee minors 

These 69 refugees had in total 470 consultations with the GP practice in the last 5 

years, compared to 799 in the control group. Corrected for the time enlisted with the 

GP practice, this equals 2.6 consultations per refugee patient per year compared to 

2.9 consultation in the control group. In the refugee group significantly less 
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consultations took place over the telephone: 0.4 / year (N=67) compared to 1.0 / year 

(N=246) in the controls (p<0.001).  

The presence of a professional interpreter was recorded in 1.9% of consultations 

and of an informal interpreter in 3.9%. 

In 5 (7.2%) refugee minors the discussion of mental health issues was mentioned in 

at least one consultation compared to 16 (23.2%) controls (p=0.016). 

In the refugee group there were 0 minors with a diagnosis of ADHD/hyperactivity or 

autism spectrum disease (ASD) compared to 8 (11.6%) in the control group 

(p=0.006). (See table 2.) Enuresis nocturna was recorded in 5 (7.2%) refugees 

compared to 2 (2.9%) controls (p=0.20). In total, 8 refugee minors were diagnosed 

with a P-diagnosis as compared to 17 controls (p=0.076). 

Table 2: Number of patients per P-diagnosis (and as % of patients. 

P- diagnoses Number of 
refugee minors 
with (out of 
N=69) 

Number of 
controls with 
(out of N=69) 

P-value 

P21 ADHD/hyperactivity, P99 ASD 0 (0%) 8 (11.6%) 0.006 

P12 Enuresis nocturna 5 (7.2%) 2 (2.9%) 0.44 

P05 sleep problems 1 (1.4%) 4 (5.8%) 0.37 

P03 depressed, feeling down 0 (0%) 2 (2.9%) 0.50 

P11 Eating disorder child 1 (1.4%) 0 (0%) 1.00 

P01 anxiety, feeling tense 0 (0%) 0 (0%) - 

P02 crisis, short stress reaction 0 (0%) 0 (0%) - 

P02.01 PTSD 0 (0%) 0 (0%) - 

P04 irritable, anger 0 (0%) 0 (0%) - 

P15/P18/P19 substance abuse 0 (0%) 0 (0%) - 

P75 Medically unexplained 
physical symptoms 

0 (0%) 0 (0%) - 

P22 Other worries mental 
health status 

1 (1.4%) 4 (5.8%) 0.37 

Total 8 (11.6%) 17 (26.1%) 0.076 

 

Refugees consulted the GPs’ office significantly less often per 1000 patient years for 

dermatological complaints (p=0.002) as compared to controls, while they consulted 

the GPs’ office significantly more often per 1000 patient years for respiratory 
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complaints (p<0.001). For all other diagnosis-groups, differences were not 

significant. No statistically significant differences were found between number of 

patients in diagnosis-groups comparing refugee minors and controls. 

 

Table 3: Top-5 most frequently recorded diagnosis-groups in refugees (a) and in controls (b) 

a)          Top-5 most frequently recorded 

diagnosis-groups in refugees 

Number of refugee 

minors presenting with 

(out of N=69) 

Number of diagnoses 

(and diagnoses per 1000 

patient years) 

Respiratory tract  43 (62.3%) 151 (830) 

Dermatological  29 (42.0%) 67 (368) 

 GI-tract 23 (33.3%) 37 (203) 

Traumata 21 (30.4%) 39 (214) 

Eye 12 (17.4%) 19 (104) 

 

b)          Top-5 most frequently recorded 

diagnosis-groups in controls 

Number of control 

patients presenting with 

(out of N=69) 

Number of diagnoses 

(and diagnoses per 1000 

patient years) 

Dermatological  49 (71.0%) 211 (768) 

Respiratory tract  39 (56.5%) 148 (538) 

Traumata 34 (49.3%) 82 (298) 

 GI-tract  22 (31.9%) 39 (142) 

Eye 21 (30.4%) 31 (113) 

 
 
Table 4: Top-5 most frequently recorded diagnoses in refugees (a) and in controls (b) 
 

a)          Top-5 most frequently recorded 
diagnoses in refugees 

Number of refugee 
minors presenting with 
(out of N=69) 

Number of diagnoses 
(and diagnoses per 1000 
patient years) 

Upper airway infection (R74) 23 (33.3%) 35 (192) 

Otitis media acuta (H71) 15 (21.7%) 34 (187) 

Minor trauma* 18 (26.1%) 33 (181) 

Language/speech deficiency (P24.2+N19) 14 (20.3%) 20 (110) 

Gastro-enteritis (D73) 14 (20.3%) 19 (104) 
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b)          Top-5 most frequently recorded 
diagnoses in controls 

Number of control 
patients presenting with 
(out of N=69) 

Number of diagnoses 
(and per 1000 patient 
years) 

Warts (S03.01), molusca contagiosa (S95) 20 (29.0%) 71 (258) 

Minor trauma* 31 (44.9%) 70 (255) 

Upper airway infection (R74) 20 (29.0%) 36 (131) 

Impetigo (S84) 19 (27.5%) 27 (98) 

Mycosis (S74) 11 (15.9%) 20 (73) 

*Minor trauma was defined as a trauma without signs of child abuse, burn wounds, high energy impact and/or fractured 

bones. 

 

Oral antibiotics were prescribed to refugees almost twice as often as to controls 

(192/1000 person years versus 98/1000 person years) (p=0.06). (See table 6a.) 

No refugees have been referred to a psychologist or to a psychiatrist compared to 10 

patients in the control group (p=0.001). In total, 36 refugee minors were referred at 

least once to another healthcare professional, compared to 50 in the control group 

(p=0.022) (See table 6b.)  

 
Table 6: Number of patients medication is prescribed to (a) and number of patients referred to 
another healthcare specialist (b). 

a)             Medication prescriptions Number of refugee 
minors prescribed 
to (out of N=69) 

Number of 
controls 
prescribed to (out 
of N=69) 

P-value 

Oral antibiotics 25 (36.2%) 19 (27.5%) 0.36 

Paracetamol 15 (21.7%) 16 (23.2%) 1.00 

Antimycotics 10 (14.5%) 16 (23.2%) 0.28 

Salbutamol 10 (14.5%) 7 (14.5%) 0.61 

Laxative 7 (10.1%) 5 (7.2%) 0.76 

Fucidic acid 6 (8.7%) 22 (31.9%) 0.001 

Corticosteroid lotions 6 (8.7%) 17 (24.6%) 0.021 

Xylometazoline 6 (8.7%) 8 (11.6%) 0.78 

Oral antihistamines 6 (8.7%) 6 (8.7%) 1.00 

Ear drops 3 (4.3%) 5 (7.2%) 0.72 

Inhalation corticosteroid 3 (4.3%) 3 (4.3%) 1.00 

Antiemetics 3 (4.3%) 0 (0%) 0.25 
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Cooling ointment 2 (2.9%) 3 (4.3%) 1.00 

Oral corticosteroids 2 (2.9%) 2 (2.9%) 1.00 

Benzodiazepine 1 (1.4%) 0 (0%) 1.00 

Methylphenidate 0 (0%) 2 (2.9%) 0.50 

Other pain medication 6 (8.7%) 4 (5.8%) 0.75 

Other over the counter meds 26 (37.7%) 26 (37.7%) 1.00 

Other medication 9 (13.0%) 12 (17.4%) 0.64 

Total 52 (75.4%) 58 (84.1%) 0.29 

 

 
b)                                          Referrals 

 
Number of refugee 
minors referred (out 
of N=69) 

 
Number of 
controls referred 
(out of N=69) 

 
P-value 

To logopedic centrum 16 (23.2%) 12 (17.4%) 0.53 

To pediatrician 10 (14.5%) 12 (17.4%) 0.82 

To specialized center for language and 
motoric development 

4 (5.8%) 1 (1.4%) 0.37 

To physiotherapy 1 (1.4%) 4 (5.8%) 0.37 

To psychologist/psychiatrist 0 (0%) 10 (14.5%) 0.001 

To youth development center 0 (0%) 3 (4.3%) 0.25 

To GP practice supporter mental health 0 (0%) 0 (0%) - 

Other referrals 24 (34.8%) 31 (44.9) 0.30 

Total 36 (52.2%) 50 (72.5%) 0.022 

 

DISCUSSION 

This is the first study to our knowledge that assessed the GP care for refugee minors 

as compared to non-migrant minors. In our sample of 69 refugee minors and 69 

matched controls telephonic consultations took place significantly less often in the 

refugee group, mental health problems were significantly less often discussed and 

never diagnosed in refugee minors; enuresis nocturna however was diagnosed twice 

as often in refugees. No refugee minors were referred to a psychologist/ psychiatrist.  

Our results seem to indicate that indeed, as presumed in the introduction, an 

underdiagnosis of mental health problems in refugee minors might exist in General 

Practice. For instance, no PTSD diagnoses were found in our sample, where a 

previous meta- analysis mentions the prevalence of 11% of refugee minors (6). 
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Several factors can explain why these problems are not being discussed nor 

diagnosed. Cultural differences exist in the way people experience and express 

mental distress. Many refugees  are not used to distinguish between mental and 

physical distress, or to discuss mental health problems that sometimes are 

considered to be taboo.(2,19) On top of that, they often do not seek professional / 

medical care as they do not consider their problems to be of a medical nature.(17-

19) And if wanting professional help, they often  are unaware of the possibilities and 

have difficulty accessing them due to  lack of trust and worries about confidentiality 

and language barriers .(19) 

In our sample no unaccompanied refugee minors were found and in 2.9% parental 

status was unknown. Compared to percentages found in literature (20%)(5), this 

percentage is much lower. This can be explained by the fact that URMs are housed 

in special foster homes under the care of a dedicated organization (NIDOS), not in 

the vicinity of either of the involved GPs. 

Mention of professional interpreters was only found in a few consultations. Although 

it is possible they were more consulted than registered, unfortunately the little use 

would be in line with previous research that showed that professional interpreters are 

seldomly used by GPs.(25) Professional interpreters are known to improve 

communication and safety and outcomes of care(25), and their use is therefore 

advised by the Dutch College of General Practitioners.(26)  

Limitations of the study 

Purposeful sampling is a risk factor for reducing sample generalizability to the entire 

refugee youth population. Participating GPs’ offices might already be more aware of 

mental health problems in refugees. Purposeful sampling was, however, a conscious 

decision. The umbrella EMPOWERMENT project aims to implement exhibits 

complex interventions, of which the full and correct implementation will need the 

motivation of its contributing healthcare professionals.  

Because of the retrospective design this study faces reporting bias. GPs might 

informally ask about mental health and ‘not reported’ does not mean ‘not discussed’. 

We must, on the other hand, note that informally and quickly asking about the ‘wear 

and tear of everyday’ at the end of the consult may in many cases not be sensitive 

enough. 

In 2018, a total of approximately 39,000 to 46,800 refugee minors who received a 

staying permit in the last 5 years resided in the Netherlands(4). As almost all people 

in the Netherlands are registered at a GPs’ office(23), calculated from approximately 

17,200,000 inhabitants of the Netherlands in 2018(24), there are on average 5 to 6 

refugee minors per standard practice of 2095 patients(27). With 65 refugee minors 

on 7108 patients the first GPs’ office is overrepresented; with 4 refugee minors on 

2172 patients, the second GPs’ office is approximating the Dutch average. 
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Conclusions should be interpreted with caution. The average follow-up duration of 

refugee minors was shorter than the average follow-up duration of controls, 31.6 

months and 47.8 months respectively. Due to the sample size of our study, we were 

not able to run a logistic regression analysis to correct for follow-up duration for 

number of patients with a P-diagnosis, number of patients with a prescription or 

number of patients with a referral. Only the group-diagnoses consisted of sufficiently 

large groups to correct for follow-up duration. 

Recommendations for practice and further study 

Based on our findings and previous research, we urge primary healthcare 

professionals to pay attention to mental health in refugees and refugee minors in 

particular. Mental health problems should be addressed more often. The existence of 

mental health services, the available treatments to mental health problems and the 

confidentiality of mental health professionals and professional interpreters should be 

addressed. 

Many questions regarding primary healthcare for refugee minors remain 

unanswered. Futures studies should investigate the mental healthcare desired/ 

needed by refugee minors and the effect of training primary healthcare professionals 

in effectively addressing mental health problems in those minors. Also, future studies 

should review the effect of improved collaboration between readily available social, 

healthcare and refugee services on awareness of refugee minors’ mental health. 

CONCLUSION 

 
Given the low number of mental health problems recorded in refugee minors 

compared to other minors, it seems likely that these problems are not adequately 

recognized and discussed by GPs. There were no indications of over-representation 

of physical complaints that could be an expression of mental health problems.  
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APPENDIX 
 

ICPC-codes per diagnosis-group 

 

Dermatological complaints (S87,A72, A76, S74, S88, S84, S03.1, S95, S12, S02) 

Respiratory tract complaints (R96, R03, R74, R78, R05, R76, R07, R21, R80, R81, 

R75, R02, H71, H72, H01, H70) 

Traumata (All diagnoses with a trauma mechanism in the anamnesis) 

GI-tract complaints (D74, D12, D11 D73, D10, D88, D09,) 

Eye complaints (F02, F03, F70, F71, F72, F73, R97) 

Fever (A03) 

ADHD/hyperactivity, ASD (P21, P99) 

No disease (A97) 

Belly pain (D01, D06) 

Urinary tract complaints (U01, U02, U07, U71) 

Other worries mental health status (P22) 

Enuresis (P12) 

Unsafe/unsound home situation (Z04.02, Z16) 

Sleep problems (P05) 

Headache (N01, N02, N89) 

Tiredness (A04) 

Eating disorder child (P11) 

Palpitations (K04) 

Depressed, feeling down (P03) 

Anxiety, feeling tense (P01) 

Crisis, short stress reaction (P02) 

Irritable, anger (P04) 

Substance abuse (P15, P18, P19) 

PTSD (P02.01) 

Medically unexplained physical symptoms (P75) 
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