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Migration is a natural phenomenon that has
occurred since the beginning of time. Migration—
to flee harm, drought, or war or to pursue suste-
nance, fertile land, or trade routes—is a natural
aspect of human life. What is not natural is forced
displacement of people. By the mid-2020, forci-
bly displaced people worldwide surpassed an all-
time high of 80 million. These numbers include
46 million internally displaced people, 26 million
international refugees, and 4 million asylees
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(United Nations High Commission on Refugees
2020).

The United States celebrates its identity as a
nation of immigrants with its welcoming poem
by Emma Lazarus, The New Colossus, on the
iconic Statue of Liberty. The nation’s story is of
pilgrims crossing the ocean to seek religious
freedom. These cultural narratives often obscure
the story of a different type of migration: forced
displacement of native and African people.
Slavery has been a foundational economic insti-
tution, backed by the state, robbing people of
everything, including their wealth-producing
labor and land. This institution remains in dis-
tinct though familiar modern-day iterations.
While its players and context are different, the
power dynamics and interdependent push and
pull factors of migration today are not dissimilar
to those throughout history.

Forced or involuntary migration may be attrib-
uted to human causes such as conflict or to so-
called natural causes such as disasters. In practice,
these are inter-connected, as conflict often arises
over natural resources and human activity itself
may trigger natural disasters such as long-term
climate warming. The response (or lack of
response) to a natural disaster can range from
neglect to state violence, hence creating a politi-
cal or humanitarian disaster. The drastic increase
of forced displacement that has occurred in the
decade of 2010-2020 is mainly due to conflicts in
the Syrian region, sub-Saharan Africa, the inflow
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of Rohingya refugees to Bangladesh, and the
displacement of Venezuelans (International
Migration Law 2019).

This chapter begins with defining the various
legal and social designations used for groups of
migrant and refugee populations, as these legal
and social definitions affect quality of life and
mental health. Important sociocultural factors that
influence mental health needs in immigrant and
refugee populations are described along with a
brief overview and examples of culturally tailored
evidence-based treatments that have been found
to be beneficial. The chapter concludes with an
emphasis on the need for including affirmative
and culturally responsive practices in clinical
training and the importance of understanding and
preventing vicarious trauma. Through the use of
best practices, clinicians are able to optimize their
clinical care of migrants and refugees while also
maintaining their own wellness.

Defining the Populations: Migrant,
Asylum Seeker, Refugee, and Other
Important Populations

Not all displaced people can achieve the legal sta-
tus of refugees. A refugee, as defined by the
United Nations High Commissioner for Refugees,
is a person who has a:
...well-founded fear of being persecuted for rea-
sons of race, religion, nationality, membership of a
particular social group or political opinion, is out-
side the country of his nationality and is unable or,
owing to such fear, is unwilling to avail themselves
of the protection of that country; or who, not hav-
ing a nationality and being outside the country of
his former habitual residence as a result of such
events, is unable or, owing to such fear is unwilling

to return to it. (United Nations High Commissioner
for Refugees 1951)

This status is granted internationally before entry
to the United States or other receiving countries.
When refugees remain in their host country, they
often move steadily toward full citizenship in
their established new home.

Seeking asylum is a human right. Individuals
may seek asylum due to fear of persecution or
other reasons, as described in the definition of

refugee status. While refugees request protection
while still overseas, before entry into the United
States, a person who requests protection within
the first year of arrival is called an asylum seeker.
In the United States, asylees achieve legal perma-
nent residency and, in theory, are able to natural-
ize, i.e., become citizens, within 3 years.

Other persons may be granted temporary
protected status (TPS), a designation by the US
Citizenship and Immigration Services to eligi-
ble nationals of certain countries (or parts of
countries), who are already in the United States
due to ongoing armed conflict, environmental
disaster, epidemic or other extraordinary, and
temporary conditions. During a designated
period, TPS beneficiaries are not deportable,
can obtain a work permit, and may be granted
travel authorization (US Citizenship and
Immigration Services 2021). While nationals of
some countries receive TPS for 2 or 3 years
before their designation ends, others, such as
Sudanese, Nicaraguans, Hondurans, and
Salvadorans, have held TPS for almost two
decades. Salvadorans make up 60% of the
437,000 TPS recipients (Congressional
Research Service 2020). This is a precarious
and temporary status which creates uncertainty,
physically and emotionally, for TPS beneficia-
ries and their 250,000 US citizen children.

Children who entered the United States with-
out authorization, i.e., undocumented, are known
as “Dreamers” and if they meet the criteria of the
2012 Deferred Action for Childhood Arrivals
(DACA) program are also conferred a temporary
protection from deportation. It should be noted
that DACA only applies to those who arrived in
the United States after June 15, 2007. Similarly,
these young people face the stress of uncertainty,
as the designation has been challenged by litiga-
tion and political rhetoric. Additionally, they
often carry the emotional and financial burden of
supporting their undocumented parents and
mixed-status families.

Deferred Enforced Departure is a status simi-
lar to DACA, recently granted to Venezuelans,
the largest displaced population in this hemi-
sphere as of this writing. It confers protection
from deportation but no opportunity for
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permanency (unless an individual is otherwise
qualified to adjust his or her status).

Documented migrants are foreign-born indi-
viduals who are legally admitted to the United
States, as they were able to avail themselves of
existing laws and to provide proper documenta-
tion. Unauthorized immigrants either entered
without inspection or overstayed a visa such as a
tourist, work, business, or student visa and were
unable to extend or adjust their status.

Mixed-status families include family mem-
bers with various immigration status. Typically,
these families are made of parents who do not
have legal status, while their children do, gener-
ally because they were born on US territory. A
2015 report found that approximately half a mil-
lion US citizen children experienced apprehen-
sion, detention, and deportation of at least one
parent in the course of about 2 years (Capps et al.
2015).

Hemispheric and Regional Migration:
Central America’s Northern Triangle

About 3.5 million immigrants in the United
States come from Central America. In 2017,
Central Americans were about 8% of the overall
immigrant population in the United States, and
people from the Central American Northern
Triangle (Guatemala, Honduras, and El Salvador)
represented 86% of Central Americans. They pri-
marily cite insecurity and environmental chal-
lenges as the cause of their migration. For
instance, civil wars in the Northern Triangle have
led to a rise in the number of migrants since the
1980s. Hurricanes, such as Mitch in Honduras
and Nicaragua in 1998, or earthquakes like the
one that hit El Salvador in 2001 have been the
sources of migration along with drought
(Migration Policy Institute 2019). Overall,
Hondurans and Guatemalans were estimated to
be crossing in greater number as of 2018, even
surpassing Mexicans that year (Restrepo et al.
2019).

While adult men are traditionally the majority
of migrants, unaccompanied minors and families
have been on the rise. In 2018, the Customs and

Border Protection apprehended 38,000 minors
and 104,000 traveling as families. People have
been traveling in larger groups, including cara-
vans of several hundreds or even several thou-
sands of people. An estimated 30-34 million
(38-43%) of the 80 million forcibly displaced
persons globally are children below 18 years of
age (United Nations High Commissioner for
Refugees 2020). Conditions in the home country
as well as the reception in the receiving country
have lifelong and intergenerational impact on the
psycho-social development of these children and
their families.

Certain populations, in addition to unaccom-
panied children, face distinct circumstances in
the migratory process. For indigenous popula-
tions, language and cultural adaptation may take
longer as they adjust to new urban settings. Some
LGBTQI migrants are able to successfully claim
refugee or asylee status as members of a perse-
cuted group. However, they may face specific
challenges when engaging with the immigration
administration, for example, regarding their gen-
der marker on official documents. Structural
stigma toward sexual minorities in receiving
countries was associated with increased health
risks, mitigated by time and language ability
(Pachankis et al. 2017).

Sociocultural Factors Impacting
the Mental Health of Immigrant
Communities

Immigration and Sociopolitical
Factors

Immigration in and of itself can be considered a
social determinant of health. The intersection
between immigration status and other factors,
such as living and working conditions, detention,
and deportation, and the association of different
immigration classifications with eligibility for
different types of benefits can affect the mental
health of immigrants and their access to health-
care services. Structural factors such as racism
and discrimination, financial difficulties, family
and community separation, previous experiences



698

B. Robles-Ramamurthy et al.

of civil conflict, war, and other types of violence
and trauma have also been implicated in the
increasing risk of mental illness among immi-
grants. The interplay of these factors can impact
an individual’s risk of mental illness (Rodriguez
et al. 2020).

Sociocultural Factors

Identity and culture are key factors to consider
when addressing the mental health needs of
immigrant communities. The history of immi-
grant communities is as complex and rich as the
story and trajectory of their members and their
descendants. Appreciating these differences and
eliciting and respecting the way individuals
define their cultural identity is critical for inclu-
sion, engagement, and equitable access to care. It
is also important to recognize and address spe-
cific stressors during pre-migration (e.g., history
of abuse or violence; loss of social, familial, and
material resources), migration (e.g., forced vs.
voluntary, documented vs. undocumented immi-
grant status, length of distance traveled, trauma
during migration), and post-migration (e.g., lan-
guage proficiency, lack of employment or hous-
ing, discrimination, separation from family or
friends, work exploitation) stages (Walker and
Barnett 2007; Watters 2001).

One must also consider the level of accultura-
tion with the dominant or host culture (How et al.
2017). Acculturation is a process resulting in
shifts in an individual’s identity, behaviors, val-
ues, and opinions that occurs through the contact
that an immigrant person has with the new
culture(s) in the host country. This process is
influenced by the degree to which an individual is
affiliated with their own culture versus the degree
of their affiliation with the host culture (Berry
1997).

Cultural assimilation happens when an indi-
vidual rejects or exchanges certain aspects of
their original culture for that of the majority cul-
ture. Assimilation is the process of adapting
effectively to the host culture which historically
has been found to be a protective factor for posi-
tive mental health outcomes. Integration, some-

times called biculturalism, occurs when
immigrants maintain important parts of their
original cultural values while also adapting posi-
tively to the host culture. If the host society sup-
ports cultural diversity, acculturation and/or the
development of bicultural identity can happen
more smoothly. On the other hand, psychological
acculturative stress is more likely if the host cul-
ture has an attitude of rejection toward other cul-
tures or tries to eliminate diversity through
policies that marginalize cultural minorities or
force assimilation (Berry 1997). Simultaneously,
some immigrants experience marginalization
when they either reject their own culture or do
not adopt the host culture.

Research has also identified some sociocul-
tural factors that can protect the mental health of
immigrant communities. The collectivistic
approach to life in which group cohesiveness and
well-being are valued over individual well-being
can be protective for many immigrant communi-
ties. Family relationships and peer networks with
other immigrants can also provide a buffering
effect (Kim et al. 2012). Other studies have iden-
tified protective factors for refugees such as
English proficiency, social support, community
inclusion, connection to the culture of the host
country, valuing of and connection to one’s native
culture, valued social roles, and access to
resources to be predictors of refugee mental
health (Goodkind et al. 2020). Other potential
strengthening qualities include centrality of fam-
ily ties and extended kindship (Valdivieso-Mora
et al. 2016), as well as faith, spirituality, and reli-
gious attendance (Moreno and Cardemil 2016;
Shaw et al. 2019).

Mental Health Needs, Community
Psychiatry, and Treatments
That Work

The Mental Health Needs of Migrants
and Refugees

Research shows that immigrants to the United
States are often initially healthier upon the first
arrival compared with other immigrants who
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have remained in the host country for longer peri-
ods. In the literature, this has been referred to as
the “healthy immigrant effect” or “the immigrant
paradox.” This phenomenon has been described
in multiple immigrant groups, including Asian
American, Africans, Afro-Caribbeans, and
Latinx, and for a variety of mental health out-
comes including psychosis, substance use, and
depression (Alegria et al. 2008; Williams et al.
2007; Venters and Gany 2011; Takeuchi et al.
2007).

It is important to note that contradictory evi-
dence exists to prevent the generalization of the
immigrant paradox to all immigrants, particu-
larly when discussing immigrant populations.
For example, Alegria et al. (2008) found that this
phenomenon cannot be generalized to all Latinx
subgroups and all psychiatric disorders. Some
evidence suggests that context and issues within
the host society (racism, anti-immigrant senti-
ments, etc.) and their intersection account for this
effect, rather than any intrinsic features regarding
immigrants as individuals (Perez et al. 2008). As
an example, migrating from an under-developed
to a developed country has been found to be asso-
ciated with higher rates of schizophrenia. This
effect was more pronounced when the immi-
grants lived in an area where they were outnum-
bered by the majority group, likely resulting in
worsening cultural isolation and marginalization
(Zolokowska et al. 2001). Additionally, a system-
atic literature review of studies that assessed the
prevalence and factors associated with depres-
sion and anxiety in adult war-refugees found that
resettlement to the United States predicted higher
rates of depression and anxiety (Bogic et al.
2015). Sociopolitical climate, especially anti-
immigrant/refugee policies and xenophobia, can
have a strong and negative impact on the mental
health of resettled individuals.

Access to Care in Community
Psychiatry

Immigrant populations utilize mental health ser-
vices at lower rates than non-immigrants (Bauldry
and Szaflarski 2017). The reasons for this can be

understood at the levels of individual (health lit-
eracy, insight, socioeconomic reasons), interper-
sonal (stigma), institutional (racism, lack of
cultural and linguistic competence in providers),
and structural barriers (lack of insurance, trans-
portation issues, clinic locations) explored below.
These barriers reflect the existing inequality and
oppression within a society, such as racism, sex-
ism, and homophobia. This leads to worse health
care for immigrants.

Mental health services are least utilized among
people who are uninsured and undocumented.
This highlights the intersection of structural and
interpersonal barriers, spanning multiple levels
of issues including economic, political, and cul-
tural disenfranchisement that impact immigrants.
Undocumented immigrants might not only have
to address their own culture’s stigma against
mental illness and mental health treatment but
also navigate a complex healthcare system with-
out insurance and overcome the fear of being
reported to immigration authorities and therefore
face the possibility of deportation. For example,
Derr (2016) reviewed studies describing the utili-
zation of mental healthcare services by immi-
grant populations in the United States and found
that limitations in healthcare system capabilities
such as lack of linguistic and cultural compe-
tency by clinicians are important structural barri-
ers to care. It also identified other significant
barriers such as cultural stigma of mental health
within immigrant communities, fear of deporta-
tion, unaffordable cost of services, lack of insur-
ance, lack of knowledge about services, and
communication challenges. Additional barriers to
accessing care for immigrants included undocu-
mented status, male gender, youth, and lack of
insurance.

Clinical practice locations may negatively
affect patient access. Clinical care provided
through healthcare workers affiliated with places
of worship, schools, and other public agencies
can help mitigate the challenges posed by the
inadequate placement of clinical practices.
Enhancing telepsychiatry and teleservices capac-
ity within community organizations and practices
may provide a new model of care that may help
address disparities in mental healthcare access
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due to practice location and transportation
challenges.

People who end up seeking mental health
treatment will often find themselves seeking care
from mental health professionals who are most
likely white and American-born. According to a
study that assessed the ethnicity of US psychia-
trists, practicing psychiatrists from historically
under-represented backgrounds (URMs) are
10.4% of all psychiatrists, compared to 32% of
the US population (Wyse et al. 2020). Although
the proportion of URM resident physicians train-
ing in psychiatry increases every year, the num-
ber of URM faculty increases at a rate
disproportionately four times slower.

According to the American Psychiatric
Association, 27% of all practicing psychiatrists
in the United States are international medical
graduates, suggesting that a significant propor-
tion of psychiatrists are themselves immigrants.
However, disproportionately fewer are in faculty
positions, leadership, or management roles.
Specialized training in mental health for immi-
grant populations is not standard among psychia-
try residency programs, nor are all community
clinics and hospitals integrating awareness of
racial oppression, history of imperialism and
colonialism, and cross-generational trauma in
their operational policies and practices. People
who seek mental health treatment might find
themselves getting care from providers who
belong to the majority group, who do not share
the same background, and who may apply a
western biomedical model to explain experiences
and symptoms which may not fit neatly under a
DSM-5 diagnosis. A grave concern is not simply
misdiagnosing or misunderstanding patients but
the fact that a western biomedical gaze can risk
reinforcing the same institutional and systemic
oppression that exists outside the mental health
system during an individual’s time of emotional
need or vulnerability.

A concept described in the literature is that of
mistrust of the medical system, especially when
discussing marginalized populations. Although
this attitude has been previously described as a
barrier to care, focusing on individual character-
istics may result in missed opportunities to better

explain this phenomenon and reach the popula-
tions in need. Language matters when discussing
these concerns. Instead of discussing distrust,
which places the burden of remediation on the
individual, healthcare workers striving to regain
the community’s trust must assess and openly
discuss the trustworthiness of institutions and its
practices. From coercive sterilizations to with-
holding of treatment, as in the infamous Tuskegee
Study, medicine has a past of exploiting and
experimenting on minority groups, which cannot
be ignored (Nuriddin et al. 2020). To improve
access to and quality of care for historically
under-served groups and immigrants, mental
health providers must demonstrate awareness of
this history to patients who may bring it up while
actively challenging its long-ranging impacts on
an administrative level.

High Rates of Trauma and Variable
Clinical Presentations: The Need
for Cultural Humility

The mental health needs of immigrant patients
depend on a variety of factors, including the con-
text resulting in their migration, their migratory
journey, legal status in the United States, level of
acculturation, family, and other social support.
Due to sociopolitical factors, nearly all immi-
grants in the United States will experience a cer-
tain level of discrimination and will be more
likely to belong to a low socioeconomic house-
hold and to experience unemployment.
Additionally, almost all immigrants will have
experienced a certain level of family separation,
as most have left extended family in their home
countries. The concepts of acculturation, accul-
turative stress, and assimilation will also be felt
to some extent by all immigrants, potentially
affecting their mental health. Depending on the
severity of factors such as financial stress, rac-
ism, and discrimination, the negative impact may
be higher in some individuals than others.
Although all immigrants experience the above
stressors in some form, there is a differentiation
between immigrants whose journeys were not
forced and those who migrated to the United
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States fleeing violence or persecution. Asylum
seekers, refugees, exiles, and unaccompanied
immigrant children have high rates of traumatic
experiences that span their pre-migratory, peri-
migratory, and post-migratory process. Rates of
PTSD, depression, and anxiety disorders are
higher in recently resettled refugees compared to
their non-war-affected counterparts. Estimates
show that one in five refugees of war may experi-
ence psychiatric illness such as depression, anxi-
ety, or posttraumatic stress disorder (PTSD),
even 5 years or longer after displacement (Fazel
et al. 2005). Exiles, or individuals barred from
their country often due to political reasons, are a
special population that has been under-studied.
Matos et al. (2008) found that a quarter of adult
Cuban exiles self-reported symptoms of trauma
and depression, more than 60% reported frequent
thoughts related to the family separation and
emotional distress experienced during the pro-
cess of becoming exile.

Unaccompanied children are an especially
vulnerable group in the immigrant population.
Minors tend to migrate unaccompanied by a care-
giver due to home or community violence, threat
of war, threat of recruitment as child soldiers or
enslavement, or after the death of their guardian
(Ehntholt and Yule 2006). These children have
high rates of peri-migratory trauma, with studies
documenting that up to one-third had a history of
sexual trauma prior to their migration to the
United States (Betancourt et al. 2012). They are
also at higher risk of experiencing traumatic
experiences during their migratory journey
(Women’s Refugee Commission 2012), during
their stays in refugee camps (Rothe et al. 2002),
and during the initial period of resettlement
(National Immigrant Justice Center et al. 2014).
This is a highly vulnerable immigrant population
that has been found to present with higher levels
of psychological distress when compared to
accompanied immigrant children, with up to 30%
of them experiencing PTSD (Betancourt et al.
2012).

Children who have been separated from their
families, as was increasingly seen after the zero-
tolerance policy went into place under the Trump
administration, have been found to have high lev-

els of anxiety and depression compared to immi-
grant children who did not experience family
separation  (Suarez-Orozco et al. 2011).
Additionally, even if the child is reunified with
their natural family, they may experience further
traumatic experiences through reunification-
related stress. Changes in family composition
and dynamics, as well as the possibility that the
caregivers may feel guilty or ashamed of allow-
ing the child to migrate independently, could
impact the caregivers’ ability to validate the
child’s emotional distress upon reunification.

Factors such as age, gender, legal status,
socioeconomic level, English proficiency, and
migration history may impact the clinical presen-
tation of immigrants. These factors not only
affect the way patients express symptoms and
their needs but also clinicians’ ability to engage
the patient, take a thorough history, display
empathy, and address mental health needs as one
would with non-immigrant patients.

Culturally Tailored Treatments

A concept in health care that can help clinicians
to provide high-quality mental health care for
immigrants and refugees is cultural humility,
which guides clinical practice by encouraging
learning about a person’s identity in their own
words (Tervalon and Murray-Garcia 1998). The
principle behind this concept is to understand
that “culture” does not imply a fixed identity or
body of discrete traits. Instead, cultural factors
are perceived as an ever-changing system of
notions and actions that persons can choose from,
shaped by the specific social context in which it
is generated. However, it is not possible to predict
the beliefs and behaviors of individuals solely
based on their cultural background (Hunt 2001).
Knowing as much as possible about a person’s
background is highly valuable, but it is not neces-
sarily useful without a simultaneous process of
self-reflection and commitment to lifelong learn-
ing in which clinicians become comfortable let-
ting go of the false sense of security that
stereotyping brings. This process mediates
enough flexibility and humbleness for clinicians
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to recognize when they do not know or under-
stand their patient’s belief system. Understanding
the cultural background of others using humility
as an approach instead of as a mastered subject
and searching for resources that might facilitate
this understanding can make a significant differ-
ence in the rapport of clinicians with their immi-
grant patients and enhance the quality of the
treatment they obtain (Caban-Alemén 2017). For
detailed discussion in this regard, please also see
chapter “Cultural and Linguistic Competence”.

Cultural adaptations of evidence-based psy-
chotherapeutic treatments have been created and
found to be helpful in addressing mental health
needs of refugees and immigrants. Cognitive
behavioral therapy interventions have been
adapted to meet the cultural needs of immigrant
populations with positive results in symptom
reduction of certain conditions. The Integrated
Intervention for Dual Problems and Early Action
(IIDEA) is a ten-session intervention that incor-
porates cognitive therapy and mindfulness to
address symptoms of depression, anxiety, post-
traumatic stress, and co—occurring substance use
problems. This intervention has been studied in
Latinx immigrants with positive outcomes in
mental health symptoms and significant improve-
ments in mindful awareness, therapeutic alliance,
and illness self-management (Fortuna et al. 2020;
Alegria et al. 2019).

Multiphase model of psychotherapy (MMP)
and counseling, social justice, and human rights
are culturally responsive interventions that aim to
address the unique challenges of refugees. It
incorporates psychotherapeutic concepts to
address trauma and the psychological responses
seen with pre-migratory stress, displacement,
acculturation, and the patient’s cultural conceptu-
alization of mental illness and recovery.
Additionally, MMP engages the clinician in
assessing their own personal biases and political
countertransference, which makes this a unique
intervention (Bemak and Chung 2015; Chung
etal. 2011).

For children and their families, therapeutic
modalities must be adept to assess family struc-
ture and functioning. Cognitive behavioral ther-
apy (CBT) for traumatic stress has been studied

as a school-based, multi-level CBT intervention
that includes individual and group psychoeduca-
tional components addressing acculturation
stress and cultural trauma. It is delivered by edu-
cators and mental health providers and has been
found to reduce symptoms of PTSD and depres-
sion in immigrant youth (Kataoka et al. 2003).
Narrative exposure therapy, studied in the
Netherlands, is another intervention that has
demonstrated positive effects in addressing
symptoms of trauma in child immigrants (Schauer
et al. 2011). It incorporates storytelling of the
child’s life, opening up the opportunity to narrate
multiple traumas as these children oftentimes do
not have one index trauma. This process pro-
motes habituation of emotional responses when
discussing trauma and improves insight into the
relationship between past traumatic experiences
and current psychological functioning. Child-
parent psychotherapy has been found to be effec-
tive in addressing mother-child attachment
(Lieberman and Van Horn 2008).

A psychotherapeutic model to address refugee
child mental health needs in the context of
humanitarian crises has been previously described
by Rothe (2008). It includes three main aims: (1)
to decrease hyperarousal symptoms and protect
the patient’s neuroendocrine system, (2) to help
the patient construct a cohesive narrative of
events during the peri-traumatic period, and (3)
to enable the clinician to be an advocate for the
refugee children and their families. Personal
empowerment, connecting patients to commu-
nity agencies, and psychoeducation are key com-
ponents of this approach that aims to create a
strong foundation as the patient and their families
continue to navigate challenging situations
requiring psychological agility and adaptation.

Predictors of treatment outcomes for refugees
with PTSD have been identified, although data is
limited. Factors associated with improvement in
symptoms included higher baseline symptoms,
high level of functioning, young age at arrival to
host country, full-time employment, and reuni-
fied family status (Sonne et al. 2021). Prevention
and treatment models that incorporate commu-
nity members, a multidisciplinary team, and sys-
tems of care approach have been shown to be
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effective in addressing the mental health needs of
immigrants and refugee youth (Abdi 2011).
Approaches that include validation, mutual sup-
port, and the processing of common migration
and adaptation experiences have been found to be
protective (Abdi et al. 2012).

Practical Applications
in Community Mental Health Care

Addressing the Social Determinants
of Health for Inmigrants
and Refugees

When developing and implementing
community-focused interventions to address the
mental health of persons that are or were refu-
gees or immigrants, it is very helpful to have an
ecological perspective that focuses on multiple
levels of context. This includes the microsystem
or immediate environment of the patient (e.g.,
living situation, family, school, work), the eco-
system around the microsystem (other formal
and informal social structures), and the macro-
system (economic, political, legal, and other
social systems) that together affect a patient’s
health and development, emphasizing improve-
ment of fit between patients and their
environments.

Poverty, racism, and migration-related stress
are social determinants of the mental health of
immigrants and refugees. Attention to these
social determinants arguably eclipses even neces-
sary primary and behavioral health care, as it
critically affects basic survival and well-being.
Interprofessional collaborations are crucial to
provide effective mental health treatment and
address the needs of immigrant communities
(How et al. 2017). These collaborative services
must include a very wide range of human ser-
vices, usually led by community-based organiza-
tions, including those that are faith-based. Such
services must include legal support, vocational
development, nutritional or dietary services,
housing assistance, English as second language

resources, tutoring, and access to any public enti-
tlements that could be available.

Clinical Applications and Advocacy

Cultural and structural humility assist mental
health practitioners to become culturally and
structurally competent, as they help recognize
how social, cultural, and structural determinants
result in inequities and shape health and illness
before, during, and after the clinical encounter
(Metzl and Hansen 2014). The clinical model of
“affirmative practice” is a key approach for serv-
ing immigrant and refugee populations.
Originating from work with LGBTQI communi-
ties, affirmative practice refers to a range of mod-
els that serve to create supportive healthcare
environments in which individuals can safely
express their identity, with the services they
receive acknowledging and countering the
oppressive contexts people often experience in
more conventional care (Mendoza et al. 2020).
Therefore, affirmative care with immigrant and
refugee individuals includes practicing with cul-
tural humility to understand beliefs, values, and
strengths while also validating that social dispari-
ties, discrimination, and racism have an impact
on well-being. Some examples of how to culti-
vate affirmative care practices include working
collaboratively with communities in services
planning; paying attention to the relevant and
central aspects of cultural, social, and political
narratives; honoring and facilitating an under-
standing of patients’ expressed needs, priorities,
and preferences; identifying sociocultural factors
that influence care; and engaging supportive cul-
tural networks (Mendoza et al. 2020). No matter
how well-educated psychiatrists and other behav-
ioral health clinicians are, one cannot expect cli-
nicians to fully understand a patient’s culture and
experience of oppression or to have the ability to
predict their social needs. Therefore, structural
and cultural humility are imperative, further
reducing clinician unconscious bias and facilitat-
ing affirmative practice.
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Optimizing Clinical Skills:
Sociopolitical Countertransference
and Vicarious Trauma

Experiences of systemic oppression may result in
distrust of the healthcare system. Patients who
are mistrustful of a medical provider, system, or
treatment options may present as disengaged or
guarded and have challenges adhering to clinical
recommendations. Structurally and culturally
competent clinicians ought not to interpret these
presentations as signs of patient disinterest or
inability to engage with treatment. Instead, one
must engage in trauma-informed care that incor-
porates a sociopolitical lens, enabling the patient
to express their needs in their own way and to
take their time in trusting and engaging with a
recommended treatment plan. Struggling with
this often arouses negative countertransference.

Simultaneously, mental health clinicians may
find themselves having to comply with unrealis-
tic clinical service expectations, particularly in
settings where vulnerable populations such as
asylum seekers, refugees, and immigrants are
encountered. Overly full clinic days, limited
resources to address the social determinants of
health, and limited availability of support and
supervision by peers can result in the moral
injury associated with burnout. Specifically, in
the clinical care of migrants and refugees, clini-
cians can be vulnerable to displacing frustrations
with the system in which they work onto patients,
creating emotional or cognitive barriers to fully
engage in the care of patients with such complex
presentations and circumstantially high need.
Clearly, countertransference is a tool that cannot
be ignored, and it offers potential opportunity to
advocate for systemic change.

Another dimension of countertransference is
the role of vicarious trauma: the experience of
exposure to trauma through the narratives of the
patients we treat. This must be taken into consid-
eration when treating vulnerable populations
such as migrants, asylum seekers, and refugees.
Vicarious trauma has been associated with nega-
tive outcomes such as compassion fatigue and
lack of intimacy, as well as positive outcomes
such as vicarious posttraumatic growth (Rizkalla

and Segal 2020). Adequate training and supervi-
sion can support a clinician’s ability to maintain
mental well-being while working with trauma-
tized patient populations (Finklestein et al. 2015).
Clinicians inspired to work with migrants, refu-
gees, and asylum seekers can find unique oppor-
tunities to engage in meaningful work as they
learn clinical skills and systems-based practices
necessary to serve this population. Some oppor-
tunities include participation in national organi-
zations within psychiatry, such as the American
Psychiatric Association and its Council on
Minority Mental Health and Health Disparities,
and the minority caucuses. As medical trainees,
one can also become involved with the national
organization Physicians for Human Rights,
which trains physicians to assess and document
trauma and torture to support asylum seeker’s
claims in immigration court. A team approach
can be helpful to prevent the negative outcomes
from vicarious trauma, foster the use of sociocul-
tural and political conceptualization, and make
the best use of trauma-informed care practices.
Supervision and debriefing opportunities can
decrease the mental load carried by mental health
providers. Group and individual supervision can
improve accountability, which is a necessary tool
for mental health providers to maintain the use of
trauma-informed care practices and reduce the
negative effects of countertransference reactions.

Conclusion

Provision of mental health treatment to migrants
and refugees can be challenging within the cur-
rent medical system. Clinicians looking for
opportunities to gain clinical, research, advocacy,
and administrative skills needed to establish
unique mechanisms and provide quality mental
health care often find creative ways to find and
engage in health equity work by seeking collabo-
rators and/or clinical models to learn from.
Participation with community agencies serving
this population and networking with mentors
even outside our own institution are some ways
one can acquire the knowledge and experience to
serve this vulnerable population. However, all
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mental health clinicians have an opportunity to
optimize their clinical skills when working with
migrant and refugee populations by practicing
the skills and clinical approaches presented in
this chapter. It is also important to understand
how the sociocultural-political climate and result-
ing policies can negatively impact immigrant and
refugee patients’ mental health. It is within the
purview of the mental health field to engage in a
higher level of community and political engage-
ment to advocate for policy changes and cultivate
models of care that aim to reduce or extinguish
the barriers to care that patients often face.
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