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neighbouring countries (162) (170). Turkey, Uganda, Pakistan, Lebanon and Iran 

are taking the lead in hosting refugees as neighbouring countries (165). From 

there many try to find a gate to the European Union (EU) with its promise of 

freedom and security (188). Europe exerts a powerful attraction. Germany is 

currently hosting the highest number of refugees (approximately 900.000) (48) in 

the EU and of all host countries worldwide at the end of 2020 (171). 

Europe has seen many waves of migration before. However, in 2015 it was the 

first major one it had to face as a Union (70). The heterogeneity of refugees, 

originating from Africa, the Middle East, Asia and parts of Europe is challenging 

in many aspects (70). In order to provide sufficient health care to refugee children, 

two key factors have to be considered: the country of origin and reasons for 

departure. 

Providing sufficient health care to refugee children from different provenances 

with various reasons for departure is one of the major challenges. 

 
Figure 1 shows the political world map. The size of the circles illustrates the number of refugees in areas 
with circles at the end of 2017. The map and numbers are published by the UNHCR (166).  

 

Half of the global number of refugees comes from the areas listed above. The 

number of regions of conflict and crisis fills pages of UNHCR reports and is 

constantly changing (196) (162).  

Major causes of flight are ongoing terror and violent struggles (197), exploitation 

and persecution (173). Recently, due to climate change, many developing 
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1.6 Known challenges in primary health care of refugee children upon 
arrival in Europe  

So far, a comprehensive overview of challenges and barriers in health care for 

refugee children in Europe is missing. This is partially due to a great variation of 

public health systems in the EU (17) and to the great differences between 

countries of origin and arrival (13). The variety of circumstances makes it very 

difficult to identify most urgent tasks and to improve health care provision. 

Nonetheless, certain barriers appear regularly in literature when describing the 

situation of refugee children. Limited access to health care (137), language 

barriers, cultural differences (154) and dissent on health care needs along with 

in host populations rather rare infectious diseases are mentioned frequently (126) 

(104). Additionally, the latest data on primary care paediatricians taking care of 

refugee children showed missing cultural training and lack of guidance (27). 

 

1.6.1 Presenting symptoms  

Data on presenting symptoms of refugee children arriving in Europe during the 

current refugee crisis is limited (13) (74) (154) (119), because it is collected from 

certain hotspots under particular circumstances, which has great influence on 

their results. Presenting symptoms of refugees depend highly on their countries 

of origin and transit, furthermore on the location and kind of screening as well as 

on their current living conditions (126).  

Certain symptoms are commonly described at emergency care for refugee 

children. Previously, infectious diseases such as respiratory, gastrointestinal and 

skin infections (i.e. shistosomiasis and tinea capitis) (18) (65) (111) (80) have 

been described frequently along with mental health problems, musculoskeletal 

disorders (148) (16), accidental trauma (13), anaemia (65) and eosinophilia due 

to helminthic infections (119). An Australian study showed similar results with 

African refugees in the 1990s and in 2012 along with insufficient immunisation 

and nutrition deficiencies (111) (158). Higher prevalence of infectious diseases 

(126) (e.g. human immunodeficiency virus (HIV), tuberculosis, malaria and 

parasitic diseases) along with malnutrition (102), incomplete immunisation and 

mental health issues were described with reference to African refugees in the 
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1.6.2 Access to health care   

In many western high-income countries refugee children lack access to certain 

health care facilities after arrival (69) (34) (40) (89) (202) (149) (140) (75). 

Therefore, the treatment for chronic diseases and mental health might be delayed 

(7) (38) (101) (117) (133) (184), especially in the case of an uncertain or a refused 

refugee status (154) (149). This could lead to an increased utilisation of 

emergency room (ER) care (6) (184) (133) and might be less cost effective than 

granting immediate and effective access to all health care facilities needed (20) 

(184) (90).  

A German study on health care expenses showed much higher costs for refugees 

with restricted access to health care than for those with unrestricted health care 

at the same time (20). Limited legal access to health care puts health care 

workers in difficult positions (63). They are either violating legal and financial 

regulations, or infringe their medical or ethical oath (137). Difficulties with 

navigating at host countries healthcare systems are described to limit the access 

to health care, as well (101).  

Cultural differences in the utilisation of health care facilities are suggested to 

cause the same effect (56) (154) (184) (148). Additionally, access to health care 

might not only be limited by host countries, but also by communication problems 

resulting from limited functional and comprehensive health literacy of refugee 

patients (34). Shame and stigma may dishearten patients from involving an 

interpreter (50) (39) (181). In some countries the access to health care is also 

limited due to inadequate insurance (101).  

 

1.6.3 Language  barriers  and cultural differences  

Language barriers were previously described (2) (18) (34) (181), not only in the 

process of health screening and the uptake of immunisations (199), but also in 

the access to health care (64) (101) (34) (159) (105) (27). The assessment and 

evaluation of existing vaccinations has been mentioned as a major problem 

(199). Consequently, some countries (i.e. Germany) made national vaccination 

guidelines available in the languages most frequently spoken by refugee children 

and their parents (130). Besides, language barriers and communication in 
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general might challenge medical care givers when caring for refugee children. 

Missing written documentation of previous medical history of patients with chronic 

diseases often creates another barrier. In combination with language and cultural 

differences, patients, parents and health care workers are highly challenged 

(114). Cultural competence training for health professionals is a key to fighting 

health injustice (72).  

 
Figure 4 shows an example of how to meet possible language barriers in daily health care by the German 
Standing Committee on Vaccination (STIKO) recommendations in Arabic (130). 

 

1.6.4 Uptake of immuni sation  

Since the outbreak of the Syrian civil war, the Syrian public healthcare system 

has broken down and vaccination programmes were disrupted (97). This applies, 

to a different extent, to other trouble spots of the world as well. Previous studies 

describe an often incomplete or unknown immunisation status in immigrant 

children and refugee children (185) (119) (114). 

In most western host countries the vaccination status is to be evaluated and, if 

necessary, refreshed (60). The vaccinations to be taken into account include 

measles, poliomyelitis, meningococcal disease, diphtheria, tetanus and pertussis 

(144). As regulated by local or national recommendations, vaccinations are 
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are among the very high burden countries defined by the WHO (142). Yet, 

tuberculosis is a global epidemic with overall 30 countries to be classified as high 

burden countries by the WHO (189) (187) (142). A higher prevalence rate of 

active and latent tuberculosis in children born outside the EU compared to 

children born in the United Kingdom has been reported (1).  

Especially children under five are at risk to develop active tuberculosis if exposed, 

which is usually the case if a close family member is infected with active lung 

tuberculosis. The younger the child the higher the risk for developing an active 

tuberculosis disease (141) (31). 

Screening refugee children (and their families) for tuberculosis upon arrival 

appears inevitable. However, an accurate diagnostic tool is needed. Exact 

numbers on the positive effects of screening refugees from high risk countries of 

origin or transit are lacking (124). Currently, all screening methods for 

tuberculosis are imperfect for various reasons (131) (187). In general, adults and 

adolescents over 15 years of age from high risk countries are screened by chest 

x-ray and clinical signs of tuberculosis which is obsolete for younger children due 

to a much higher inaccuracy and radiation exposure (124) (131). Alternatively, 

immunodiagnostic tests such as the tuberculin skin test (TST) and the Interferon-

Gamma-Release Assay (IGRA) are recommended for children (141). One should 

be aware that the TST is interpreted positive in the case of a 10 mm swelling, if 

no prior Bacillus Calmette-Guérin (BCG) vaccination was performed and 15 mm 

after BCG vaccination. In case of a serious tuberculosis infection and advanced 

immunosuppression, the test might be negative. In case of an HIV co-infection, 

severe malnutrition and disseminated tuberculosis the TST might be negative as 

well (31), since both tests require adequate immunological response. Depending 

on age, vaccination status, disease activity and immune response, the sensitivity 

varies greatly. Specificity appears to be higher in young children for the IGRA 

(141). Therefore, currently available screening methods are questioned as to 

whether they are reliable enough for the broad screening of children (124).  

The screening for tuberculosis is heterogeneous in Europe (127). Some countries 

perform tuberculosis screenings on adults only, which is criticised due to a high 

risk of developing active tuberculosis within two years, when latent tuberculosis 

is overlooked in children (1) (127). Furthermore, literature suggests not to rely on 
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was defined by the WHO (195), mass vaccination appears to be more effective, 

faster and cheaper than serological testing to identify seronegative people at risk 

(153).  

 
Figure 5 shows a political map of measles in Europe in March 2019 (n = 1548) Produced on April 26th (2019) 
by the European Centre for disease prevention and control. The circumference of the circles indicates 
numbers of measles cases from April 2018 until March 2019 at location of map (46).  

 

1.6.5.3 Polio 

Polio, caused by the poliovirus type 1-3, belonging to the broad family of 

enteroviruses, is a serious, though vaccine-preventable disease (19). With the 

exception of Afghanistan and Pakistan, where this disease still occurs endemic 

(192) (47), polio has been eradicated successfully in many regions (193). In 

Nigeria has been no new case of confirmed wild type polio since 2016. In Arabic 

countries the appearance of circulating vaccine-derived polioviruses occurs. 

These are usually imported from the endemic countries named above or derived 

from vaccination viruses (192). Due to the civil war in Syria, the population wide 

immunisation rate sunk dramatically, which led to an outbreak of active polio in 

2014 in Syria (19). Therefore, catching up on immunisation and consideration of 



Introduction 

17 

screening methods seems imminent upon arrival of refugees from the countries 

named above (19).  

 

1.6.5.4 Hepatitis A/B/C/D/E virus 

Hepatitis A is transmitted via the faecal-oral route and belongs to the vaccine-

preventable diseases that show to be endemic in many developing countries, 

where refugees originate or transit from (55). Several hepatitis A outbreaks have 

been reported in the past from European refugee camps. These outbreaks mainly 

affected Syrian children under 14 (98). Except for Greece (98), most European 

countries do not include the vaccination against hepatitis A in their standardised 

recommendations on vaccinations (97). In several of the neighbouring countries 

of Syria, that are hosting many Syrian refugees, hepatitis A is endemic. Here, a 

vaccination is only recommended for high risk groups (97). However, though 

hepatitis A is endemic in many developing countries, the overall seroprevalence 

in children is decreasing due to better hygienic conditions (55). 

Though not endemic in Europe, several European countries have introduced the 

hepatitis A vaccination for high risk groups (e.g. Italy, Iceland, Finland, Russia, 

Slovenia and Spain) (97). 

As an example of reasonable measures taken when outbreaks of hepatitis A 

occur, in Greek refugee camps, the staff and children were vaccinated along with 

educational arrangements on hygiene and intensified hygiene measurements 

within the refugee camps (98).  

Furthermore, genotyping of hepatitis A showed subtype IB, which is often more 

common in the home countries of refugees rather than subtype IA, which is 

predominant in Europe, if present at all. Due to possibly lacking symptoms, the 

overall prevalence might be much higher than reported (98). In conclusion, 

literature recommends a hepatitis A vaccination for target groups, including 

health care workers dealing with refugee children, along with health education for 

refugees and health care workers about the ways of transmission and the risk of 

infection (97).  
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Hepatis B infection can cause an acute and chronic liver disease and a 

hepatocellular carcinoma. It belongs to the vaccine-preventable and 

epidemiologic relevant infectious diseases. Refugees may be at higher risk for 

hepatis B infection due to the lack of or incomplete vaccination (11). Other than 

hepatitis A, hepatitis B is transmitted by the exchange of body fluids. Children are 

most often infected during childbirth. Additionally, unsafe medical practice may 

put children at risk for infection. In adolescents most infections are transmitted 

sexually (14). In adult refugees the prevalence of hepatitis B infection is described 

to be higher than in the home population of Western and Middle European 

countries (134). In particular, this applies to refugees from East Asian, Sub-

Sahara African and Eastern European countries where the hepatitis B virus 

happens to be endemic (14). In 2000, the global vaccine programme against 

hepatitis B started (190) and in 2021 the global coverage of three doses is 

approximately at 83 %. However, only 6 % of the WHO African member states 

have introduced one dose of hepatitis B vaccine to new-borns within their first 

24h of life (194). Therefore, being aware of a potential hepatitis B infection and 

catching up their immunisation status is a must when treating refugee children 

(145).  

Hepatitis C infection is transmitted parenterally and the transmission rate during 

childbirth is much lower than for hepatitis B infections. However, there is no 

vaccine available. Previous data reveals low hepatitis C and D rates in some 

refugee groups (29), but since hepatitis C prevalence in children is high in China, 

Russia and Southeast Asia, refugee and immigrant children from these countries 

should be screened for hepatitis C infection (145). 

Since hepatitis D primarily occurs in hepatitis B positive patients (128), the testing 

for hepatitis D is focused on them and should be performed by a paediatric 

infectious disease specialists.  

Hepatitis E is also endemic in many countries. Transmission occurs often through 

contaminated groceries and water but also parenterally and by smear infection 

(132). Therefore, living in crowded community housing and in general within poor 

hygienic circumstances may be a risk factor for a hepatitis E infection (5). This 

should be taken into consideration when screening and treating refugee children 

as well.   
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2. Objectives and aims  

 

a) To describe characteristics, presenting signs and symptoms, and health care 

needs of refugee children presenting to emergency care in Europe. 

 

b) To present currently available guidance and care recommendations on health 

care provision for refugee children across Europe, with a particular focus on 1) 

Infectious disease screening 2) mental health problems. 

 

c) To explore existing barriers in providing health care for refugee children across 

Europe. 

 

d) To evaluate the needs of clinicians actively involved in providing paediatric 

emergency care to refugee children in Europe. 

 

e) To collate examples of best practice throughout Europe, learn from others and 

share experiences.  
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A variety of national and international societies supported the initiative such as 

the European Society for Paediatric Infectious Diseases (ESPID), PERUKI, 

Deutsche Gesellschaft für Pädiatrische Infektiologie (DGPI), Research in 

European Pediatric Emergency Medicine (REPEM), European Society for 

Emergency Medicine (EUSEM), Royal College of Paediatrics and Child Health 

(RCPCH). 

In order to distribute the survey three networks required an extra approval 

process: After consent of the responsible scientific committee and its members 

of REPEM the invitation letter, including the link to the survey, was distributed on 

19/02/2017 and on 08/05/2017 a reminder was sent out. After the ESPID 

committee of scientific affairs had approved the study and a small grant award 

had been granted, the ESPID distributed the survey amongst its members on 

21/04/2017. Additionally, the scientific committee of PERUKI had to approve the 

distribution of the survey and it was finally shared via email invitation on 

31/07/2017. 

Other networks distributed the survey among their members with a more 

straightforward approach, not requiring extra approval: The RCPCH distributed 

the survey invitation link via its news bulletin on 20/02/2017. The Spanish 

Emergency Care Network distributed it via email on 20/02/2017. The members 

of EUSEM and the European academy of paediatrics (EAP) and members of 

German, Italian and Belgium paediatric societies were approached personally. 

These societies did not distribute the survey among all their members.  

Since the Email distribution often was further executed by the societies 

themselves and their recipients were asked to forward the questionnaire to 

colleagues active in health care provision for refugee children, an overall 

response rate is not available. The PERUKI network was able to provide us with 

a response rate of 77 %. The participation in this study was voluntary and no 

compensation was provided.  
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3.8.1 Database search  in  the Embase  database  

The search was performed in Ovid Embase (1974-Feb16th 2018). 

 
Table 1 displays the detailed and advanced search in the Embase database. 

  

Variable

1 Exp child/ 1902938

2 child/ 1245301

3 infant/ 437336

4 exp toddler/ 3364

5 newborn/ 374900

6 exp juvenile/ 2542617

7 exp minor(person)*/ 473

8 adolescent/ 1190802

9 exp toddler/ 3364

10 exp refugee/ 9675

11 exp migrant/ 27926

12 exp asylum seeker/ 498

13 exp Europe/ 1242031

14 limit 12 yrs -2000- Current 984160

15 1 or 2 or 3 or 4 or 5 or 6 or 7 or 8 0r 9 2542870

16 10 or 11 or 12 27926

17 15 and 16 7100

18 13 and 17 2350

19 14 and 18 2090



Methods 

34 

3.8.2 Database search  in  the MEDLINE database  

The search was performed in Ovid MEDLINE(R) Epub Ahead of Print, In-Process 

& Other Non-Indexed Citations, Ovid MEDLINE(R) Daily, Ovid MEDLINE and 

Versions(R) 1946 to February 14, 2018.   

 
Table 2 displays the detailed and advanced search in the MEDLINE database. 

  

Variable

1
Exp Fever/dh, dt rh, th (Diet Therapy, Drug Therapy, 
Rehabilitation, Therapy- Specific Subheadings have 
been included)

5610

2

(fever* or hyperthermia* or pyrexia* or febrile or 
(sweating adj 1 sickness) or (sudor anglicus or 
temperature increase* or temperature elevat* or 
increased body temperature above normal or raised 
temperature* temperature raised or high body 
temperature*) mp. (mp=title, abstract, original title, name 
of substance word, subject heading word, keeyword 
heading word, prtocol supplematary concept word, rare 
disease supplementary concept word, unique idenitfier, 
synomyms)

255985

3

Exp Therapeutics/ or exp Rehabilitation/ or exp disease 
management/ or exp Medication Therapy Management/ 
or Case Management/ or (therap* or treat* or rehab*). 
Mp. (mp=title, abstract, orginal title, name of subsatnce 
word, subject heading word, keyword heading word, 
protocol supplementary concept word, rare disease 
supplementary concept word, unique identifier, 
synomys)

8679995

4 2 and 3 125342

5 1 or 4 126773

6

Adolescent/ ore exp child/ or exp infant/ or (child* or 
pead* or neonate* or baby or babies or infant? Or 
adolescent? Or toddler?) mp. (mp=title, abstract, 
original title, name of substance word, subject heading 
word, keyword heading word, protocol supplementary 
concept word, rare disease supplematary concept 
word, unique identifier, synomyms)

3429855

7 5 and 6 32461

8
Guideline/ or Practice Guideline/ or Practice Guideline 
as Topic/ Guideline Adherence/

148698

9

((Guideline* or pathway* or protocol* or algorithm* or 
polic* or standard* or recommendation* or guidance*) 
adj2  (clinical or treatment* or diagnos* or management 
or antibiotic*)) mp. (mp=title, abstract, original title, name 
of substance word, subject heading word, keyword 
heading word, protocol supplementary concept word, 
rare disease supplematary concept word, unique 
identifier, synomyms)

207478

10 8 or 9 329613

11 7 and 10 1427

12 Limit 11 to yr=� 2́000-Current�´ 1146
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Table 5 displays the detailed search on the websites of paediatric national societies 

  

Country National Society available through website availability

Albania Albanian Paediatric Society www.aps.al No

Armenia Arabkir www.arabkirjmc.am  No

Austria �gGKJ www.paediatrie.at No

Belgium Belgische Vereinigung voor Kindergeneeskunde www.bvksbp.be No

Bulgaria Bulgarian Paediatric Association www.pediatria-bg.eu No

Croatia Croatian Paediatric Society www.hpd.com.hr No

Cyprus Cyprus Paediatric Society www.child.org.cy No

Czech Republic Czech Paediatric Society www.cpsjep.cz No

Denmark Danish Paediatric Society ; Dansk Paediatrisk Selskab www.paediatri.dk Yes

Estonia Estonian Paediatric Association www.elselts.ee No

Finland Finnish Paediatric Association www.suomenlastenlaakariyhdistys.fi No

France French Society of Paediatric ;  Soci�pt�p Fran�oaise de P�pdiatrie (SFP)www.sfpediatrie.com No

The Former Yugoslav Republic 
of Macedonia

Paediatric Association of Macedonia www.zpm.org.mk No

Georgia Georgian Paediatric Association www.acadpediatr.ge No

Greece Hellenic Paediatric Society www.e-child.gr   No

Germany Deutsche Gesellschaft f�•r Kinder- und Jugendmedizin www.dgkj.de Yes

Hungary Hungarian Paediatric Association www.gyermekorvostarsasag.hu  No

Ireland Royal College of Physician of Ireland ; Faculty of Paediatrics www.rcpi.ie  No

Israel Israel Paediatric Association www.pediatrics.org.il  No

Lithuania Lithuanian Paediatric Association www.pediatrija.org No

Luxembourg Societe Luxembourgeoise de Pediatrie www.sante.public.lu No

Moldova Moldovan Paediatric Society www.pediatru.md No

Montenegro Montenegro Paediatric Assocoation No

The Netherlands Paediatric Association of the Netherlands www.tulipsforchildhealth.nl Yes

Poland Polish Paediatric Society www.ptp.edu.pl No

Portugal Portuguese Society of Paediatrics  www.spp.pt No

Romania Romanian Society of Paediatrics www.srped.ro No

Russia Russian Public Academy of Paediatrics www.pediatr-russia.ru/eng/ No

Serbia Paediatric Association of Serbia www.imd.org.rs/udruzenje-pedijatara No

Slovakia Slovakian Paediatric Society www.sls-sps.sk No

Slovenia Slovenian Paediatric Society www.zzp.si No

Spain Spanish Association of Paediatrics www.aeped.es No

Sweden Swedish Paediatric Society www.blf.net No

Turkey Turkish Paediatric Association www.turkpediatri.org.tr No

United Kingdom RCPCH www.rcpch.ac.uk No

Italy Italian Paediatric Society www.sirped.it No

Canada (selected non-
European country)

Canadian paediatric society www.cps.ca Yes

Finland Finnish Paediatric Association www.suomenlastenlaakariyhdistys.fi No

Ireland Royal College of Physician of Ireland www.rcpi.ie  No
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sites in Spain (1) and the United Kingdom (1). Multiple sets by one site were 

collected from seven different countries.  
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4.1.2 Completeness  and participation  

Of overall 148 eligible answer sets 99 (70 %) were fully completed as shown in 

figure 8. With a closer look into separate answer sets, the highest number of 

completeness was achieved by German participants with 85 % completeness, 

followed by colleagues from the United Kingdom and Ireland with 76 % 

respectevely. In comparison, the answer sets provided by Southern European 

countries (60 %) and Spain (57 %) show a completeness below the average of 

all other divisions analysed, as presented in figure 6 and 9. 

Figure 8 shows a comprehensive overview of the total number of answer sets of all eligible participants and 
the number of complete and incomplete answer sets (115). All numbers are shown in absolute and 
percentage values.  

  

0 20 40 60 80 100 120 140 160

Incomplete

Complete

Total

Completeness of datasets

% N
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Table 6 shows a comprehensive overview of the absolute number of answer sets of all eligible participants 
and answer sets of the three most participating countries and a collection of all Southern European answer 
sets . All numbers are shown in absolute and percentage values. * (the Southern European countries include 
Portugal, Spain, Greece, Albania, Rumania, Cyprus, Georgia, Turkey, Armenia) 

 

 
Figure 9 shows a comprehensive overview of the absolute number of answer sets overall and subdivided 
by separate data sets (United Kingdom and Ireland, Southern European countries, Spain and Germany). 
Additionally, the numbers of complete answer sets as well as the absolute number of all eligible answer sets 
are displayed. * (the Southern European countries include Portugal, Spain, Greece, Albania, Rumania, 
Cyprus, Georgia, Turkey and Armenia) 

 

As displayed in figure 10, the number of questions answered decrease 

throughout the course of the survey. The most answers are provided about 

setting and background information of the site. In this chapter almost all questions 

were answered by the participants. Throughout the following chapters the 

number of completed answers decreased up to the second last chapter of 

49 99 148 N

33,1 66,9 %

13 40 53 N

24,5 75,5 %

18 26 44 N

40,9 59,1 %

9 12 21 N

42,9 57,1 %

2 11 13 N

15,4 84,6 %

Incomplete Complete Total

All elligible participants

United Kingdom and Ireland

Southern European countries*

Spain
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variety is displayed. In the United Kingdom and Ireland 29 % of the participating 

sites see children at mixed emergency rooms while 26 % provide care at 

paediatric wards. At German sites even more children are seen at paediatric 

wards (41 %).  

The majority of personnel completing the survey is on consultant level throughout 

all the country sets analysed. Nonetheless, a remote difference in specialty of the 

consultants can be identified. The German participants are mainly paediatric 

consultants (46 %) while in the United Kingdom and Ireland as well as in Spain, 

the majority of people completing the survey are on a consultant level for 

paediatric emergency care. The detailed graphs of the data described above are 

displayed in the appendix. 

 

4.3 Health care policies  

Table 16 and 17 display results for health care policies for five topics related to 

emergency care for refugee children and three more questions on surrounding 

setting information. These questions were single answer questions with three 

possible choices. Additionally, participants were asked to upload further material 

and describe existing policies or guidelines. The nine questions on existing health 

care policies were completed between 120 and 125 times by all eligible 

participants. The majority claims that there are no guidelines on this topic. 

Nonetheless 30 % to 33 % have policies for refugee children presenting to their 

emergency department, 30 % for immunisation and catch up immunisations, 

33 % for infection screening and 32 % for safeguarding concerns and social care 

referral. Significantly less often, participants have guidelines for general 

presentation to the emergency department (18 %) and mental health issues and 

symptoms of post-traumatic stress syndrome (14 %). Teaching sessions on how 

to manage refugee children are only provided to 15 % of our participants. At many 

sites (69 %) active organisations give support in health care matters for refugee 

children (115). 
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Table 18 presents the results for available guidelines for the immunisation status 

and catch up immunisations by different data sets. The majority of the participants 

do not have any guidelines available. However, the German sites appear to have 

some guidelines available. This applies for immunisation status (55 %) and even 

more on infection screening (73 %) which is presented in table 19. 

Table 18 displays an overview of the health care policies for refugee children presenting to the emergency 
department and how to check or catch up the immunisation status by different data sets. The numbers are 
shown in absolute and percentage values.  

 

Concerning available policies for the immunisation status, the free text section 

was used by 26 participants from 11 different countries. 13 participants claimed 

to have national vaccination guidelines for catching up immunisations with no 

special procedure or policy for refugee children. 11 participants explained special 

awareness for refugee children along with local or national guidelines. On this 

topic four documents were uploaded. They contain current recommendations by 

the German Standing committee on vaccination (STIKO) and a special concept 

for unimmunised asylum-seeking children in Germany. They also contain a Swiss 

paper on detailed guidance on how to approach unimmunised refugee children 

as well as a brief summary of common or typical infectious diseases in refugee 

children. The third document is a clinical pathway for emergency care for refugee 

children by British colleagues with three main trees (infectious diseases, 

emotional health and sexual health). 

For the question of infection screenings (table 19) 22 answers from 11 countries 

are received. 10 of those participants claim to have policies for infection 

screening. One participant from London claims there is a guideline in the process 

to be re-written at the moment. The uploaded documents are provided by a Swiss 

Does your hospital have a guideline or a policy for 
refugee children (and): immunisation status and 
catch up immunisations?

yes no unknown total free text uploads

37 69 19 125 26 4 N

29,6 55,2 15,2 %

10 24 3 37 8 N

27 64,9 8,1 %

4 30 10 44 3 N

9,1 68,2 22,7 %

5 8 2 15 3 N

33,3 53,3 13,3 %

6 4 1 11 5 N

54,5 36,4 9,1 %

All

Southern Europe

United Kingdom and Ireland

Spain

Germany 
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Table 21 shows a comparison of the results for recommendations on refugee 

children presenting to the emergency department. The results appear relatively 

unified throughout all data sets with the exception of the United Kingdom and 

Ireland having less policies on refugee children presenting to the emergency 

department available. The free text option was used by 11 participants from nine 

different countries. Only two of them describe specific recommendations for 

refugee children. In a participating hospital in Athens, separate keynote books for 

taking care of refugee children are provided. In a hospital in Belfast, Syrian 

refugee children are examined at the airport and afterwards brought to a suitable 

hospital. 

Table 21 displays an overview of the health care policies for refugee children presenting to the emergency 
department by different data sets. The numbers are shown in absolute and percentage values.  

 

Table 22 demonstrates the results for policies and guidelines for refugee children 

and mental health issues and PTSD. A large majority claims not to have any 

guidelines or policies on these matters (81 %). The German participants indicate 

to know relatively many guidelines (36,4 %) in contrast to the participants from 

the United Kingdom and Ireland, where only 6,8 % claim to have guidelines on 

mental health issues available. The free text option was used by seven 

participants. 

Does your hospital have a guideline or a policy for 
refugee children (and): presenting to the 
emergency department?

yes no unknown total free text uploads

22 82 19 123 11 N

17,9 66,7 15,4 %

8 23 4 35 5 N

22,9 65,7 11,4 %

3 32 9 44 1 N

6,8 72,7 20,5 100 %

2 10 3 15 1 N

13,3 66,7 20 %

4 6 1 11 2 N

36,4 54,5 9,1 %

Southern Europe

United Kingdom and Ireland

Spain

Germany 

All
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Table 22 displays an overview of the health care policies for refugee children presenting to the emergency 
department and how to deal with mental health issues and symptoms of post-traumatic stress syndrome by 
different data sets. The numbers are shown in absolute and percentage values. 

 

A large majority of participants claimed to have no teaching sessions on how to 

manage refugee children in the emergency care, except for the German sites 

(table 22). Six participants (54 %) do have teaching sessions in that matter. The 

Southern European participants as well as the participants from the United 

Kingdom and Ireland claim that there are no teaching sessions available (91 %). 

The free text answer section was used by nine participants from six different 

countries. The teaching strategies described vary between lectures (Freiburg, 

Germany), seminars and discussions (Brussels, Belgium) and morning rounds 

(Munich, Germany). No further documents were uploaded for the questions in 

Tables 24 to 26. 

Table 23 displays an overview of the results for provided teaching sessions for physicians on how to manage 
refugee children at the emergency care by different data sets. The numbers are shown in absolute and 
percentage values.  

  

Does your hospital have a guideline or a policy for 
refugee children (and): mental health issues and 
symptoms of post traumatic stress syndrome?

yes no unknown total free text uploads

17 81 25 123 7 N

13,8 65,9 20,3 %

4 24 7 35 N

11,4 68,6 20 %

4 29 11 44 N

9,1 65,9 25 %

2 10 3 15 N

13,3 66,7 20 %

4 6 1 11 N

36,4 54,5 9,1 %

All

Southern Europe

United Kingdom and Ireland

Spain

Germany 

Does your hospital provide teaching sessions for 
physicians on how to manage refugee children in 
emergency care?

yes no unknown total free text uploads

19 97 6 122 9 N

15,6 79,5 4,9 %

3 32 35 1 N

8,6 91,4 %

1 40 3 44 N

2,3 90,9 6,8 %

2 13 15 1 N

13,3 86,7 %

6 5 11 4 N

54,5 45,5 %

Southern Europe

United Kingdom and Ireland

Spain

Germany 

All
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Table 24 displays an overview of health care policies for refugee children presenting to the emergency 
department and how to check or catch up the immunisation status by different data sets. The numbers are 
shown in absolute and percentage values.  

 

As displayed in Table 24, most of the participants have no regular discussions 

with public health care representatives or did not decide on this matter. Whereas, 

80 % of the Spanish participants claim that they do have regular discussions with 

public health care or other organisations concerning health care for refugee 

children. Roughly half of the German participants also have regular discussions 

with public health care. The free text option was used by ten participants from 

five different countries. The frequencies range between twice a year (Malmö, 

Sweden) to every three months (Freiburg, Germany). 

Table 25 displays an overview of the results of active organisations who provide support and health care for 
refugee children nearby by different data sets. The numbers are shown in absolute and percentage values. 

 

Among the sites that feature active organisations for health care for refugee 

children (table 26), the German sites are leading (91 %), followed by the Southern 

European sites (60 %). Interestingly, in the United Kingdom and Ireland (43 %) 

and Spain (40 %) this was unknown to a larger group. The free text option asked 

to describe what organisations are active in the vicinity of the participating sites. 

Does your hospital have regular discussions with 
Public Health or other organisations concerning 
health care of refugee children?

yes no unknown total free text uploads

24 69 29 122 10 N

19,7 56,6 23,8 %

4 24 7 35 1 N

11,4 68,6 20 %

2 28 14 44 2 N

4,5 63,6 31,8 %

12 3 15 N

80 20 %

6 3 2 11 3 N

54,5 27,3 18,2 %

All

Southern Europe

United Kingdom and Ireland

Spain

Germany 

Are there any organisations active in your region 
who provide support and health care for refugee 
children?

yes no unknown total free text uploads

69 18 35 122 23 N

56,6 14,8 28,7 %

21 6 8 35 6 N

60 17,1 22,9 %

19 6 19 44 8 N

43,2 13,6 43,2 %

5 4 6 15 2 N

33,3 26,7 40 %

10 1 11 2 N

90,9 9,1 %

Spain

Germany 

United Kingdom and Ireland

All

Southern Europe
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country of origin. The Spanish participants showed relatively low participation in 

this section. Figure 14 displays an overview of the results based on the different 

data sets using absolute values. A detailed table with the corresponding numbers 

in absolute and percentage values can be found in the appendix. 

Figure 14 shows the results for the top three countries from which the participants see refugee children 
most often are displayed above in comparison to the different data sets. The numbers are shown in absolute 
values and are sorted by the total number of answers. 
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5.3 Health care policies : The access and availability of guidelines on 
immuni sation and screening procedures for refugee children needs to be 
improved  immediately  

In medical care for refugee children, the awareness of matters of infectious 

diseases and immunisation status is commonly spread (121) (118). Nonetheless, 

the availability and access to guidelines for the immunisation status and catch up 

immunisations concerning refugee children differ greatly among the participants. 

55 % of the German participants claim to know and be able to easily access 

immunisation guidelines for refugee children. Overall a majority (55 %) of all other 

participants do not have guidelines on this matter or are not aware of them. Since 

this is one of the major concerns in health care for refugee children, in the end, 

many physicians and health care workers feel left alone. The immunisation 

recommendations differ among European countries (144) (60). Nonetheless, it is 

crucial to define a pattern on how to catch up on the immunisation status of newly 

arrived refugees. Additionally, easy access should be granted, taking also 

language differences into consideration. The German RKI could act as a positive 

example by allocating recommendations of the German Standing Committee on 

Vaccination in 20 languages (130). 

The most common diseases detected in refugee children are treatable and early 

treatment will result in a better outcome and fewer costs (20). On the contrary, if 

not detected and treated early this may result in detrimental health consequences 

(119) and be accompanied with higher costs for the public health care system 

(184) (90). Additionally, neglecting communicable diseases might expose the 

home population to unnecessary risks (114). Therefore, screening 

measurements for refugees children have been implemented by many host 

countries (119) often accompanied by an initial health assessment (116). 33 % 

(N =40) of all participants affirm to have implemented screening methods. 

Therefore, a significant majority does not know about the screening procedures 

or does not have access to them or there are really no defined screening 

measurements in their region. This points out more accumulated needs in 

refugee care that need improvement.  

The RCPH (United Kingdom) (135) or the RKI (Germany) (129) are two examples 

of institutions who give guidance on initial health assessments of refugee 

children. However, consensus on what to screen for is not trivial. This is 
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impressively shown by the example of screening for tuberculosis. Before 

implementing an area wide screening, the likely exposure and health needs of 

the target population must be taken into consideration and should always be 

accompanied with further possible diagnosis and treatment (144). Further, 

evolving unified screening recommendations will need a close collaboration on a 

national and international level. 

Teaching sessions on refugee children emergency medicine differ considerably 

between geographical regions. Training is provided for almost no site in the 

United Kingdom and Ireland (91 % /40 sites) whereas 55 % (six sites) of the 

German participants do have teaching sessions on this matter. Once more, these 

findings correlate with how many refugee children visit the participants ER on a 

regular basis. Nevertheless, we detect plenty of room for improvement on this 

matter. Training and further education of the staff working at the ER must be 

upgraded to improve care for refugee children (148) (101). This applies not only 

to physicians and nurses. Stewardship and aiding staff would profit from training 

on migrant health, too (137). This may result in improving health care access for 

refugee children (115). 

Non-governmental organisations are taking an active role in health care provision 

for refugees all over the world (82) (3). Since the withdrawal of the European 

border protection Frontex, their commitment became even more important. Active 

organisations who provide support and health care for refugee children are 

frequently present in Germany (91 %). This fits in with the fact that the German 

participants saw the most refugee children in the time period we asked (of areas 

we compared). Interestingly, 40 % of the Spanish and 43 % of the participants 

from the United Kingdom and Ireland do not know if there are any organisations 

active in their region, pointing out the need for closer communication if they are 

present in these areas. 

As mentioned before, the health care systems differ significantly in Europe. This 

applies to how follow up appointments after visiting emergency rooms are 

managed, as well. In Germany, a follow up appointment is never provided 

routinely. In Spain 20 % (four sites) always provide follow up appointments. Newly 

arrived refugee children and their families often lack proper orientation in health 

care systems and social care of host countries (34). The ER often has to act as 
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compared to the home population. The incidence of mental diseases is known to 

be much higher (186) (10). The staff at emergency rooms is not confronted with 

mental health issues on a regular basis. Appropriate resources and follow up 

procedures are often lacking. Therefore, this appears as a major obstacle to the 

medical personnel in charge (115). 

To answer this challenge, multiple approaches are needed. Mental health 

guidelines are needed with a focus on the development of standard procedures 

and standardised trauma screening to identify those who need help (105) (115). 

Mental health and social workers must be readily available on a speeding track. 

Fast and effective intervention in case of mental health problems may make 

integration easier and prevent severe mental health problems in the long run 

(177) and therefore reduce costs, too (13).  

Interestingly, funding issues do not appear to be a major barrier for most 

participants. Only 20 % of 110 eligible participants completely agree (6 %) or 

agree (14 %) on funding as a great barrier. The fewer refugee children are seen 

at the sites (Spanish participants disagree or completely disagree 44 %) the less 

funding is perceived as a barrier in taking care of refugee children. This could be 

explained by the fact that emergency care is granted to everyone by all European 

countries. At a closer look, however, participants did not differentiate. As 

mentioned before, language barriers and mental health disorders are perceived 

as major barriers and to address these matters, funding in needed.  
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5.5 Statements : There is a need for more clinical gu idance in medical 
refugee care and the complexity of the social situation makes dealing with 
refugee children more difficult  

The majority of all participants (71 % agree/ completely agree) (this time led by 

the Spanish with 60 %, who completely agree) feel that there is a need for more 

clinical guidance on how to deal with refugee children (115). This correlates with 

similar recent findings (27) and is confirmed by our participants. Taking into 

consideration that most participants work at large, academic hospitals, the need 

for more guidance might even be stronger at smaller hospitals. Literature shows, 

there are recommendations and guidelines available (130). However, since they 

are often published by national societies, they are often not available in English 

or it takes up a great deal of research time to find them. It is commonly agreed 

that in emergency rooms time is a major factor.  

Population specific guidelines are needed, but hard to implement without 

populations specific data (115) (196). The European member states should be 

supported to put evidence based guidance for clinicians into action (144), which 

is available in different languages.  

So far, there is no pathway on how to address this need, and possible solutions 

must be coordinated on a local and international level. The local approach is 

needed, because, as our data shows, health care policies and settings differ 

considerably within Europe. Additionally, arriving refugees are not a homogenous 

group and differ from area to area, along with different prior contact to health care 

provision (148). Moreover, medical matters correlate, especially in infectious 

diseases, substantially with countries of origin and transit (118). An international 

approach will help, because the current refugee crisis is a European and global 

problem resulting in similar challenges in many different areas. Approaching this, 

the European Public Health Association (EUPHA) will hold its first World 

Congress on Migration, Ethnicity, Race and Health, accompanied with its first 

Summer School on Refugee and Migrant Health (83) as a first step for 

improvement. 

Throughout for all participants dealing with refugee children appears more difficult 

due to the complexity of the social situations and mental health matters, not 

because of refugee-specific medical problems (115). This correlates well with 
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5.8 More t hought provoking differences in comparing data sorted by 
count ries  of setting  

Due to differences in the countries healthcare systems, the ways of presentation 

of refugee children to the ER vary significantly in different countries. In the United 

Kingdom, refugee children present to the ER via a general practitioner (59 %) or 

via an ambulance (42 %). In Germany, 91 % of the participants claimed to see 

refugee children self-referred. This is caused by different health care systems 

and matters of resources and funding. For example, in Germany, if asylum is not 

yet confirmed, refugees are only entitled to emergency medicine (20). Apart from 

that, getting an appointment for a paediatric practitioner, who usually sees most 

children during weekday hours, is especially challenging in metropolitan areas.  

British sites seemed to be better prepared in the matter of language differences 

and mental health problems and acknowledge this, too. Guidelines on refugee 

care and teaching of refugee children medicine are less prominent in Britain than 

in other European settings. 

In comparison to this, German sites claim to have the highest number of available 

guidelines and teaching sessions on refugee children medicine. Compared to the 

other sites they strongly call for more improvement in this area, too. This might 

be due to the high numbers of refugees in Germany, but the local mentality seems 

to play a role, too. This means that maybe the glass sometimes rather appears 

to be half empty than half full. This should not diminish that our findings strongly 

indicated that more guidance and teaching in refugee care is needed.  

 

5.9 Weaknesses , strength s and challenges  of this study   

Two major weaknesses of this study are to be mentioned: When comparing 

numbers of different regions, we need to be aware that numbers of participants 

differ quite a lot between the areas compared. Taking this into consideration, we 

put the emphasis on comparisons of countries with the top three numbers of 

participants (United Kingdom and Ireland, Germany, Spain), only. Additionally, 

we need to be aware that sites which saw relatively small numbers of refugee 

children in the past, have the same statistical emphasis than sites who saw many 

refugee children. 
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As an interesting side effect gathering medical data on the refugee and immigrant 

population might give more insight into other medical phenomena (151), as for 

example, which was brought up earlier, in whether the incidence for allergies is 

lower in refugee children than in the home population. 

Several authorities recommend that missing documentation of the vaccination 

status and otherwise unknown status of immunisation should lead to an uptake 

of immunisations (199). Another outlook for progress should be better 

documentation of health care provision within Europe to avoid over treatment as 

in multiple vaccination uptakes or screenings (57). This may be approached 

either digitally or in form of structured documents similar to a mother pass (18). 

The downside of digital documentation are unmet questions of data security. 

Paper-based documentation could get lost. In the end, both options should be 

considered and eventually re-evaluated.  

Currently, developing countries are still most affected by forced migration of the 

people (165). Nonetheless, Europe, as one of the safest and economically most 

stable continents is attracting refugees and displaced persons more than ever. 

There is no need of clairvoyance to accept that this will be one of the major 

challenges of future paediatric emergency medicine. Let us be prepared.  
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6 Summary  

Background: One of the greatest challenges in our time are flight and migration. 

At the moment millions of people are on the move to escape violence, persecution 

and poverty. Among them more than half are underage. The needs and issues 

of hospital-based emergency care for refugee children have not been 

investigated much, yet. This paper aims to identify the challenges and the impact 

on paediatric emergency care and uses new insights to develop modern 

approaches on how to improve care in the future. Methods: A comprehensive, 

web-based survey was distributed through paediatric research networks. 

Results: The statements of 148 participants from 23 European countries were 

analysed. A large majority of participants operate at university hospitals or other 

academic hospitals. The regional health systems vary enormously. 

Consequently, the access to and knowledge of guidelines and advanced training 

for emergency care for refugee children differs, too. The in-depth analysis reveals 

that there is more guidance on screening for infectious diseases and catching up 

immunisation than on the topic of mental health issues of refugee children. Most 

often addressed were language barriers, unknown medical history and mental 

health issues as major challenges in providing emergency care for refugee 

children. The severity of illness, rare infectious diseases and funding, however, 

were not perceived as problematic. Conclusion: Having in mind global flight and 

migration movements, it is a matter of time until European hospital bound 

emergency care will be challenged again with the provision of effective care for 

refugee children on a regular basis. Despite the described heterogeneity of 

European health systems, this study reveals common gaps in availability of 

resources, knowledge and guidance and encourages further research to meet 

upcoming challenges.  
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Hintergrund:  Flucht und Migration gehören zu den großen Herausforderungen 

unserer Zeit. Aktuell sind Millionen von Menschen bereits auf der Flucht. Darunter 

sind mehr als die Hälfte Kinder oder Minderjährige. Die Bedürfnisse und 

Probleme in der krankenhausbasierten Notfallmedizin eben dieser Kinder und 

Minderjährigen in Europa ist bislang kaum untersucht. Ziel der vorliegenden 

Arbeit war es die Auswirkungen und Herausforderungen der letzten großen 

europäischen Flüchtlingskrise in pädiatrische Notaufnahmen zu zeigen und neue 

Erkenntnisse zu nutzen um Strategien für zukünftige Flüchtlingswellen zu 

entwickeln. Methoden: Über pädiatrische Forschungsnetzwerke wurde eine 

detaillierte, web-basierte Umfrage durchgeführt. Ergebnisse: Die Aussagen von 

148 Teilnehmern aus 23 europäischen Ländern wurden ausgewertet. Eine große 

Mehrheit der Teilnehmer arbeitet an Universitätskliniken oder akademischen 

Lehrkrankenhäusern. Die regionalen Unterschiede der lokalen 

Gesundheitssysteme sind enorm. Dementsprechend unterschiedet sich die 

lokale Verfügbarkeit beziehungsweise Kenntnis von Leitlinien und Fortbildungen 

zur Versorgung minderjähriger Flüchtlinge. Differenziert betrachtet waren 

deutlich mehr Richtlinien zu Impfungen und Impfauffrischungen von Flüchtlingen 

bekannt als zum Thema psychischer Gesundheit. Die häufigsten 

Herausforderungen bei der medizinischen Versorgung von Flüchtlingskindern 

waren Sprachbarrieren, unbekannte medizinische Historie und psychische 

Probleme. Die Schwere der Erkrankungen, multiresistente oder sehr seltene 

Infektionen und die Finanzierung der Versorgung wurden hingegen kaum als 

Problem beschrieben. Schlussfolgerung: In Anbetracht der globalen 

Flüchtlings- und Migrationsbewegungen ist es eine Frage der Zeit bis auch in 

Europa die Versorgung von geflüchteten Kindern und Jugendlichen wieder ein 

zentrales Thema in der krankenhausgebundenen Notfallmedizin wird. Trotz 

großer Heterogenität der europäischen Gesundheitssysteme deckt die Studie 

gemeinsame Lücken an Richtlinien und Fortbildungen auf und regt weitere, 

differenzierte Untersuchungen an um für kommende Herausforderungen 

vorbereitet zu sein.  
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11 Appendix  

11.1 The accompanying letter of the surve y 

 

  

Concerning: 

RefuNet survey: a survey looking into the care needs of refugee children in emergency care 

 

SURVEY LINK http:/ / redcap.euclids-ci.eu/ redcap/surveys/?s=7493MWECE7 

Dear colleagues,  

 

The unparalleled stream of refugees entering the European Union, with its latest peak in 
2015, is one of the most demanding challenges of our time. Many refugees are minors and 
in need of medical assistance, and many will present to emergency care facilities with acute 
health care needs. The medical care of young refugees is confronting physicians and public 
health services with unpredictable obstacles and comprehensive data about medical needs 
of refugee children in Europe are scarce, especially for hospital bound care.  

Via this survey we aim to understand current health care needs of refugee children 
presenting to emergency care.  

We would like to hear from clinicians dealing with emergency care of children from 
throughout Europe: what are the problems they are facing, what are the barriers in providing 
health care to this vulnerable group of children?  

We would like to urge anyone to encourage clinicians from your home country to complete 
this survey. We realise that some of the most important countries dealing with refugee 
children might not be the easiest to be contacted. Working closely together with networks 
such as REPEM and ESPID we hope to engage with as many clinicians as possible. 

We expect the survey to take about 15-20 minutes to complete.  

The survey allows you to save data and complete your entry at a later stage.  

Please designate your entry as �µcomplete�¶ once you have entered all data.  

This survey will not contain any patient data and has been designed purely to gain insight in 
current health care delivery systems and barriers to providing health care of refugee 
children.  

Please feel free to contact us and share your experiences. We would also like to invite 
anyone with a research interest in this topic to get in touch to explore options for future 
collaborations.  

Please Note: If you would like to leave your e-mail address at the end of the survey, we will 
make sure to keep you informed on the progress and outcomes of the survey. This is only an 
option and there is no obligation to leave any personal contact details to complete the 
survey. 

We would like to thank you very much for your time and efforts to support this initiative! This 
project is supported by a small grant award from the European Society of Paediatric 
Infectious Diseases.  

 

With kind regards, 
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11.2. The survey  
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11.3 Certificate of completion for participants  
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11.4 ESPID small grant award  to Dr. med R. Nijman  
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11.5 ESPID 2017 abstract  

  

17a. S- Refugee children 
 
ESP17-0685 
 
EVALUATION OF CURRENT PRACTICE OF MANAGING REFUGEE CHILDREN IN 
PEDIATRIC EMERGENCY CARE IN EUROPE: A POINT OF PREVALENCE SURVEY 
AND INITIATIVE FOR RESEARCH NETWORK 
J.C. Krone1, R.G. Nijman2, U. von Both1 
1Dr. von Hauner Children's Hospital- Ludwig Maximilian University, 
Division of Paediatric Infectious Diseases, Munich, Germany 
2Imperial College London, Pediatric Emergency Care and Pediatric Infectious Diseases, 
London, United Kingdom  
 
Background 

The stream of refugees entering the European Union continues to be a considerable medical 
and humanitarian challenge. Many refugees are minors requiring medical assistance and 
often present to emergency care facilities,  confronting public health services with 
unpredictable obstacles. A long-term easing of the political and socio-economic tensions, 
being major causes of flight is not within sight. Therefore better understanding of current 
hospital bound emergency care for young refugees is needed to develop forward thinking 
concepts for the future.  

Methods 

A point of prevalence survey on common practice of medical services for routine care of 
refugee children in emergency care was established. Children aged <18 years fulfilling 
criteria of refugee status were eligible. Data on demographics, epidemiology, prevalent 
healthcare needs, perceived barriers in health care provision, and healthcare-associated 
costs were collected. Available clinical guidelines and resources were collated. The survey 
was distributed through paediatric research networks amongst health care professionals 
across Europe. 

Results 

The study is currently in the process of data collection, with results being available within the 
next 3 months. Since there are currently no data available on this specific and important topic 
in Europe, we foresee presenting novel insights into common practice of managing refugee 
children presenting to paediatric emergency care. 

Conclusions 

So far, comprehensive data about medical needs of refugee children in Europe are scarce, 
especially for hospital bound care. Our study will be seminal to identifying challenges and 
barrieres when caring for refugee children in different European settings and to improve 
clinical care for this vulnerable group of patients. The survey will support optimising health 
care delivery systems for refugee children and developing educational tools for health care 
professionals in order to improve our preparedness for years to come. 
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11.6 EPSID 2017 preliminary findings  (ESPID poster ) 
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11.7 ESPID presentation 2018 by Dr. med R. Nijman  

 

  

 
 
RefuNet - EVALUATION OF CURRENT PRACTICE OF MANAGING REFUGEE 
CHILDREN IN PEDIATRIC EMERGENCY CARE IN EUROPE: A POINT OF PREVALENCE 
SURVEY AND INITIATIVE FOR RESEARCH NETWORK 
 
R.G. Nijman1J.C. Krone2, S. Mintegi3, I.K. Maconochie1, M. Lyttle4, U. von Both1,2 
 

Affiliations:  
1Imperial College London, Pediatric Emergency Care and Pediatric Infectious Diseases, 
London, United Kingdom  
2Dr. von Hauner Children's Hospital- Ludwig Maximilian University, 
Division of Paediatric Infectious Diseases, University Hospital, LMU, Munich, Germany 
3 Cruces University Bilbao, University of Basque Country, Spain 
4 Bristol Royal Hospital for Children, Bristol, United Kingdom 
 
Objective 

This point prevalence survey aimed to identify barriers for providing health care and health 
care needs of refugee children in emergency care.  

Methods 

An online survey was distributed amongst health care professionals across Europe through 
research networks, in the period February 2017 �± September 2017. Population of interest 
were children aged <18 years fulfilling international criteria of refugee status. Data on 
demographics, healthcare needs, perceived barriers in health care provision and available 
guidelines were collected. Supported by an ESPID Small Grant Award.  

Results  

143 respondents from 21 European countries completed the survey, 79% were paediatric 
specialty consultants, and most worked in academic institutions (81%). Language barriers 
(60%), unknown medical history (53%), post-traumatic stress disorder (53%) and mental 
health issues (50%) were important barriers for providing care, whereas funding, type and 
severity of presenting illness, medication prescribing, and sexual health problems were not. 
Skin and soft tissue infections as well as safeguarding concerns were seen more frequently 
amongst refugee children compared to local population. Guidance on immunisations 
(available for 30% of respondents), safeguarding issues (31%) or screening for infection 
(32%) or mental health (14%) were not always available. Only 16% reported regular teaching 
sessions on refugee child health. 71% of respondents indicated a need for guidelines and 
80% for structured teaching. Routine point of entry screening was most commonly done by 
public health services (20%); in 17% respondents stated this did not happen in an organised 
manner in their catchment area.  

Conclusions 

We have identified barriers for providing emergency care of refugee children throughout 
Europe and highlighted specific health issues of this vulnerable group. This study offers 
important opportunities for improving clinical guidance and education. However, care 
pathways vary greatly between different countries, making uniform guidance challenging.  
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11.8 PERUKI annual report by Dr. med R. Nijman  
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11.9 The overview of the s ystematic guideline search  

 

 

11.9.1 Eligible resources by systematic research of databases  

  

 
 
Embase search, total 2090 Medline search, total 1146 Pubmed search, total 625 Cochrane search, total 75 

Embase, excluded 
n=2046 

Medline, excluded 
n=1083 

Pubmed, excluded 
n=596 

Cochrane, excluded 
n=70 

Embase search, total eligible 
44 

Medline search, total eligible 
63 

Pubmed search, total eligible 
29 

Cochrane search, total 
eligible 5 

Total included, n = 9 

Search national societies (n = 41, details below) 
Guidelines available from 5 countries; 0 = already identified by 
systematic search; 1 guideline also sent by respondents 

6 relevant additional resources provided by respondents 
[1 identified by systematic search] 

Total included in repository, (n = 9) (n = 6) (n = 5 +1*). Total unique n = 20  
General (4) (3) (2) n = 9  
ID (screening) (1) (1*) n = 2 
Immunisations (3) (3) n = 6 
Mental health (2) n = 2 
Sexual health = 0 
Other (2) n = 2 
RED = Database Search  / BLACK = total 
GREEN = National Societies / BLUE = Resources by respondents (*also identified by search) 

Database Number of sources eligible for re-valuation
Number of sources identified as actual 
guidelines

Embase 44 4

MEDLINE 63 0

PubMed 29 7

Cochrane Library 5 0
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11.9.2 Eligible resources by systematic research in the Embase database  

 

 

11.9.3 Eligible resources by systematic research in the PubMed  database  
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11.9.4 Included resources by search on paediatric national websites  

 

 

11.9.5 Documents provided by respondent s 

  

Country Source/ reference

The Netherlands
Nederlandse Vereniging voor Kindergeneeskunde [Dutch Society of Paediatrics]: Dossier Kinderen van Vluchtelingen. 
https://www.nvk.nl/Nieuws/Dossiers/Dossier-Kinderen-van-vluchtelingen . Accessed January 18, 2019

United Kingdom
Royal College of Paediatrics and Child Health: Refugee and unaccompanied asylum seeking children and young people. 
https://www.rcpch.ac.uk/resources/refugee-unaccompanied-asylum-seeking-children-young-people . Accessed January 18, 
2019.

Denmark Sundhedsstyrelsen: Migranters sundhed. https://www.sst.dk/da/sundhed-og-livsstil/migranter . Accessed January 18, 2019

Germany
Empfehlungen zur infektiologischen Versorgung von Fl�•chtlingen im Kindes- und Jugendalter in Deutschland. 
http://dgpi.de/go/wp-content/uploads/2015/10/Fluechtlinge_DGPI-GTP-BVKJ-Stellungnahme_V1.4_22Nov2015.pdf . Accessed 
January 18, 2019.

Spain
Comit�p Asesor de Vacunas de la Asociacion Espanola de Pediatria. Seccion III. Inmunizaci�yn en circunstancias especiales: 
12. VACUNACI�Ï N DE NI�f OS INMIGRANTES, REFUGIADOS Y ADOPTADOS. Manual de vacunas en l�tnea de la AEP 
[Internet]. Madrid. https://

Topic (country of 
participant)

Source/ reference

Immunisation 
(Germany)

Koch-Institut R. Konzept zur Umsetzung fr�•hzeitiger Impfungen bei Asylsuchenden nach Ankunft in Deutschland. 
2015. doi:10.17886/EpiBull-2015-011 (121)

Immunisation 
(Switzerland)

Bernhard S, B�•ttcher M, Heininger U, et al. Guidance for testing and preventing infections and updating 
immunisations in asymptomatic refugee children and adolescents in Switzerland. Paediatr Conf Proc . 2016;27:1-
8 (12)

Immunisation      
(Spain)

Cilleruelo Ortega MJ, Garc�ta S�inchez N. acunaci�yn en ni�xos adoptados, inmigrantes y refugiados. Vacunaci�yn 
de ni�xos viajerosacunaci�yn en ni�xos adoptados, inmigrantes y refugiados. Vacunaci�yn de ni�xos viajeros. 
Pediatr Integr . 2015;XIX(10):702.e1-702.e10.

Safeguarding 
concerns (UK )

safeguarding recommendations in Sussex, UK (unreferenced).

Pfeil J, Kobbe R, Trapp S, Kitz C, Hufnagel M. [Recommendations for the diagnosis and prevention of infectious 
diseases in pediatric and adolescent refugees in Germany: Statement of the German Society of Pediatric 
Infectious Diseases, the Society of Tropical Pediatrics and International Child Health, and the Professional 
Association of Pediatricians]. Internist (Berl) . 2016;57(5):416-433. doi:10.1007/s00108-016-0040-z

Healthcare pathway 
(UK)

healthcare pathways for refugee children (/unaccompanied asylum seeking children) in North London 
(unreferenced),

Infectious diseases 
(Germany) (already in 
Embase and PubMed)
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11.9.6 Unreferenced uploaded documents of  participants  from the United 
Kingdom  

 
















































