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ABSTRACT
Objective To assess variation in current practice of initial 
health assessments (IHAs) for unaccompanied asylum- 
seeking children (UASC) across England.
Design Cross- sectional survey.
Main outcomes measures Type of routine 
assessment carried out, threshold to specialist referrals 
and facilities available to complete IHA.
Results Eighty- six health professionals responded across 
England; 47% had received training in UASC IHA and 
33% in UASC mental health issues. The majority (80%) of 
IHAs were conducted with translator support and 7% of 
participants reported Child and Adolescent Mental Health 
Services (CAMHS) input. Around half of clinicians (53%) 
performed tuberculosis and bloodborne virus screening for 
all UASC, while other infectious diseases (IDs) screening 
was symptom and risk factor dependent. Overall, 14% of 
clinicians routinely comment on age assessment and 76% 
share the IHA report and health plan with UASC. The time 
allocated for assessment range between 30 and 90 min.
Conclusion There is significant variation in practice 
around UASC IHAs across England, notably around CAMHS 
input, time allocated, translation facilities and ID screening. 
The results suggest that, an increase in resources available 
for UASC teams, improved access to specialist services 
and further training on UASC health are all needed. 
Guidance that aims to set a best practice framework for 
UASC IHA delivery such as a ‘one- stop shop’ model would 
help to standardise UASC IHA across the country.

INTRODUCTION
From June 2020 to June 2021, the UK 
received 2756 applications for asylum from 
unaccompanied children.1 Unaccompanied 
asylum- seeking children (UASC) enter a 
country to claim sanctuary on the grounds 
of persecution in their country of nationality. 
The majority of UASC arriving in the UK orig-
inate from Sudan, Afghanistan, Eritrea, Iran 
and Vietnam.2 Latest figures from the Office 
National Statistics report that 92% of UASC 
are male and 13% are aged under 16.

After arrival in the UK, UASC are taken 
into the care of a local authority and become 

‘looked after children’ (LAC). UASC repre-
sent 5% of all LAC in England.3

UASC are entitled to the same local 
authority support as other LAC. This includes 
access to a safe and stable placement and 
the care they need to promote their welfare 
and fulfil their educational potential.4 5 Local 
authorities are also responsible for their 
health and well- being, which includes a thor-
ough health assessment. This statutory initial 
health assessment (IHA) should be carried 
out within 28 days of the child being regis-
tered with the local authority.6

What is already known on this topic

 ► Unaccompanied asylum- seeking children (UASC) 
frequently have complex physical and mental health 
needs due to trauma and violence, poor access to 
healthcare, family separation and their inherent vul-
nerabilities as children.

 ► Initial health assessment (IHA) should include a ho-
listic comprehensive health review of current and 
past health needs to set out an action plan.

What this study adds

 ► We found variety in what health screening is routine-
ly offered to UASC during IHA and who is involved in 
supporting them.

 ► Professionals involved in IHA need further training 
and education on UASC and their health needs.

How this study might affect research, practice 
or policy

 ► Our findings should encourage further research on 
UASC health needs and outcomes, to inform further 
health system strengthening strategies in this area.

 ► Policy makers, practitioners and researchers should 
work with UASC themselves to build a best practice 
framework to deliver appropriate joined- up care
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Health needs of UASC
UASC frequently have complex physical and mental 
health needs due to trauma and violence, poor access to 
healthcare, family separation and their inherent vulner-
abilities as children.7 8 Following arrival, language and 
cultural differences act as barriers to engagement with 
health services, which may be further exacerbated by 
stigma and discrimination in healthcare.9

Lack of routine data on UASC health across the UK 
limit research on health outcomes of this group.10 As a 
result, surveys of health services are needed to evaluate 
UASC health needs further.

Pathways for UASC health assessments
There is a lack of guidance, education and best practice 
examples on management of UASC, especially regarding 
how their IHA should be carried out.11 Anecdotal 
evidence highlights that many teams follow local proce-
dures depending on the resources available, and the 
capacity of specialist services such as paediatric infectious 
disease (ID) or CAMHS teams in the area.

Previous audits exploring UASC health services high-
lighted concerns regarding delays in accessing IHA 
appointments, as well as issues with appropriate screening 
offered and follow- up arranged.12 13

To inform future practice, it is vital to understand 
what services are currently being delivered. We there-
fore aimed to survey current practice of IHAs for UASC 
across England with a view to describe variation in care 
and identify targets for intervention and standardisation. 
Secondary aims were to inform policy recommendations 
and future UASC health research.

METHODS
We designed an online survey to explore how IHAs for 
UASC are carried out across England. A questionnaire 
was developed iteratively and piloted across two local 
authorities. Potential participants were identified from 
the membership of national colleges and associations 
including, British Association for Community Child 
Health and Royal College of Paediatrics and Child 
Health. Any healthcare professional involved in UASC 
IHAs in England could participate. The survey was open 
to multiple members of the same team to try to capture 
the multidisciplinary team experience.

We collected key information on the IHA process, 
including multidisciplinary team involvement and 
routine screening carried out. The final survey contained 
57 questions across five sections: (1) demographics, (2) 
health system, (3) IHA process, (4) training and (5) 
current situation. Response format included multiple 
selections, single answer, free text or 5- point Likert- scale 
options. Online supplemental file 1 includes a copy of the 
survey. The online survey was distributed using Qualtrics 
software V.04/2021. Respondents were invited to partici-
pate via email and social media. Data were collected from 
March 2021 to June 2021.

For survey responses to be taken onto the analysis 
stage, over 75% of the survey must have been complete. 
Descriptive analysis was performed using R software 
V.4.0.3.

Patient and public involvement statement
No patients or members of the public were directly 
involved in the design of the study.

RESULTS
Participant’s setting
Overall, 86 responses were included in the analysis 
from 84 local authorities and boroughs across England 
(figure 1). A wide variety of members from the multidisci-
plinary team completed the survey, including consultant 
community paediatricians and specialist nurses in LAC. 
figure 2 summarises the roles of the survey participants. 
Designated doctors or nurses for LAC made up 42% of 
the respondents.

Initial health assessment (IHA)
All healthcare professionals reported making use of avail-
able regional and national guidelines, having local guide-
lines in place or using a combination of these. ‘RCPCH: 
refugee and UASC and young people—guidance for 
paediatricians’ was the most common referenced 
guideline (57/86, 66%) together with UASChealth.org 
(47/86, 55%) and public health england: migrant health 
guides (16/86, 19%). A small number of participants 
reported using local guidelines (8/86, 9%) and 1 partic-
ipant reported using the ‘caring for kids new to Canada’ 
guideline.

Figure 1 Catchment areas (blue) of LAC teams participating 
in the survey
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The Coram- BAAF Form IHA- YP (54/86, 63%) was most 
frequently used to document the IHA. Some participants 
reported using a local proforma to document this clin-
ical assessment (27/86), while a minority used the Kent 
UASC Proforma (5/86).

There was significant variation in the time allocated to 
carry out UASC IHA. The majority of IHAs took between 
30–60 min (37/86, 43%) and 60–90 min (39/86, 45%) 
and a minority allocated over 90 min for this consultation 
(10/86, 12%).

In- person translation services were the preferred inter-
pretation option (77/86, 90%), with a small number of 
participants using other facilities such as language line 
(8/86, 9%), video interpreter (3/86, 3%), relatives or 
foster family members (7/86, 8%) or members of staff 
(1/86, 1%).

Approximately, half of participants reported that when 
no in- person interpreter was available the IHA appoint-
ment would be carried out using alternative options 
(44/86). However, some participants report that in these 
instances they would cancel and reschedule the IHA 
once (15/86) or more than one (19/86).

Most participants worked in teams with no health 
improvement practitioner or equivalent position, respon-
sible for liaising with UASC and multidisciplinary team 
to increase engagement and reduce the ‘did not attend’ 
rates for appointments (71/86). Similarly, in most cases, 
participants reported that child and adolescent mental 
health services were not present during this initial assess-
ment (80/86).

IDs screening
Asymptomatic screening of tuberculosis disease (TB) 
and bloodborne viruses (BBV) was the most common 
ID screening carried out (46/86, 53%). The level of 
screening for other IDs was hugely variable from teams 
who would perform routine asymptomatic screening 
for sexually transmitted infections (11/86, 13%) and 

helminth infections (11/86, 13%) to participants 
reporting no routine screening in place (6/86, 7%), or 
screening only if symptoms were present (2/86, 3%). A 
smaller proportion risk assessed to determine what IDs 
screening was offered in asymptomatic UASC (22/86, 
26%).

There was significant variation in who carried out the 
IDs testing; most commonly general practitioners, general 
paediatricians or ID paediatricians were responsible 
(58/86). A minority of participants reported offering ID 
screening during the IHA itself (21/86,).

The range of infections screened for varied between 
services, these are summarised in table 1.

Mental health
Most participants reported screening for mental health 
problems using direct questioning in the history (76/86, 
88%), but participants also reported using a variety 
of formal mental health screening tools during IHA 
(table 2). The strengths and difficulties (SDQ) was the 
most frequently used tool to screen for mental health. 
However, few participants reported the SDQ being 
completed prior to IHA (15/86, 17%).

Some participants reported routinely signposting to 
mental health services, either CAMHS (25/86, 29%), 
third sector services (12/86, 14%) or both (23/86, 27%). 
However, some respondents did not routinely signpost 
mental health services in the area (26/86, 30%). Access 
to a mental health MDT meeting to discuss complex 
patients was limited within the sample (28/86, 32%).

Sexual health
Most participants reported routinely asking about sexual 
health during the IHA (77/86). The majority of clinicians 
would carry out sexual transmitted infection testing if 
perceived to be required (72/86); while a small number 
of teams offered sexual health testing routinely (5/86). 
Regarding the concept of ‘consent’ for sexual activity, 
most teams provided education on this during the assess-
ment or arranged for this to be done in another setting 
(52/86, 60%). Direct questions about female genital 
mutilation were asked about by 61/86 (71%), and 56/86 
(65%) explicitly asked UASC whether they had been 
sexually assaulted or abused in the past.

Most participants routinely signpost young people to 
sexual health clinics offering walk- in services (59/86), 
with fewer directing UASC to appointment- based clinics 
(11/86) or not signposting to sexual health services 
(16/86).

Family and relationships
In many cases, participants would take a comprehen-
sive family history of immediate relatives (49/86, 57%), 
but fewer cases included distant relatives (36/86, 42%). 
Most participants report routinely asking whether UASC 
were in contact with their family (79/86, 92%) and the 
majority offered contact tracing services such as British 
red cross family reunification (59/86, 69%).

Figure 2 Profile of survey participants
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Onward referral from IHA
The most frequent referrals reported were to dental 
(77/86, 89%) and ophthalmology services (77/86, 87%), 
which are recommended to be carried out as routine. IDs 
(52/86, 60%) and CAMHS referrals (49/86, 57%) were 
less common, as were sexual health (40/86, 46%) and 
hearing assessments (39/86, 45%).

Staff training
Around half of the survey participants reported attending 
specific training in UASC IHA (41/86, 46%). A smaller 
proportion had received training on mental health assess-
ment (29/86, 33%). When training had been completed, 
this was 30–120 min in duration and carried out locally, 
for example, during induction (38/41, 92%). Participants 
also received training through modules in e- learning for 
healthcare (13/41, 32%) regional and national RCPCH 
training events (9/41, 22%), during conferences or from 
CoramBAAF (2/41, 5%).

DISCUSSION
We present responses from across 84 local authorities 
and London boroughs in England describing the routine 
UASC IHA carried out. We found that IHA usually takes 
between 60 and 90 min with language interpretation 

services provided in- person or via phone (language line). 
The findings suggest that testing for IDs is more likely to 
be carried out in symptomatic UASC and those with risk 
factors for infections, as opposed to routinely on all newly 
arrived UASC. Routine asymptomatic testing aimed to 
identify TB and BBV, whereas testing for sexually trans-
mitted infections or helminth infections was dependent 
on risk factors or symptoms being present. Overall, we 
found that most participants had limited training and 
reduced access to mental health services. Participants 
indicated a desire for further training on UASC health.

The current literature highlights several guidelines 
and documents available to UK professionals, which 
detail the main requirements of IHA for this vulner-
able group. Current national guidance does not set a 
minimum quality standard for UASC health services and 
although international frameworks describe what best 
practice should look like, they are not widely referenced 
or used.14 Best practice evidence on comprehensive IHA 
to address and meet the complex of UASC is scarce with 
few articles describing the local pathways in place to 
ensure that IHAs identify and address the needs of this 
vulnerable population.12 15 16

The European Centre for Disease Prevention and 
Control guidance on the communicable disease 
screening for migrants including migrant children17 and 
the Canadian Paediatric Society web resource, ‘caring for 
kids new to Canada’ includes comprehensive informa-
tion for health professionals.18 However, no international 
consensus exists when it comes to the holistic approach 
to UASC health assessment, an especially vulnerable 
groups with risks different to those of non- asylum- seeking 
migrant children.

This survey explored current practices in place to 
deliver IHAs to UASC across England. The survey was 
constructed iteratively, was available for an appropriate 
amount of time and was easily accessible to allow for 
diverse distribution across the networks. However, a key 
limitation is that as many responses did not reach the 
75% minimum target completeness to be used in the 
analysis stage, useful data may have been lost. Prospective 
participants may have found the length of the survey a 
barrier to participation. As with all cross- sectional survey 
studies, the sample included may also represent those 
teams that believe they have an appropriate IHA system 
in place and so are willing to share details of their prac-
tice. To minimise this potential selection and recruitment 
bias, we ensure that respondents knew responses would 

Table 1 Infectious disease screening test offered depending on universal screening or risk- based screening used

Tuberculosis 
screening

Bloodborne 
virus Urine sample

Stool sample 
for helminth 
infection

Schistosomiasis/
strongyloidiasis 
serology

Asymptomatic screening 46 47 11 11 8

Risk/symptom- based screening 22 23 11 9 9

Not done/unsure 18 16 64 66 69

Table 2 Commonly used strategies to screening for mental 
health problems

Mental health screening Frequency

Strengths and Difficulties Questionnaire 
(SDQ)

48

Children's Revised Impact of Event Scale 
(CRIES)

2

Adverse Childhool Experience (ACE) wheel 1

Unaccompanied asylum- seeking children 
distress screening tool

1

Refugee Health Screener (RHS) 2

Psychological Simple Triage and Rapid 
Treatment (PsySTART)

1

Mood and Feelings Questionnaire (MFQ) 7

HEADSS (Home, Education/employment, 
peer group Activities, Drugs, Sexuallity, and 
Suicide/Depression)

1

Child and Adolescent Mental Health Services 
(CAMHS) present

2
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be anonymised at analysis stage so that we could not link 
responses to a particular local authority.

We present evidence of the need for improved guid-
ance and education on routine assessment of UASC. 
Service standardisation, together with best practice guid-
ance, would help to reduce the variation in practice and 
reduce the disparities in health outcomes that may conse-
quently occur

The results highlight a clear need for further training 
being available to professionals working with UASC to 
ensure that they have the right skills set to address their 
complex health needs, including assessing and managing 
mental health problems. In addition, we believe that 
there is a clear need to improve the resources available 
to teams across the country and both central government 
and local authorities should ensure work together with 
LAC health teams to ensure that appropriate facilities 
and resources such as in- person interpreting and access 
to specialist members of the multidisciplinary team are 
available.

We advocate for LAC teams to implement a ‘one- stop 
shop’ IHA model that meets proposed framework of best 
practice in management of newly arrived refugee chil-
dren14 using a multidisciplinary approach to the holistic 
care needs of UASC during a single healthcare episode. 
Box 1 details a proposed ‘one- stop shop’ model. We 
also believe that a platform that encourages service user 
participation in health service planning is key to improve 
health outcomes. Patient surveys and focus groups can 
empower children and young people to express their 
views and wishes regarding their health needs and how 

these should be met. Their voice should be central to 
design and development of new services.

The findings presented show that UASC are often 
referred to a wide array of teams to assess and address 
different aspects of their complex health needs. However, 
we know from the literature that this can be troublesome, 
as many of these children are then lost to follow- up, or 
their social circumstance makes it challenging to attend 
all the different appointments. We suggest setting up a 
service that provides the IHA together with a comprehen-
sive and holistic health assessment would be a model of 
care that may maximise the engagement of UASC with 
the health system.

Improving health outcomes of UASC requires health 
and child right advocacy. Healthcare professionals 
should regard all interactions with these vulnerable chil-
dren as an opportunity to highlight their right to health-
care as well as ensure that their health needs are being 
addressed. Raising awareness on the barriers to health-
care faced by UASC together with political advocacy to 
improve the health services available are key to improve 
UASC health outcomes.

CONCLUSION
Our findings suggest significant variation in prac-
tice around UASC IHA across England, particularly 
regarding specific elements such as time allocated, trans-
lation facilities, ID testing, CAMHS involvement and 
training of staff. The findings highlight key differences 
that require further research to evaluate whether there is 
significant impact on UASC health outcomes. The results 
suggest there is a pressing need for further education 
and training on UASCH health for health professionals, 
which should include the voice of UASC themselves. 
Future research should focus on the health outcomes of 
UASC and explore the preparedness of health workers 
and health system to better meet the health needs.

Twitter Behrouz Nezafat Maldonado @behrouzn
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Box 1 Proposed ‘one- stop shop’ model

Comprehensive Multidisciplinary Team (MDT)- led approach to health 
assessment of migrant children.

Community paediatrics/looked after children teams should 
coordinate a holistic and comprehensive health assessment service 
that is culturally and linguistically appropriate. The service should 
be designed in consultation with service users and a mechanism to 
obtain regular feedback should be in place to ensure children and 
young people participation in service development.

The initial health assessment (IHA) should take place in a ‘one- 
stop shop’ model, whereby health needs are identified, and initial 
investigations are carried out.

We advocate for specialist input during the IHA, including presence 
of Child and Adolescent Mental Health Services (CAMHS), paediatric 
infectious diseases and community sexual health as well as dietetics 
to guide most appropriate management.

We believe a one- stop shop model will facilitate care coordination, 
ensure accessibility whilst integrating physical, developmental and 
psychosocial health needs. In addition, this service model will reduce 
the number of follow- up appointments required, something that can 
lead to them being loss to follow up.

We also recognise that this approach to initial health assessment 
has disadvantages especially as specialist teams may have limited 
availability or capacity to be present during IHA, communication 
between teams can be difficulty and a one- stop shop model places 
further workload on the community LAC team.
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