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Immigrant children and adolescents face many complex stressors—they must leave 
familiar people and routines, adjust to new social and academic norms, and navigate 
intersecting cultures. Although migration is rapidly increasing worldwide, and the 
risks to psychological health are clear, we know relatively little about best practices 
for conducting psychotherapy with immigrant youth. Psychotherapy for Immigrant 
Youth is an effort to advance the treatment of problems while building capacity and 
fostering resilience. This book describes the complex life experiences and psycho-
logical symptoms experienced by immigrant youth and takes an ecological-contex-
tual approach to providing treatment. Symptoms and treatment delivery are 
intertwined with setting, and this book considers medical, community, and school 
environments, as well as the global contexts of receiving countries and low-resource 
settings. This book also addresses the complex and interconnected services required 
by immigrant families and their children, including housing and relocation, legal, 
and medication, and the ways that providers of psychotherapy can integrate these 
needs with their own services.

Psychotherapy for Immigrant Youth is intended for practitioners, researchers, and 
students who study and work with immigrant children and adolescents across mul-
tiple settings. Professionals in the fields of psychiatry, psychology, social work, 
public health, global mental health, and education will benefit from the book’s prac-
tical and interdisciplinary approach. Each chapter provides an overview of related 
empirical work, applies a critical lens to the limitations of current knowledge, and 
provides suggestions for future directions and detailed case examples to illustrate 
issues and therapeutic techniques.

This book is a collection of chapters ordered into four parts that address themes 
essential to understanding different aspects of providing psychotherapy for immi-
grant youth.

The first part includes an analysis of the psychosocial stressors faced by immi-
grant youth. The chapter Immigrant Youth Life Stressors (Anna Staudenmeyer, 
Erynn Macciomei, Margareth Del Cid, and Sita G. Patel) introduces the complex 
life stressors faced by immigrant youth across the trajectory of pre-migration, 
through migration, and after settlement. This chapter clarifies the niche of psycho-
therapy for immigrant youth by contextualizing the special circumstances of cross-
cultural mental health and social/legal circumstances faced by the population.

Introduction
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The second part provides a comprehensive review and concise discussion of con-
temporary, evidence-based psychotherapies for immigrant youth. Each chapter 
within this section highlights a specific treatment modality. The chapter Cognitive-
Behavioral Therapy for Immigrant Youth: The Essentials (Micaela A. Thordarson, 
Marisa Keller, Paul J. Sullivan, Sandra Trafalis, and Robert D. Friedberg) provides 
an overview of core principles and techniques of cognitive behavior therapy, as they 
relate to immigrant youth. The chapter Family Factors: Immigrant Families and 
Intergenerational Considerations (Maryam Kia-Keating, Diana Capous, Linda 
Juang, and Guadalupe Bacio) focuses on the family, including family-level stressors 
and sources of resiliency. The chapter School-Based Interventions (Alisa B. Miller, 
Colleen B. Bixby, and B. Heidi Ellis) provides a review of the literature on school-
based interventions with specific attention to comprehensive services for immigrant 
youth. It includes case examples of programs with good outcomes and effective 
interventions. The chapter Trauma and Acculturative Stress (John P. Rettger, Hilit 
Kletter, and Victor Carrion) first distinguishes between chronic stressors and acute 
trauma, then discusses frequent traumatic experiences faced by immigrant youth, 
and reviews current evidence-based treatment approaches for traumatized immi-
grant youth.

The third part of the book explores interventions and treatment modalities that 
are complementary to psychotherapy for immigrant youth. The chapter Combined 
Psychotherapy with Psychopharmacology (Yasmin Owusu) discusses challenges 
and considerations for the provision of psychiatric medication, including cultural 
and familial factors. The chapter Information Systems and Technology (Eduardo 
Bunge, Megan K. Jones, Benjamin Dickter, Rosaura Perales, and Andrea Spear) 
presents current practices related to integrating technology into psychotherapy.

The fourth and final part provides a discussion of using psychotherapy for immi-
grant youth within unique settings and some of the contextual challenges that may 
arise. The chapter Treating Forcibly Displaced Young People: Global Challenges in 
Mental Healthcare (Ruth V. Reed, Rebecca Tyrer, and Mina Fazel) highlights key 
features and challenges of various service delivery models in both low- and high-
income settings and considers how resource differences influence the provision and 
sustainability of treatments with this heterogeneous population. The chapter Immigrant 
Youth and Navigating Unique Systems That Interact with Treatment, etc. (David E. 
Reed II, Marilee Ruebsamen, James Livingston, and Fazia Eltareb) explains the mul-
tiple, complex social systems that immigrant youth often require services for, includ-
ing legal, medical, and educational. The book closes with the chapter Cultural 
Perspectives in the Context of Western Psychological Mind-sets: The Need for Cultural 
Sensitivity in the Mental Health of Immigrant Youth (Rania Awaad and Daryn 
Reicherter), which functions as a critical commentary on the challenges and limits of 
the applicability of Western brands of psychotherapy for non-Western individuals.

Psychotherapy for Immigrant Youth can be useful to practitioners section by sec-
tion, chapter by chapter, or as a whole. The editors intended to create a volume that 
would inform and update the evidence base and also spark inquiry toward the 
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questions and challenges that remain. Each section binds together several specific 
ideas into a theme, and each chapter is a stand-alone review with original and infor-
mative new ideas. The book, in total, intends to both inform and challenge the sci-
ence and art of mental health practice for this vulnerable population.

May 2016  Sita G. Patel
 Daryn Reicherter

The original version of this book was revised. An erratum to this book can be found at  
DOI 10.1007/978-3-319-24693-2_10
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       Immigrant Youth Life Stressors                     

     Anna     Staudenmeyer     ,     Erynn     Macciomei    ,     
Margareth     Del     Cid    , and     Sita     G.     Patel   

    Abstract 
   Although the relationship between stressors and psychopathology has been 
fi rmly established in adolescence, the heterogeneous context and characteristics 
of immigration, settlement, and reception confer specifi c stressors for immigrant 
youth above and beyond developmentally normal stressors faced by most youth. 
A conceptual model for understanding the relationship between stressful experi-
ences and psychopathology in immigrant youth is crucial in order to implement 
effective treatment within this vulnerable population. This chapter defi nes immi-
grant youth life stressors as frequent environmental events or conditions that 
pose a risk to physical and psychological health and may compound the risk 
associated with previous trauma exposure. Based on a review of the literature, a 
categorization of immigrant youth life stressors is proposed. This chapter reviews 
and organizes research on immigrant youth and, based on the fi ndings, advocates 
for a broader and more collaborative approach to treatment. A case example 
highlights how categorizing stressors holds clinical utility in guiding clinical 
case formulation and prioritizing intervention.  

  Keywords 
   Immigrant   •   Refugee   •   Youth   •   Stressors   •   Moderators   •   Mediators  

        Introduction 

 Research overwhelmingly affi rms the relationship between stressful experiences 
and psychopathology across development. However, unanswered questions remain 
regarding how and when stressors predict mental health problems and trajectories 
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toward developmental psychopathology on the one hand or resilience on the other 
[ 1 ]. Grant’s widely accepted conceptual model for understanding the role of stress-
ors in adolescent psychopathology proposes fi ve basic  tenets  : (1) stressors predict 
psychopathology; (2) moderators alter the relationship between stressors and psy-
chopathology; (3) stressors activate mediators which explain the relationship 
between stressors and psychopathology; (4) specifi city exists in the associations 
between stressors, moderators, mediators, and psychopathology; and (5) reciprocal 
and dynamic relations occur among stressors, moderators, mediators, and psycho-
pathology [ 2 ]. The informed development and advancement of primary, secondary, 
and tertiary mental health interventions require focused attention on the distinct 
variables that alter or explain the relationship between specifi c stressors and psy-
chopathology in  adolescents   [ 2 ]. 

 Nowhere is the need to apply a  conceptual model   for stressors as great as in the 
area of immigrant youth life stress. Data from the US Census Bureau’s 2012 
American Community Survey revealed that 25 % of all children under the age of 18 
live with at least one immigrant parent. Of these children, 88 % are second- 
generation immigrants (born in the USA), and 12 % were fi rst-generation immi-
grants (born outside of the USA). The heterogeneous context and characteristics of 
immigration, settlement, and reception confer specifi c stressors for immigrant youth 
above and beyond developmentally normal stressors faced by most youth [ 3 ]. 
 Preexisting risk and protective factors   for immigrant youth, such as premigration 
exposure to trauma, social support, and family intactness, may enhance or diminish 
the relationship between stressors and measures of adaptation. Furthermore, stress-
ors arising from the experience of immigration can strain physical and emotional 
resources and challenge traditional problem-solving and coping strategies, which 
may in turn explain the relationship between stressors and outcomes. It is crucial to 
unpack the  moderators and mediators   of the stressors—psychosocial adaptation 
relationship in order to implement effective interventions within the vulnerable 
population of immigrant youth. 

 Extending beyond symptom-based outcomes to account for functioning in 
school, family, and peer contexts allows research on immigrant youth to be unbound 
by its traditional focus on psychopathology [ 4 ] and calls attention to the multiple 
domains in which immigrant youth face challenges that can be effectively targeted 
by intervention. A  conceptual model   of stressors for immigrant youth should refl ect 
this need and investigate the role of stressors in the development of various  psycho-
social outcomes  , representing a slight departure from the model posed by Grant and 
colleagues [ 2 ]. Addressing depression, anxiety, and posttraumatic stress disorder 
(PTSD) symptoms among immigrant youth would be incomplete and misinformed 
without a thorough inventory of sociocultural stressors faced by the youth, such as 
poverty, neighborhood violence, discrimination, intergenerational confl ict, family 
separation, legal status, and language acquisition. Psychological interventions for 
immigrant youth must involve collaboration between the various systems and con-
texts to which the youth belongs (Table  1 ).  

A. Staudenmeyer et al.
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    Definition and Categorization of Life Stressors 

 This chapter defi nes immigrant youth life stressors as environmental events or  con-
ditions   [ 2 ], which are frequent [ 5 ]; pose a risk to physical, cognitive, and psycho-
logical health [ 6 ]; and may compound the risk posed by prior exposure to traumatic 
events [ 7 ]. Research detailing ongoing stress for immigrant youth adopts variable 
 terminology  , such as daily hassles, chronic stressors, and stressful live events. This 
overlap and inconsistency in utilized constructs has been refl ected more broadly in 
stress literature [ 8 ]. Because different studies may use different terminology to refer 
to the same stressful experiences, the proposed defi nition of life stressors has been 
formulated to allow for a comprehensive examination of stressful experiences that 
immigrant youth face. This defi nition intentionally distinguishes between stressful 
and traumatic events, which is another aspect of immigrant youth experience war-
ranting specifi c attention. As such, this book devotes a separate chapter to trauma 
within immigrant youth populations. 

 Immigrant youth life stressors have been categorized in the literature in three 
main  ways  : according to the particular domain in which the stressor takes place 

   Table 1    Stressors and responses   

 Stressor  Excerpt 

 Poverty  I think not having to have a job is kind of stressful. Because, you 
know, my mom, she has to take care of a lot of people, like the 
whole family and plus my nephews and things like that, and she has 
to work and what she gets paid is not enough and she has to work 
extra. So it’s kind of stressful cause I can’t get a job cause you 
know, I’m illegal in here so it’s hard for me to get a job. 

 Family separation  For me, something that is diffi cult is being here in this country and 
my grandma raised me. I wasn’t raised by my mom. Right now she 
is back in Panama, where I was born and she’s kind of sick right 
now and I want to go and see her. I can’t so I feel kind of sad. But I 
have to deal with it. 

 Discrimination  We don’t have the same cultures… they used to laugh at me…Even 
the teachers laugh at me like they show me some pictures in the 
books of old Africa and ask me if this is where I lived looks like 
this. You know…I didn’t speak English, so…I only get mad inside. 

 Legal status  I am still waiting for my green card and I don’t know how long it’s 
going to take because I’ve been here 6 years and I haven’t gotten my 
green card. I wrote them a letter and the process time is out and that 
worries me. I want my green card so I could go back to my native 
country and visit. I heard that some people go back to their country 
and they are not able to enter the USA again. 
 I don’t know. It’s those legal things. 

 Language acquisition  It was really hard. I used to cry every single night when I went to 
like from the school they give us homework so I couldn’t do it cause 
it was another language and I couldn’t understand. 

Immigrant Youth Life Stressors
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[ 9 ,  10 ], according to the social conditions or acculturative realities facing immigrant 
youth [ 3 ,  11 – 17 ], and based on the  chronological groupings   of stressors within the 
immigration process [ 18 ]. This proposed categorization of stressors is not mutually 
exclusive; for example, a neighborhood stressor (domain) such as living in a high- 
crime area may also be a refl ection of limited capital (sociocultural stressor), such 
as poverty, that is occurring post-migration (a chronological stressor). However, this 
categorization is offered as a clinical tool for conceptualizing and organizing stress-
ors faced by immigrant youth. Below is an elaboration on each category of stressor 
with a focus on how this categorization may hold clinical utility. 

  Domain-Specifi c Stressors     Immigrant youth life stressors can be understood as 
relating to particular domains, such as parents, peers, school, the self, leisure, 
romantic partner, the future, the neighborhood, and resources [ 9 ,  10 ]. The domain 
categorization of immigrant youth life stressors may hold relevance for clini-
cians, as it provides a snapshot of the specifi c areas that may be challenging to 
this population, and allows for comparisons by nativity and cultural background. 
Literature supporting the immigrant paradox or diminishing  levels   of well-being 
as a function of time in the USA often do not consider how particular domains of 
stressors may be different depending on  generational status  . Investigating this 
question cross- sectionally allows for comparisons between generations to be 
made at a single time point. One study found no differences in the number of 
reported school stressors between fi rst-generation immigrants and native youth, 
yet found a comparatively higher number of school stressors reported by second-
generation immigrants. First- generation immigrants reported more stressors 
related to parents, the self, leisure, romantic partners, and the future, whereas 
second-generation reported more stressors with respect to parents, school, and 
romantic partner [ 10 ].  

 Understanding how domains of stressors change for immigrant youth over time 
spent in the USA is of immediate relevance to education, health, and mental health 
professionals working or coming into contact with immigrant  youth  . One longitudi-
nal study looked at changes in stressors across a 3-year period for Arab Muslim 
immigrant youth [ 9 ], a particularly understudied immigrant population [ 4 ,  17 ,  19 ]. 
The authors argued that Islamic cultural beliefs and values on the issues of parental 
role and gendered expectations of children might present unique patterns of stress-
ors as compared to other immigrant youth groups [ 9 ]. Participants consisted of 
immigrant and refugee youth, ranging in ages from 11 to 15, and their mothers, 
some of whom were refugees. School stressors were the most frequently reported 
stressor across all three waves of data collection, followed by parent stressors. 
Overall, both parent stressors and school  stressors   increased over time, whereas 
peer and resource stressors (operationalized as material resources important to 
youth, such as nice clothes) declined over time. Neighborhood stressors refl ecting 
crime and safety remained stable with time [ 9 ]. Contrary to the authors’ hypotheses, 
there were no gender effects on stressors. Also unexpected was the fi nding that 

A. Staudenmeyer et al.
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immigrant youth with  refugee mothers   reported fewer parent and peer stressors but 
more neighborhood stressors than youth without refugee mothers. The authors pos-
ited that youth with refugee mothers may feel the need to protect their parents by 
reporting less hassles.  Peer-related stressors   are common among adolescents and 
immigrant youth. Lower reported peer-related stressors might be a function of the 
ethnic density of Arab Muslim immigrants within the study area [ 9 ]. This study 
highlights the importance of studying trajectories of domain-related stressors within 
and across ethnic groups of immigrant youth. 

   Sociocultural Stressors       The broad category of sociocultural stressors is used to 
subsume a wide array of immigrant youth stressors described in the literature. It 
should be noted that this designation operates as a heuristic and is not intended to 
confl ate disparate stressors. Multiple bidirectional sociocultural realities shape the 
particular life stressors faced by immigrant youth. Poverty, neighborhood violence, 
parental education and employment, family separation, discrimination, school seg-
regation, legal concerns, acculturation, language diffi culties, and intergenerational 
confl ict incur stress not generally faced by nonimmigrant youth. A series of studies 
by Patel and colleagues used qualitative interviews with newcomer immigrant 
youth to illustrate their fi rst-hand experiences with sociocultural stressors [ 81 ,  82 ].  
Although each excerpt has been selected to elucidate a specifi c stressor, the com-
plexity and interactions between sociocultural factors become fully apparent.         

    Chronological Stressors       Although research uses the fi rst two categories of stress-
ors for diverse samples of immigrant youth, the chronological categorization is 
often reserved for understanding stressors faced by refugees, a particularly vulner-
able population within immigrant youth. The chronological framework can account 
for unique stressors associated with different time points in the immigration process 
[ 18 ]. Research on psychopathology and psychosocial adaptation in refugee popula-
tions has historically focused on premigration political violence and war trauma as 
predictors of mental health outcomes. In their synthesis of literature, Miller and 
Rasco [ 18 ] propose political violence and displacement-related stressors as two sets 
of stressors threatening mental health outcomes among refugees. The latter cate-
gory includes: (1) pre-displacement experiences of trauma and loss that do not 
include political violence; (2) displacement stressors arising from the process of 
displacement itself, such as trauma or stress within refugee camps or during the 
process of migration; and (3) post-displacement factors refl ecting stressful social 
conditions which refugees face, such as poverty, discrimination, fear of deportation, 
and acculturation diffi culties [ 18 ,  20 ].  

 Displacement-related stressors comprise events and conditions occurring across 
a range of settings, time, and intensity. Research focusing only on the refugee expe-
rience of political violence neglects to account for important stressors at various 
stages in the process of displacement. Research fi ndings may then over-attribute 
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variance in psychological outcomes to premigration war trauma and overlook the 
role of stressors during and after displacement [ 18 ]. This trauma-focused perspec-
tive not only guided research but also carried, and continues to carry, implications 
for clinical interventions used to treat psychological symptomatology in refugee 
populations [ 20 ]. Increased investigation of the  relationship   between displacement- 
related stressors and psychosocial outcomes calls attention to the importance of 
assessing and managing post-displacement stressors as a part of mental health inter-
ventions for refugees.  

    Limitations of Research on Immigrant Youth Life Stressors 
and  Psychopathology   

 Longitudinal studies have provided conclusive evidence that stressors predict inter-
nalizing and externalizing psychopathology in children and adolescents [ 1 ]. The 
prospective designs of these studies eliminated the potentially confounding effects 
of symptoms and stressors being measured simultaneously and allowed for changes 
in the relationship between stressors and mental health symptoms to be assessed 
over time, after controlling for prior levels of internalizing and externalizing symp-
toms [ 21 ]. Although  prospective methodology   may be considered the gold standard 
in establishing a confound-free understanding of the role of stressors on develop-
mental psychopathology, this design has been less frequently employed in studies 
on immigrant youth populations. 

 The  immigrant paradox   broadly refers to the notion of worsening health out-
comes with increasing length of residence in the host country. This theory largely 
stems from research on physical health outcomes (versus mental health outcomes)    
in treatment-seeking or clinical samples of immigrants. However, most research 
of generational differences and psychopathology has been conducted on adults. 
In general, research has indicated mixed results in relation to generational consid-
erations. Some research highlights a greater incidence of psychopathology, par-
ticularly anxiety and depressive disorders, in fi rst-generation immigrants when 
compared to their native-born peers [ 22 ]. Conversely, the  immigrant paradox   theo-
rizes that longer time in the host country is associated with more negative out-
comes, including mental health, academic, and risk behaviors [ 23 ]. This can easily 
become confounded with increasing rates of psychopathology and decreasing aca-
demic engagement that has been documented among all early adolescent youth, 
not just immigrants. More longitudinal studies are necessary to determine the rel-
evance of this paradox for  psychological symptoms and psychosocial outcomes   in 
nonclinical samples of immigrant youth. Furthermore, mental health symptoms of 
immigrant youth are typically investigated within clinical  samples  , leaving many 
questions unanswered about symptomatology in immigrant youth who are not 
receiving treatment [ 14 ].  
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    Application of Conceptual Model of Stressors 
to Immigrant Youth 

  Sociocultural Life Stressors Predict  Psychosocial Outcomes       Stressors have 
been found to predict negative psychosocial outcomes in adolescence, but this rela-
tionship has been studied less often in immigrant youth. Immigrant youth face addi-
tional stressors than their nonimmigrant counterparts.  Socioeconomic status   may 
constitute a set of contextual stressors existing for immigrant youth in addition to 
normative adolescent stressors. For example, in 2014 approximately 28 % of fi rst- 
generation immigrant youth and 25 % of second-generation immigrant youth lived 
below the federal poverty threshold, compared to 19 % of nonimmigrant youth [ 24 ].  

 Acculturation  represents   a normative process of immigrants navigating and 
negotiating between familiar, native cultural values and new norms within a host 
country.  Acculturative stress   is a term characterizing the challenges and confl icts 
that may result when immigrants are faced with cultural differences between their 
native and host culture [ 25 ]. Aspects of acculturative stress for immigrant youth 
include learning new cultural norms and expectations, balancing the adoption of 
new host values with the relinquishment of native cultural values, and dealing with 
covert and/or overt instances of discrimination by the host culture [ 26 ]. 

 Over the past decade, more focus has been given to the parallel and distinct pro-
cess of enculturation, or the extent to which immigrants retain the dominant values, 
practices, and language of their culture of origin [ 27 ]. Gaps in levels of  accultura-
tion and enculturation   between immigrant youth and their parents have been inves-
tigated as predictors of poor mental health outcomes and engagement in risk 
behaviors. High levels of acculturation and enculturation, also discussed in terms of 
 biculturalism  , have been studied as a protective factor against negative psychosocial 
adaptation in immigrant youth [ 15 ,  27 ]. 

 In keeping with the general  conceptual model   put forth by Grant and colleagues 
[ 2 ], fi ndings presented will be culled from prospective studies to reveal the role of 
various sociocultural stressors in trajectories of development. As more recent stud-
ies include various measures of psychosocial well-being as outcomes, such as psy-
chological symptoms and academic diffi culties, the same study may be presented in 
multiple outcomes  sections   below. Important risk and protective factors as well as 
mediators of sociocultural stressors will be highlighted. 

   Psychological Outcomes       More focus has typically been given to understanding 
the relationship between stressors and psychopathology than other psychosocial 
outcomes. However, much of what is known about developmental outcomes in 
immigrant youth is gleaned from cross-sectional data, making it diffi cult to under-
stand how the relationship between stressors and psychopathology changes with 
time [ 14 ], warranting a focus on prospective fi ndings [ 2 ].  
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  Internalizing Symptoms     Internalizing symptoms have been examined as out-
comes less often in immigrant youth literature than externalizing symptoms, which 
is in contrast to studies of  psychopathology in nonimmigrant adolescents   [ 1 ,  14 ]. 
The New York City Academic and Social Engagement Study ( NYCASES)         repre-
sents prospective efforts to investigate psychosocial trajectories of immigrant youth 
[ 28 ]. Results of NYCASES revealed that unlike trends in nonimmigrant youth sam-
ples, internalizing symptoms declined over the high school years. However, socio-
cultural stressors moderated this trend, with increasing levels of stressors leading to 
increases in anxiety, depression, and somatic symptoms [ 14 ]. Results of this study 
provide empirical evidence for the long-term effects of sociocultural stressors on 
mental health symptoms of immigrant youth.  

 Prospective results from the  Latino Acculturation and Health Project   provide a 
rich understanding of how and under what circumstances sociocultural stressors 
predict the development of  mental health problems   [ 15 ]. This longitudinal investi-
gation involved nearly 350 immigrant youth and their parents. Over half of the 
sample of youth was fi rst-generation immigrants, with the remainder being second- 
generation immigrants. Results from the Latino Acculturation and Health Project 
revealed a decrease in internalizing symptoms and an increase in self-esteem over 
the 2-year study period. After taking into account time spent in the USA, it was 
shown that increased length of residence was related to lower self-esteem scores in 
immigrant youth [ 15 ].  Sociocultural stressors   emerged as more robust predictors of 
mental health outcomes (both internalizing symptoms and self-esteem) than mea-
sures of cultural identifi cation. 

 A longitudinal study of 749 fi rst- and second-generation Mexican immigrant 
youth and their families investigated how sociocultural stressors related to internal-
izing symptoms across time. The experience of language and discrimination stressors 
in 5th grade was related to greater internalizing symptoms in 7th grade [ 29 ]. 
 Fluctuations   in sociocultural stressors within a sample of fi rst- and second- generation 
Mexican immigrant adolescent mothers predicted increases in their depressive symp-
toms one year later, even after controlling for baseline depressive symptoms and 
economic hardship [ 30 ]. These fi ndings were relevant for within- person fl uctuations 
as well as between-person fl uctuations, making sociocultural stressors robust predic-
tors of depressive symptoms in Mexican-origin mothers [ 30 ] 

 Another prospective study of  fi rst- and second-generation immigrant youth   in 
Greece investigated the extent to which socioeconomic stressors in immigrant youth 
posed a risk for adaptation and psychological well-being [ 12 ]. Immigrant youth life 
stressors of immigrant status and socioeconomic stressors did not predict internal-
izing symptoms. This divergent fi nding poses interesting questions about the uni-
versality of immigrant youth life stress. 

   Externalizing Symptoms       Immigrant status and socioeconomic stressors predicted 
conduct problems for youth in Greek public schools at baseline and were related to 
increases in conduct problems over time. This increase in externalizing symptoms 
was found among both immigrant and nonimmigrant youth [ 12 ]. Mexican immigrant 
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youth who reported more language hassles in 5th grade experienced increases in 
externalizing symptoms between 5th and 7th grade [ 29 ].  

   Risk Behaviors       Studies of risk behaviors in immigrant youth frequently assess the 
relationship of immigrant nativity with engagement in risky behaviors, such as sub-
stance use and sexual risk taking, largely providing evidence to support the immigrant 
paradox. A prospective investigation of a nationally representative sample of Latino 
immigrant youth found that fi rst-generation youth were less likely than their second-
generation peers to drink alcohol or smoke cigarettes or marijuana [ 31 ]. This relation-
ship was mediated by perceived peer substance use in that US-born immigrant youth 
were more likely to associate with substance-using peers and reported higher levels 
of substance use after 1 year than foreign-born Latino youth. Both perceived peer 
substance use and school connectedness were directly associated with substance use, 
suggesting that school offers protective benefi ts to youth that are independent of peer 
affi liation [ 31 ]. Cross-sectional studies have also found that US-born Latino and 
Asian youth report engaging in more sex and drug risk behaviors than their foreign-
born peers [ 32 ]. Although fi rst-generation youth were more likely to abstain from 
alcohol and sex than second- and third-generation youth, the relative advantage of 
nativity disappeared by the third generation, where patterns of risk behaviors resem-
bled non-Latino white youth [ 32 ]. Although there have been documented protective 
benefi ts against risk taking in foreign-born and recently arrived immigrant youth, it 
has been shown that this group has unique risk factors for future risk-taking behav-
iors. For example, immigrant youth residing in the USA for less than 6 years reported 
experiencing more social pressure to engage in risk behaviors while simultaneously 
receiving less parental support to abstain from these risk behaviors [ 33 ].  

 Less literature exists which prospectively examines how immigrant youth life 
stressors relate to engagement in risk behaviors [ 30 ]. Cross-sectional studies have 
documented an association between violence-related inner-city stressors and sub-
stance use behaviors in immigrant youth that remains signifi cant after accounting 
for protective factors such as family cohesion [ 27 ]. A study of fi rst- and second- 
generation Mexican adolescent mothers offered a longitudinal examination of how 
fl uctuations in sociocultural stressors over time led to engagement in risk-taking 
behaviors, such as fi ghting, property damage, and alcohol and drug use. Results 
indicated that for mothers experiencing high levels of sociocultural stressors (spe-
cifi cally enculturative stressors) relative to the overall sample, fl uctuations in encul-
turative stressors  predicted   increased engagement in risk activities [ 30 ]. This was 
not true for mothers reporting lower levels of enculturative stress relative to the 
overall sample. 

   Academic Outcomes       When stressors among immigrant youth have been studied, 
outcomes have typically been bound to measures of psychopathology, with other 
developmentally relevant outcomes such as school performance receiving less focus 
[ 4 ,  17 ,  19 ]. Academic outcomes and engagement in risk behaviors are valuable 
indices of adjustment for immigrant youth. Research with low-income minority 
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(nonimmigrant) adolescents examined the relationship between life stressors and 
 grade point average (GPA)      and found that more life stressors predicted lower GPA 
[ 3 ,  11 ]. Life stressors may also have a negative impact on academic achievement 
over time. For example, family stressors and academic stressors (operationalized as 
daily attendance, diffi culties in understanding, and poor evaluations) in the 9th 
grade have been found to predict a decline in GPA over the course of high school for 
adolescents from Mexican, Chinese, and European backgrounds [ 34 ].  

 Motto-Stefanidi and colleagues [ 12 ] found that academic trajectories of  GPA   
declined over time with both immigrant and nonimmigrant youth in Greek public 
schools. Other longitudinal studies have documented declining academic perfor-
mance in immigrant youth [ 35 ]. The observed decline in both groups makes it dif-
fi cult to attribute the worsening outcomes to immigration or acculturative stressors 
and further supports existing literature showing declines in academic performance 
across early adolescence, irrespective of immigrant status. Despite the overall nega-
tive trend in academic performance, more pronounced declines have been observed 
when the immigrant youth face more adversity and discrimination, which was not 
specifi cally measured in the study [ 12 ]. 

  Moderators of Psychosocial Outcomes     The lack of systematic investigation of 
 moderators   across studies precludes the ability to understand and target the connec-
tions that exist between stressors and psychosocial adaptation [ 36 ]. Consequently, 
this defi cit has been a limitation of adolescent stress literature generally and immi-
grant youth stress literature specifi cally. Identifying moderators of the relationship 
between immigrant youth life stressors and psychosocial outcomes can help to 
design and implement effective psychosocial interventions for this population. At 
an individual level, moderators may also provide important information to 
 clinicians, social workers, and teachers about an adolescent’s level of risk for nega-
tive psychosocial outcomes. Below we present moderators of psychosocial out-
comes that have been identifi ed in limited longitudinal studies of immigrant youth 
life stressors.  

  Family cohesion  , operationalized as family supportiveness, was found to moder-
ate the relationship between language stressors and changes in symptom internal-
ization over time for fi rst-generation, but not second-generation, Mexican immigrant 
youth. No relationship existed between language stressors and internalizing symp-
toms when family cohesion was high for fi rst-generation immigrant youth. When 
family cohesion was low, there was a signifi cant relationship between language 
stressors and internalizing symptoms [ 29 ]. Family cohesion did not moderate the 
relationship between discrimination and mental health symptoms. Different studies 
have identifi ed and explored other aspects of the family climate as moderators of 
mental health outcomes: When parental involvement and youth self-effi cacy were 
taken into account, immigrant status and socioeconomic stressors of youth in Greek 
public schools were not signifi cantly related to internalizing or externalizing symp-
toms [ 12 ]. Although parental involvement and youth self-effi cacy offered some 
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protection against symptoms of psychopathology, they did not buffer the effects of 
immigrant status and socioeconomic stressors on GPA [ 12 ]. The inability of  social 
resources   to afford protective academic benefi ts to stressed immigrant youth has 
also been documented in cross-sectional studies [ 3 ]. 

 Research with immigrant youth often views social support as a moderator of 
mental health outcomes. Important  moderators   of the relationship between accul-
turative stressors and internalizing symptoms emerged from NYCASES.  Social 
support networks   conferred protection against the negative effects of acculturative 
stressors, such that more positive social support was associated with less withdrawn/
depressed and anxious/depressed symptoms. Social support moderated the relation-
ship between stressors and anxious/depressed symptoms in immigrant youth, serv-
ing as a buffer against the infl uence of acculturative stressors [ 28 ]. 

  Neighborhood cohesion   is a construct refl ecting shared values, trust, and support 
for specifi c immigrant cultures among neighborhoods. Broadly speaking, neighbor-
hood cohesion has been found to moderate the relationship between sociocultural 
stressors and mental health outcomes. The specifi c way that neighborhood cohesion 
served as a moderator differs by gender [ 29 ]. When neighborhood cohesion was 
low, language stressors were positively related to increasing trajectories of external-
izing symptoms for boys. High  neighborhood cohesion   reversed the relationship 
between language stressors and externalizing symptoms for girls: Externalizing 
symptoms decreased despite language stressors for girls living in highly cohesive 
neighborhoods [ 29 ]. 

 The  American Psychological Association   [ 37 ] has emphasized understanding 
the role of gender in psychosocial outcomes of immigrant youth, and a growing 
amount of research has incorporated analyses of gender differences. Inconsistent 
fi ndings of gender as a moderator of mental health outcomes have been reported, 
with some of the evidence being drawn from cross-sectional studies. There is evi-
dence to indicate gender differences in the report of internalizing symptoms among 
immigrant youth: Girls are more likely to report symptoms of anxiety [ 14 ] and 
depression [ 10 ,  14 ]. Another study also found that girls endorsed higher rates of 
internalizing symptoms and depression, whereas boys indicated higher rates of con-
duct problems [ 38 ]. However, there is also evidence showing that boys endorsed 
symptoms of depression and anxiety at higher rates than girls [ 13 ]. 

 Level of enculturation and  acculturation  , operationalized and measured differ-
ently depending on the study, has been investigated as a moderator of the link 
between immigrant youth life stressors and psychosocial outcomes. For example, 
NYCASES looked at ethnic identifi cation and US identifi cation as moderators of 
mental health symptoms for Asian and Latino immigrant youth.  Ethnic identity   was 
found to afford protection against the development of mental health symptoms in 
immigrant youth exposed to acculturative stressors. Higher levels of ethnic identifi -
cation in Asian and Latino youth were associated with lower withdrawn/depressed 
symptomatology [ 28 ]. Another prospective study of Latino immigrant youth found 
that ethnic identifi cation predicted higher self-esteem, which may assist immigrant 
youth in coping with life stressors [ 15 ]. 
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  Youth’s identifi cation   and involvement with US culture, or level of acculturation, 
has been an inconsistent predictor of mental health outcomes in immigrant youth. 
Within NYCASES, US identifi cation did not predict internalizing symptoms in 
Asian and Latino immigrant youth [ 28 ]. However, in a sample of primarily foreign- 
born Latino immigrant youth, US cultural involvement predicted lower levels of 
internalizing symptoms [ 15 ]. The latter fi nding is consistent with literature relating 
low assimilation with poorer psychosocial outcomes. 

 Generational status (fi rst versus second generation)    emerged as a moderator of 
the relationship between immigrant status and psychosocial outcomes. Second- 
generation youth had increasing popularity and declining trajectories of externaliz-
ing behaviors over time compared to fi rst-generation immigrant youth [ 12 ]. In 
another study, fi rst-generation youth endorsed greater anxious and depressed symp-
tomatology and more acculturative stress than second-generation youth [ 28 ]. In 
relation to psychological outcomes, second-generation Latino immigrants reported 
more mental health diagnoses than those of their fi rst-generation counterparts [ 39 ]. 
 Generational status   has been studied as a moderator of academic performance and 
achievement. Generational status has been shown to impact academic performance 
of immigrant youth differentially, with second-generation immigrant youth having 
a more signifi cant decline in GPA than fi rst-generation youth [ 12 ]. Another study 
highlighted more negative academic outcomes and depression in later generations 
of immigrant adolescents [ 40 ]. These fi ndings are generally in line with the concept 
of immigrant paradox. 

   Mediators       Mediators of the relationship between stressors and psychosocial out-
comes have been identifi ed less in the literature. In a sample of primarily fi rst- 
generation Latino immigrant youth, parent-adolescent confl ict mediated the effects 
of acculturative stressors on psychological outcomes. More specifi cally, parent- 
adolescent confl ict mediated the effects of acculturation confl icts and perceived dis-
crimination on internalizing symptoms and self-esteem [ 15 ].  

 Some specifi c sociocultural stressors, such as perceived discrimination and 
acculturation confl icts, were more strongly related to mental health outcomes in 
cross-sectional analyses than longitudinal analyses. One hypothesis for this fi nding 
involves acculturative stressors being mediated by factors with stronger longitudi-
nal effects, such as substance abuse, highlighting the need for more longitudinal 
research to uncover important mediators of the relationship between stressors and 
psychopathology [ 15 ].  

    Application of Conceptual Model of Stressors to Refugee Youth 

 Nearly 20 million  children and adolescents   worldwide have been forcibly dis-
placed by confl ict, with approximately a third of these individuals crossing inter-
national borders to seek refuge  and asylum   in new countries [ 41 ]. Exposure to war 
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violence consistently predicts mental health problems among refugees under the 
age of 18 [ 41 ]. The trauma of these events can alter biological and psychological 
developmental trajectories long after exposure [ 42 ,  43 ].  Migration and relocation 
trauma   often result in adverse psychological outcomes, particularly PTSD and 
depression [ 44 – 47 ]. Child refugees in the USA have an increased incidence of 
traumatic loss, exposure to violence, as well as academic, behavioral, and psycho-
logical problems [ 44 ]. Although prevalence rates of  PTSD   in refugee youth vary 
considerably, from 11 to 54 %, these are still higher than those of the general popu-
lation, which ranges from 2 to 9 % [ 45 ,  48 – 53 ].  Premigration stressors   predicted 
internalizing and externalizing symptoms and PTSD [ 48 ]. Those children who 
experienced direct physical injury or separation from parents also had higher rates 
of PTSD [ 51 ]. Rates of depression in refugee youth also varied considerably, from 
3 to 30 % [ 45 ,  49 ,  52 ].  

 Research on  psychopathology and psychosocial adaptation   in refugee youth 
populations has historically adopted a trauma focus, exploring the relationship 
between pre-displacement trauma and mental health outcomes. This  narrow research 
focus   overlooks important stressors at various stages in the process of displacement. 
Research fi ndings may then over-attribute variance in psychological outcomes to 
pre-displacement trauma and negate the role of stressors during and after resettle-
ment [ 18 ]. Given the pronounced stressors facing immigrant and refugee youth, 
failing to consider how stressors relate to psychosocial outcomes or how they may 
change the relationship between pre-displacement trauma and psychosocial out-
comes precludes an understanding of adaptation for this population. A large number 
of refugee youth have been exposed to premigration war trauma [ 41 ], and many 
immigrant youth also face  post-displacement life stressors   like language acquisi-
tion, acculturation problems, perceived discrimination, and socioeconomic prob-
lems [ 53 ]. Therefore, it is crucial to examine the relationship between war exposure, 
post-displacement immigrant life stressors, and psychological outcomes. 

  Post-displacement life stressors   alter the relationship between war exposure and 
mental health outcomes in refugee youth [ 40 ,  45 ,  54 ,  55 ]. Research shows that life 
stressors can operate as mediators that account for this relationship [ 10 ,  56 ,  57 ], or 
as moderators that alter the relationship [ 58 ]. For example, a study of youth in Sri 
Lanka found that, after controlling for war and tsunami-related stressors, exposure 
to life stressors predicted more  internalizing and externalizing symptoms   [ 56 ]. 
Furthermore, life stressors associated with poverty were stronger predictors of 
 PTSD   than direct war or tsunami exposure, showing that major traumatic events 
were not the primary source of distress among Sri Lankan youth. In another study, 
war-exposed youth from Sierra Leone who also experienced more current life 
stressors had increased internalizing symptoms [ 54 ]. A study of Somali adolescent 
refugees in the USA found that acculturative stressors such as criticism for “becom-
ing too American,” parents working long hours, and perceived discrimination were 
signifi cant predictors of PTSD symptoms, even after controlling for  premigration 
cumulative trauma   [ 45 ]. An understanding of how trajectories of mental health 
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outcomes are shaped by premigration trauma and post-displacement life stressors 
will allow for the development of appropriate interventions for refugee youth. 

 However, less is known about how multiple stressors may predict academic out-
comes among  immigrant refugees  . Some research cites school as the most impor-
tant system that immigrant youth encounter following resettlement [ 59 ]. One study 
found that regardless of the number and nature of premigration traumas they expe-
rienced, Somali refugee youth who endorsed lower levels of depression and higher 
self-effi cacy also reported greater attachment, commitment, involvement, and belief 
in their school [ 59 ]. Research highlights that youth face academic diffi culties early 
after immigration [ 35 ] and, for a majority, a downward trajectory of academic per-
formance [ 19 ]. In an ethnically diverse clinical sample of refugee youth exposed to 
premigration war trauma, diffi culties with schoolwork and grades were prevalent 
among over half of the adolescents [ 44 ]. 

  Unaccompanied Minors      Unaccompanied minors (UAMs)         comprise a vulnera-
ble segment of refugee youth. UAMs are youth, under the age of 18, who have 
been separated from their parents while undergoing the immigration process [ 60 ]. 
Of the nearly 20 million refugee children and adolescents worldwide, it is esti-
mated that 2–5 % are separated from their families and fall into the category of 
UAM [ 61 ]. Some evidence suggests that UAMs experience more negative out-
comes and life stressors when compared to other immigrant youth [ 48 ]. For exam-
ple, UAMs deal with additional stressors including permanent versus temporary 
accommodation status and living arrangements [ 62 ]. Compared to accompanied 
immigrant/refugee youth, refugee UAMs experienced a greater number of stress-
ful life events [ 48 ] and report more PTSD symptoms [ 48 ,  62 ]. Even though both 
UAMs and their accompanied counterparts were equally likely to experience post-
displacement stressors and psychological problems [ 62 ], UAMs were more likely 
to develop internalizing and externalizing symptoms, with younger UAMs being 
most vulnerable [ 62 ,  63 ]. However, age has inconsistently been associated with 
mental health problems among UAMs in other studies [ 64 ]. Gender and ethnic 
background have been identifi ed as important predictors of psychological out-
comes  among   UAMs [ 64 ].   

    Case Study   

The case study below highlights the unique challenges faced by immigrant 
youth. While each individual’s experiences may vary, youth often encounter 
stressors before, during, and after migration. We know that it is necessary to 
consider this full range of stressors in order to appropriately account for vari-
ance in psychological outcomes within this population [ 44 ,  56 ,  65 – 67 ]. 
Identifying and understanding stressors across one’s migration experience 
holds immediate relevance for intervention with immigrant youth.
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 Lucia is a 17-year-old Mexican female who  immigrated   to the USA 1 year 
ago. In Mexico, she lived with her grandmother, aunt, younger brother, and 
cousins in a rural farming area. Her mother immigrated to the USA when 
Lucia was 6 years old, shortly after the birth of Lucia’s brother. Although 
Lucia spoke to her frequently by telephone, she did not see her mother for 10 
years following her mother’s emigration from Mexico. Last year, after a sig-
nifi cant amount of gang violence broke out in Lucia’s town, the family 
decided it would be safest for Lucia to live with her mother in the USA, with 
the hope that her brother may also eventually immigrate.  

 Lucia’s family paid a “coyote,” an individual that guides undocumented 
people cross the US border from Mexico [ 68 ], to transport her across the 
Mexican border. She traveled with two other teens from a nearby town. During 
their journey, Lucia and her fellow travelers were physically assaulted and 
verbally maltreated by the coyotes. They received inadequate amounts of food 
and water and were exposed to unsanitary  conditions  . Once they arrived in the 
USA, Lucia was arrested and held in an overcrowded detention center with 
little privacy. She did not know anyone in this facility, as those she was travel-
ing were placed in a different detention center. Lucia was detained for 1 month 
before being released into the care of her mother. She moved in with her 
mother, stepfather, and two step siblings (ages 18 months old and 3 years old) 
in an apartment in a large, urban city. She currently shares a small bedroom 
with the other children, but sleeps on the couch most nights so as to not dis-
turb her siblings when she comes home late from work. 

  Lucia is happy to be reunited with her mother. However, she quickly real-
ized that adapting to her new life would be a challenge. Lucia recently began 
attending twelfth grade at a local inner-city high school and has been placed 
in classes for students identifi ed as English language learners. Lucia hoped 
that with the chance to attend high school, she would learn English more 
quickly and develop a skill set to use for a future career. Despite being placed 
in specialized classes, she still feels behind her peers and often feels discour-
aged about her ability to complete the large amounts of homework she is 
assigned. Lucia works 6 days a week from 6 p.m. to 2 a.m. as a restaurant 
dishwasher to help her family save for her brother’s emigration from Mexico. 
Her full-time work schedule has posed an additional challenge to the comple-
tion of her school assignments. While at home, she frequently disagrees with 
her mother and stepfather about her household responsibilities, including the 
care of her two step siblings. She is unable to concentrate and is failing almost 
every class. She has been reprimanded for being late to work on many occa-
sions, making her fear that she may lose her job and not be able to pay her 
brother’s passage to the USA. Lucia was recently notifi ed that she will need 
to hire a lawyer to help her prepare her immigration documents, which has 
been adding to her stress.  
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 A teacher at Lucia’s school noticed that her grades have plummeted since 
last semester, she is frequently absent due to illness, and she is often falling 
asleep in class. When her teacher questioned her about a late homework 
assignment, Lucia exploded with anger, reporting that she has too many 
responsibilities. Her teacher referred Lucia to psychotherapy for the current 
troubles she is experiencing. 

  In her initial evaluation with the therapist, Lucia reported feeling exhausted. 
She described having trouble completing her daily duties with respect to school, 
her job, and her family. Lucia discussed the many responsibilities that she holds 
and her guilt for not being able to fulfi ll all of them. She also shared that she 
cannot get the horrifi c images of the coyote brutally beating one of her fellow 
travelers out of her mind. She explained that the realities of her everyday life 
are more challenging than she expected and that she is  beginning   to lose hope 
of the life she imagined with her mother and brother together in the USA. 

 In accordance with the aims of the chapter, we will highlight the varying stressors 
experienced by Lucia and make specifi c note of how these stressors can and should 
be handled in the context of psychotherapy. We will not be discussing any possible 
risk, including harm to self or others, potential for child abuse, etc. However, as 
with any case, addressing any possible risk should be included in the clinician’s 
initial assessment [ 69 ]. 

 Before beginning treatment with Lucia, a clinician must fi rst evaluate his or her 
ability to competently provide services to an individual of this cultural and linguis-
tic background. Clinicians who are unfamiliar with serving immigrant or diverse 
cultural populations may under- or over-pathologize risk factors and diagnoses 
[ 70 ,  71 ].  Consultation and translation services   may be required when working with 
immigrant youth and families and must be competently integrated into treatment 
[ 72 ,  73 ]. In this particular case, the client is not a native English speaker and her 
level of English profi ciency is unclear. Therefore, any documents will likely require 
translation into the client and family’s language of choice. Verbal translation should 
not be left to the youth or family members, as this can place unnecessary stress on 
the family translator, especially when the clinician is discussing sensitive or uncom-
fortable topics [ 74 – 76 ]. The use of  untrained translators   can also prompt signifi cant 
ethical concerns [ 77 ]. For example, a clinician should never use the youth or any 
family member to describe the limits of confi dentiality, given the fundamental 
importance of clearly and professionally articulating this nuanced  ethical obligation   
[ 78 ]. Additionally, the youth or family member may not know the specialized 
vocabulary related to particular subject matter or may take liberties with translation 
that trained translators would not [ 77 ,  79 ]. In light of these considerations, only 
trained translators should be utilized for all translation services [ 78 ,  79 ]. 

 As a reminder, we defi ne immigrant youth life stressors as environmental events 
or  conditions   [ 2 ] which are frequent [ 5 ]; pose a risk to physical, cognitive, and 
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psychological health [ 6 ]; and may compound the risk posed by prior exposure to 
traumatic events [ 7 ]. As highlighted previously, there are three major  categories   in 
which Lucia’s stressors can be organized: domain specifi c, sociocultural, and chron-
ological. Lucia experiences domain-specifi c stressors related to challenges with her 
family (both in the USA and Mexico), school, work, legal status, lack of resources, 
and limited peer support. When considering sociocultural stressors, poverty creates 
overwhelming stress to Lucia and her family. Because of  limited fi nancial resources  , 
she must work many hours and help with the childcare of her younger siblings. We 
see from the vignette that Lucia experiences further sociocultural stressors, includ-
ing intergenerational confl ict, family separation and reunifi cation, language diffi -
culties, acculturation, and legal concerns. Finally, Lucia’s immigration process 
highlights chronological stressors related to the trauma and family challenges she 
has endured in all phases of the immigration process. 

 The clinician should fi rst identify and categorize Lucia’s specifi c stressors. This 
organization allows for more precisely linking each presenting problems with tar-
geted interventions and furthermore makes monitoring and tracking changes in 
stressors across time possible. When prioritizing stressors, it is important to not 
only consider the referral source, but also choose stressors that seem to be most 
contributing to the client’s overall distress. The clinician should expect to work in 
conjunction with multiple systems in order to fi nd the most effective ways to 
address and alleviate immigrant youth life stressors. Identifying community 
resources for Spanish speakers or English language learners in general may ease 
Lucia’s stressors in school, including her English language acquisition. Because 
more life stressors have been found to be associated with lower GPA [ 3 ,  11 ], easing 
these stressors might allow Lucia to allocate more time to her academics and lan-
guage abilities and potentially raise her  GPA  . Intervention efforts for stressors 
affecting Lucia’s academic performance should be addressed promptly, as most 
immigrant youth experiencing academic diffi culties are not able to improve their 
GPA by the time they graduate [ 19 ]. 

 Through the clinician collaborating with community agencies, Lucia may also 
be able to broaden her community network. Given that social  support   is a moderator 
of mental health outcomes [ 26 ], this may aid in mitigating some of her symptoms. 
Building social support may also be particularly culturally relevant in the case of 
Lucia, being from a collectivist culture [ 80 ]. Through linking her family to resources 
such as low-income housing, free or low-cost child care, food bank services, free or 
low-cost legal services for immigrant children, and counseling services for immi-
grant families, fi nancial strain on Lucia and her family may decrease, and family 
cohesion and parental involvement may increase. This assistance may allow Lucia 
to work fewer hours and may even afford the family the ability to more quickly save 
for the passage of Lucia’s brother to the USA. Connecting immigrant youth and 
often their families to broader community resources allows the clinician to act as an 
advocate and collaborate with various systems and enables the clinician to focus his 
or her intervention efforts on the psychological concerns of the case. 

 When reading the vignette, Lucia’s trauma history and depression, anxiety, and 
PTSD symptoms may have been particularly salient and concerning to readers who 
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are trained clinicians. Before immediately moving to address the psychological 
concerns, Lucia’s psychological symptoms should be reassessed. Because stressors 
predict psychopathology [ 2 ], it is possible that by aiding Lucia to alleviate these 
stressors, her symptoms of depression and anxiety may have decreased. This means 
that, through mitigating the stressors, her symptoms may begin to lessen without 
formal  psychological intervention  . The implementation of psychological interven-
tions among immigrant youth would be incomplete and misinformed without fi rst 
addressing stressors. 

 However, different  prioritization   may be required, depending on the stressors 
and presentation of the youth. This may be particularly relevant for clinicians work-
ing with youth who have been exposed to premigration war trauma and violence. 
For example, if the youth’s functioning is dramatically impaired by his or her psy-
chological symptoms, laying the groundwork for trauma-focused treatment sooner 
may be indicated. Additionally, there may be instances in which the order that 
stressors are addressed varies. For example, if there is a stressor that prompts par-
ticular urgency (such as a legal deadline) or is identifi ed as particularly important to 
the individual, then those might be addressed fi rst. While the model poses sugges-
tions for clinicians to use when working with immigrant youth, clinicians should 
always use their best judgment.  

    Conclusion 

  Psychotherapy   must be considered an interdependent, versus independent, interven-
tion among immigrant youth. Compartmentalization of psychosocial services for 
immigrant youth, particularly refugees and UAMs, poses a barrier to the promotion 
of well-being and adaptation in this vulnerable and resilient population.  Social ser-
vice centers   for UAMs often lack employees trained in being sensitive to the psy-
chosocial needs of immigrant youth and may exacerbate the legal and residential 
stressors they face. Addressing depression, anxiety, and PTSD symptoms among 
immigrant youth would be incomplete and misinformed without a thorough inven-
tory of sociocultural stressors faced by the youth, such as poverty, neighborhood 
violence, discrimination, intergenerational confl ict, family separation, legal status, 
and language acquisition.  Trauma-focused treatments   for refugee youth with pre-
displacement exposure to war and violence may need to be prioritized differently 
depending on the life stressors faced by the youth. These stressors may need to be 
logistically addressed (if possible) before beginning traditional trauma treatments. 

 The school emerges as a critical context for screening and intervention with immi-
grant youth. Guidance counselors, social workers, teachers, and school nurses possess 
valuable roles in mitigating the impact of school stressors and sociocultural stressors 
on mental health outcomes. Using one of the three proposed categories to chart 
changes in stressors when working individually with immigrant youth can be a tool for 
anticipating fl uctuations in risk for adverse psychosocial outcomes, such as increased 
psychopathology, poor academic outcomes, and engagement in risk behaviors. 
Newcomer immigrant youth face unique stressors and may receive greater amounts of 
pressure to assimilate into mainstream culture than immigrant youth who have been in 
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the country longer. This can be coupled with less parental awareness or encourage-
ment to avoid risk behaviors. Interventions should be geared toward this early critical 
period of acculturation and include the parents of immigrant youth.     
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    Abstract 
   Cognitive-behavioral therapy (CBT) successfully treats a number of different 
 emotional troubles youth experience. Though effectiveness studies with immigrant 
youth remain limited, the literature in existence reveals promising results for the 
treatment of immigrant youth with CBT. Modular CBT is a comprehensive treatment 
protocol specifi cally designed to fl exibly address a variety of symptom clusters as 
well as attend to contextual psychosocial factors. In order to be potent, clinicians 
who practice must remain faithful to the cognitive- behavioral model and ground all 
interventions in the theoretical underpinnings. Case conceptualization represents 
the fundamental process that must be executed in order to understand the patient’s 
particular presentation, identify crucial targets of treatment, and guide interventions 
along the way. This chapter thoroughly defi nes and illustrates content and process 
factors that comprise competent CBT for immigrant youth. Confabulated clinical 
examples are included throughout to depict in detail the ways that CBT is mildly 
modifi ed to address cultural factors salient to practice with immigrant youth.  

  Keywords 
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 All clinical examples contained in this chapter are de-identifi ed and confabulated. 
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        CBT   with Immigrant Youth 

 Cognitive-behavioral therapy (CBT) is widely considered the most effective treat-
ment for most childhood disorders. Until recently, however, the vast majority of 
empirical research was conducted with Caucasian youth of middle to upper socio-
economic status. The last two decades witnessed a dramatic increase in the research 
focusing on whether established psychosocial treatments are successful with immi-
grant and/or ethnic minority youth [ 1 – 4 ]. CBT is identifi ed as a psychosocial inter-
vention that works effectively for ethnic minority and immigrant youth with minimal 
modifi cation to standard treatment [ 1 ,  3 ,  5 ]. The radical transformations that accom-
pany immigration often elicit signifi cant distress from youth as they learn to inte-
grate into a new home [ 6 ,  7 ]. Research on CBT among immigrant youth is sparse, 
but also suggests CBT successfully treats distress these patients face [ 2 ,  3 ,  8 ]. 

 This chapter  briefl y   introduces the theoretical framework of CBT and the lite-
rature supporting its effectiveness with immigrant youth. Essential ingredients to 
deliver competent CBT are then outlined. Modular CBT, a cutting-edge format 
of CBT that emphasizes fl exibility and underscores the need for individualization 
of treatment, is described. Modular CBT is composed of several modules that are 
utilized in a progressive manner, driven by the case conceptualization of the 
patient’s distress. Within each module are a variety of theoretically sound interven-
tions that address different aspects of the patient’s pathology (e.g., cognitive 
restructuring targets maladaptive thoughts). This format allows clinicians to con-
duct therapy in a manner specifi cally tailored to individual immigrant youth and 
the unique challenges they face (e.g., loss of social support, discrimination, economic 
struggles, fears of deportation, and learning new cultural norms [ 6 ]). Throughout 
the chapter, readers are provided with confabulated case examples to illustrate 
various clinical techniques and the  manner   in which interventions are designed to 
attend to immigrant needs.  

    Cognitive Behavior Therapy Model 

     Theoretical Foundations     CBT integrates social learning theory, operant and classi-
cal conditioning, information processing, and cognitive theories [ 9 ,  10 ]. This compre-
hensive theoretical framework aims to alter maladaptive behavior patterns through 
changes in youths’ thoughts, emotions, and physiological responses [ 10 ]. Goals are 
targeted through experiential learning, allowing young patients  to   learn by doing [ 10 ].  

  Empirical Support     Available studies indicate immigrant youth will likely benefi t 
from CBT in the same ways as nonimmigrant American  youth   [ 11 – 14 ].  Demographic 
characteristics   such as age, gender, ethnicity, and symptom severity do not impact 
CBT’s effectiveness [ 1 ,  5 ,  15 ,  16 ]. The past 20 years produced studies that support 
the use of CBT to treat youth who present to treatment for anxiety (e.g., [ 15 ,  17 ]), 
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depression (e.g., [ 18 ]), posttraumatic stress disorder (e.g., [ 19 ]), disruptive behavior 
(e.g., [ 20 ,  21 ]), and challenges associated with autism spectrum disorder (e.g., [ 22 –
 24 ]), substance use disorders (e.g., [ 25 ]), and eating disorders (e.g., [ 26 ]). CBT is an 
effective treatment model appropriate for youth for a wide range of presenting prob-
lems and cultural identities.  

  Appropriateness for Immigrant Youth     CBT is an indicated intervention for 
immigrant youth. As discussed elsewhere in this book, studies introducing the use 
of CBT in  schools with immigrant children      reveal signifi cant symptom reduction 
and enhanced functioning [ 2 ,  7 ,  27 ]. The empirical emphasis of CBT eliminates 
stigma often associated with therapy and encourages immigrant youth to identify 
the specifi c data that refl ect distress—and growth [ 28 ,  29 ]. Emphasis on  data collec-
tion   allows cultural explanations of illness and idioms of distress to be expressed 
idiosyncratically, a facet providing much-needed fl exibility when working with 
immigrant youth [ 11 ]. Collaboration and transparency imbue immigrant patients 
with much-needed empowerment [ 29 ].  

  Cognitive exercises   can be used to identify attribution of discrimination and 
deconstruct perceived implications. Patel et al. [ 30 ] revealed such cognitive mecha-
nisms infl uence severity of internalizing symptoms. A focus on  concrete skills train-
ing   gives immigrant youth and their families’ specifi c strategies to help themselves, 
imbuing them with greater self effi cacy [ 3 ,  28 ,  29 ]. Regardless of the country and 
culture of origin, research fi nds that CBT reduces symptoms of psychopathology and 
improves global functioning in immigrant youth and their families—whether they 
are experiencing anxiety, depression, posttraumatic stress, or other forms of psycho-
pathology [ 2 ,  3 ,  27 – 29 ,  31 ]. Overwhelmingly, as researchers continue to investigate 
practice of CBT with ethnic minorities in general and immigrants in particular, 
results refl ect the universal applicability and effectiveness of CBT for these youth. 

 Despite these very encouraging results, evaluating differences in  treatment out-
come   provides only partial answers. For example, Cardemil [ 12 ] argues persua-
sively that no differences in outcome between culturally adapted and standard 
treatments are likely since the best culturally adapted programs maintain fi delity to 
the cognitive-behavioral models. Essentially, these comparative studies are evaluat-
ing very similar core elements. Consequently, examining differences in attrition rate 
and treatment involvement is more informative than symptom reduction alone. 
Indeed, Cardemil stated that  cultural adaptations   produce lower attrition rates and 
greater patient involvement in treatment among ethnic minority patients. Thus, if 
the particular cultural alteration (e.g., including extended family in sessions or pre-
dominantly targeting physiological symptoms rather than including cognitive) 
keeps more children  in treatment   and offers equivalent effectiveness, the change 
represents a good standard of care. 

 Based on the current literature, several recommendations emerge for working 
with immigrant youth. First, empirically  supported treatments   should be considered 
the fi rst line of treatment for immigrant youth [ 1 – 3 ,  31 ,  32 ]. Simply, diverse groups 
of children  profi t from good CBT  .  Cultural adaptations   should be considered and 
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implemented, based on functional analysis, case formulation, and treatment plan-
ning [ 5 ,  10 ,  12 ,  31 ]. Treatment with any population must toe the line between faith-
fully implementing an evidence-based protocol and fl exibly tailoring the intervention 
to the unique needs of an individual patient [ 33 ]. 

     Modular   CBT is one particularly fl exible evidence-based treatment that lends 
itself to cultural adaptation [ 32 ]. Modularity allows the clinician to integrate various 
individual traits and experiences, including cultural variables [ 32 ]. However, it is 
important to remember that cultural adaptations that alter critical elements of the 
intervention fail to remain faithful to the empirically supported protocol [ 12 ]. In 
fact, when core components of an intervention are diluted or altered in the process 
of cultural adaptation, the resulting changes can have a deleterious effect on treat-
ment outcome [ 34 ]. In other words, cultural adaptation must preserve the core treat-
ment ingredients while allowing for fl exible integration of diverse  perspectives   and 
values.  

    Essentials 

 CBT  is   an empirically valid therapy that delivers well-established, positive treat-
ment outcomes for a number of diagnostic categories. The essential ingredients 
necessary for training clinicians to deliver CBT are the subject of much discussion 
in the literature [ 35 ,  36 ]. Friedberg and McClure [ 10 ] identifi ed fl exible application 
of protocols, case conceptualization, an active therapeutic stance, and session struc-
ture as integral skills for the child CBT clinician’s toolbox. The following sections 
review each of these indispensable profi ciencies. This section delineates the step-
by-step content of CBT from the process factors that distinguish true CBT from 
mechanical execution of  a   manual.  

       Flexibility Within Fidelity 

 A common misunderstanding of CBT is that it is a rigid treatment protocol with 
little room for individualization to patients’ needs. CBT protocols operationalize a 
treatment; however, they are not unyielding mandates [ 33 ]. CBT encourages fl exi-
ble application to fi t with the presenting problems of each patient. Kendall and col-
leagues [ 37 ] warn clinicians that there is a difference between fl exibility and 
nonadherence to treatment. Adherence is vital as failure to remain faithful to CBT 
principles renders treatment ineffective. The literature implies that  personalized   
treatments lead to better therapeutic outcomes [ 38 ]. 

 The  Coping Cat program   is an exemplar of a manual-based program for anxious 
youth that embraces fl exible application while remaining loyal to the core proce-
dures of CBT [ 39 ]. In Coping Cat, Kendall and Hedtke execute the FEAR plan  by 
  individualizing progressive muscle relaxation, coping self-talk, problem-solving 
skills, exposure, and reward modules to the patient by utilizing relevant child- 
centered examples and stimuli. Matching core cognitive-behavioral tasks to interests 
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and strengths of the child improves satisfaction with treatment and contributes to 
reductions in symptomology [ 37 ]. Rather than following a sequential manual, clini-
cians need to conceptualize and plan treatment around the contextual issues that 
infl uence their patients’ presenting problems. Integration of various  psychos  ocial 
challenges and deliberate attention to distinctive cultural norms are key aspects to 
practicing CBT with young immigrants. 

 Cultural adaptation occurs at all phases of treatment from the development, eval-
uation, and creation of interventions [ 12 ]. For example, clinicians working with 
Latino patients without knowledge of familismo—the importance of the physical 
and emotional closeness of the family—could damage treatment  by   not including 
multiple members of the family in their intervention [ 40 ]. In summary, cultural 
adaptations for immigrant youth simply entail that a clinician appropriately shape 
treatment to the individual—a fundamental requirement for all  young   patients.  

    Case Conceptualization 

 Effective  case   conceptualization is the mechanism by which a clinician fl exibly 
designs treatment in a developmentally appropriate and culturally responsive man-
ner. Case conceptualizations are fl uid, dynamic, and change over  time   [ 10 ]. Through 
mutual collaboration between therapist and patient, an individualized, contextual-
ized description of a patient’s inner world and external environment is developed 
[ 10 ]. An effective case conceptualization is not a theoretical exercise; instead, it has 
practicality in promoting greater  fl exibility in customizing treatment   that is cultur-
ally responsive and evidenced based—aspects of particular relevance in  treatment 
  with immigrant youth. 

     Data Needed for Case Conceptualization     Clinicians develop case conceptualiza-
tions based on objective and subjective data gathered about the presenting problem. 
Data is gathered along a cluster of six symptom areas that include physiological 
factors, mood, behavioral symptoms, behavioral functioning, cognitions, and  inter-
personal    relatio  nships [ 41 ]. In addition, to individualize the descriptions, clinicians 
must gather data about patients’ developmental history, cultural context, cognitive 
structures, and behavioral antecedents and consequences [ 42 ]. Perhaps most impor-
tantly, practitioners must consider these variables as conjointly infl uencing each 
other through a dynamic interplay. 

 Integral  to   conceptualization with immigrant youth is the careful consideration 
and integration of cultural context, self-identity, and levels of acculturation and 
 assimil  ation [ 35 ,  43 ]. For instance, behavioral responses may be the consequence of 
cultural beliefs and norms or may be functional responses to sexism, racism, dis-
crimination, and oppression. Knowledge of patients’ experiences with power struc-
tures, privilege, oppression, marginalization, stereotyping, and prejudice are critical 
to painting a picture of their outer and inner worlds. Learning about patients’ experi-
ences with racially or ethnically charged teasing or bullying provides an important 
frame to understand the expression of particular symptoms [ 35 ,  43 ].  Ther  efore, 
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careful consideration of cultural context and identities allows clinicians to assess 
responses to environmental stimuli and  treatment   interventions [ 35 ,  43 ].  

     Design and Function of Case Conceptualization     Case conceptualization follows 
an inductive approach. Inferences and hypotheses are  dra  wn from observations and 
data. Friedberg and McClure [ 10 ] describe the cognitive therapist as relying on 
interview data, assessment instruments, objective self-report measures, objective 
checklists, verbal reports, and clinical impressions. Friedberg et al. [ 43 ]  are   also 
quick to note that case conceptualizations, because they are inferentially based, are 
not “marble statues of patients….hardened in stone” but instead are “hypotheses 
written in sand” (p. 26). Collaborative empiricism,    guided discovery, and fl exibility 
are necessary to revise hypotheses, formulate new ones, and discard those that have 
been disconfi rmed. 

 Case conceptualization is  a   foundation of clinical practice (e.g., [ 35 ]) because it 
serves a number of important functions. In fact, case conceptualization is essential to 
sound treatment processes when working with patients from diverse  cult  ural, racial, 
and ethnic backgrounds [ 10 ,  44 ,  45 ]. Advantages of case conceptualization include 
the promotion of patient engagement, normalizing presenting issues, validation of 
patients’ experiences, simplifi cation of more complex and numerous problems,  iden-
tifi cation   of strengths, and the promotion of resiliency [ 41 ]. Finally, case conceptual-
ization facilitates a transdiagnostic approach to treatment thereby allowing a clinician 
to individualize therapy by selecting tools from evidenced- based treatments that will 
facilitate change,     allevia  te distress, and provide for effi cacious treatment.  

  Case Study 

 Carolina is a 16-year-old girl who immigrated from El Salvador  at   age six 
with her father. Since then, several aunts, uncles, and  cousins   have joined 
them, but her grandmother and a number of other cousins remain in El 
Salvador. Carolina speaks English fl uently and appears highly acculturated; 
her father is able to communicate in English but prefers to speak Spanish. 
Carolina presents to treatment after being hit by a car while on her bicycle. 
Since the accident, Carolina is unable to ride her bike, sit in a car, or cross the 
street. Carolina reports feeling “very sad” that she is such a “burden” on her 
father and feels embarrassed that she is not getting  her   driver’s permit like all 
her friends. Carolina also experiences panic  attacks  , which have increased in 
frequency since the accident. She notes trouble sleeping, feeling tired “every 
day,” diffi culty paying attention in class, and frequent headaches. 

 Aside from the two days she spent in the hospital after the car accident, 
Carolina has an unremarkable developmental and medical history. Her father 
reports no signifi cant  family   history for medical or psychiatric problems. 
Carolina moved to the USA after her mother died from a brain aneurysm in El 
Salvador. Since that time,    Carolina has been very fearful for her own, her 
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 Carolina’s recent car accident and the unexpected loss of her mother generated 
perceptions of herself  as   unable to exert control over her environment. In her mind, 
her father was forced to uproot them from their home and bring them to the USA as 
a  res  ult of her weakness. Even now, she is unable to contribute to the family by get-
ting her driver’s license and alleviating her father’s care-giving responsibilities. Her 
cultural identity as a Latina immigrant youth exacerbated these perceptions as she 
believed she must be perfect in every way to justify her father’s sacrifi ces in moving 
to the USA. The void created by  Carolina’s   decision to stop attending church repre-
sented a signifi cant loss of spiritual and emotional support for Carolina. She no 
longer believes life “has a plan” as she did before and the abrupt loss of her peers 
reinforced the intransience of social support. 

 Based on the relevant  infor  mation, a parsimonious provisional formulation was 
constructed.    Carolina’s early learning history involved the sudden and unexpected 
death of her mother, followed closely by immigration to the USA. As a result, 
Carolina experienced her world as fi lled with invisible dangers, where tragedy 
strikes without warning and is accompanied by dire consequences. She was, there-
fore, predisposed to anxious feelings and perceptions. This vulnerability led to a 
tendency to focus on threat-related information both internally and externally. 
Carolina thus interpreted physiological sensations as catastrophic, leading to panic 
attacks. In her environment, peers,  teach  ers, and strangers each evoked a level of 
fear.    The car accident served as a confi rmatory experience that Carolina is, indeed, 
in danger at all times. The formulation that Carolina and her clinician developed to 
understand her distress is succinctly summarized with the following: “I am unsafe, 
weak, incapable, and only cause problems for the people who care about me. I am 
trapped in an unpredictable, volatile world that is riddled with danger and people 
exist to harm me or leave me.” Thus, treatment targets for Carolina included relax-
ation skills and cognitive restructuring for catastrophic thoughts  re  lated to her safety 
and distortions about social relationships. Therapy concluded with  numerous   exper-
iments to assess a realistic threat level.   

    Therapeutic Stance Variables 

   Collaborative Empiricism       Collaborative  empiricism   is an  esse  ntial therapeutic 
stance in CBT. It is a data-driven process whereby the clinician and patient work 
together toward treatment goals. For example, the patient and therapist gather 

father’s, and her grandmother’s health. Carolina also worries about school, 
friends, and getting into college. Although Carolina was raised Catholic, she 
eschewed religion at the onset of adolescence because she “refused to believe 
God would plan to take [her] mother.” Carolina’s father continues to invite her 
to church, but her youth group friends stopped calling and  she   feels like the 
church community rejected her. 
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information about the patient’s thoughts and design experiments to systematically 
test these thoughts [ 10 ,  46 ]]. Rather than being prescriptive,  the   clinician assumes a 
curious approach in which “let’s fi nd out” is a key phrase [ 47 ,  48 ]. The goal of col-
laborative empiricism is  not   to directly dispute a patient’s thoughts but rather to 
replace certainty with doubt [ 47 ]. Collaborative empiricism instills a greater sense 
of control over the treatment process. In fact, collaboration is the variable that 
explains the most variance in the therapeutic relationship and is positively associ-
ated with patient engagement in treatment tasks and understanding of treatment 
goals [ 49 – 51 ]. Although collaborative empiricism is a cornerstone of CBT with any 
population, it is particularly  critic  al  wit  h  y  outh because young people are frequently 
in a position of low power. Ultimately, this collaborative process allows for a grad-
ual increase in autonomy. By the end of care, the patient is able to independently 
implement CBT techniques without the therapist, thereby maintaining  treatment   
 progress   and fostering relapse prevention.  

   Transparency        Transparency in CBT   highlights the importance of clinicians work-
ing openly and honestly with young patients. There is necessarily a difference in 
power between a clinician and patient, and this  dif  ference is even more profound 
when working with youth [ 52 ]. A transparent clinician directly and explicitly 
addresses power and privilege with patients. Furthermore, transparency serves to 
decrease the mysteriousness of the therapeutic process [ 52 ]. In other words, the 
clinician does not act as an omnipotent expert, but rather is forthcoming about case 
conceptualization, assessment, and treatment planning using clear language. 
 Transparency   allows for genuine informed consent  and   facilitates the development 
of a candid therapeutic alliance [ 52 ].  

  Guided Discovery        Guided discovery is another critical therapeutic stance variable 
in  CBT   for youth. Guided discovery is the process by which the  cli  nician adopts a 
curious and nonjudgmental clinical position to assist patients in drawing their own 
conclusions [ 10 ,  46 ]. Guided discovery occurs through the use of the Socratic 
method, which relies upon the systematic use of questions, inductive reasoning, 
identifi cation  o  f patterns, fostering of cognitive dissonance, and changing  perspec-
tiv  es [ 53 ]. Therapists carefully design questions that are goal directed and draw 
patients’ attention to maladaptive patterns and overgeneralizations [ 53 ]. For exam-
ple, rather than telling patients which facts will or will not support a specifi c belief, 
the therapist uses strategically chosen questions to allow patients to discover these 
 tr  uths  the  mselves. As a result, patients are more willing to accept these conclusions 
than if the  c  linician provided them directly [ 10 ].   

    Session Structure 

  Session structure is a   fundamental aspect of practicing competent CBT. Structured 
sessions allow treatment to address  maladaptive behaviors   in a methodical manner 
[ 9 ,  10 ]. A proper session of CBT includes these essential steps: (1) a mood check-in, 
(2) setting the agenda for the session, (3) processing the information from session, 
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(4) creating homework assignments with the patient, and (5) summarizing the ses-
sion and eliciting feedback from the patient [ 9 ,  10 ]. As with all components of CBT, 
it is important to fi t the patient’s conceptualization and presenting problems [ 9 ]. 

  Mood Check-In     Sessions begin with  a   mood check-in. For clinicians working with 
 younger   children, drawing a face depicting their mood will suffi ce; whereas, for  older   
children verbal reports and objective measures are given in order to make this process 
more enjoyable for youth [ 52 ]. Target-monitoring questionnaires completed by the 
child such as the SCARED [ 54 ], the CDI-2 [ 55 ], and the SNAP IV [ 56 ] supply the 
therapist with objective data based on scores. The mood check-in supplies the clini-
cian with a baseline of patients’ emotional state and assists young patients with the 
enhancement of emotional  competence   through verbalization of their feelings [ 10 ].  

  Agenda Setting     Setting the agenda helps the therapist to prioritize issues to be 
 dis  cussed during the session. Agenda setting is a collaborative effort in CBT. The 
agenda consists of both the practitioner’s planned objectives and topics solicited 
from the patient [ 57 ]. Clinicians must remain mindful of their case conceptualiza-
tion rather than responding in a knee-jerk fashion to the patient’s most recent dis-
tressing incident [ 35 ]. For youths who have many topics they want to address, it is 
critical for the clinician to model the importance of prioritizing goals [ 10 ].  Agenda 
setting   is a vital element in guiding therapy.  

   Session   Content and Process     Processing consists of various therapeutic techniques 
including empathy, Socratic questioning, problem-solving, and behavioral experi-
ments [ 10 ]. It is important for clinicians to apply these techniques and procedures in 
the context of patients’ negative affective arousal [ 58 ,  59 ]. Friedberg and McClure 
[ 10 ] note that a CBT clinician must master the balance between structure, process, 
and content. Therapeutic structure consists of the tasks rooted in a CBT framework. 
Thought records, games, and homework are enduring aspects of treatment that are 
maintained over the course of therapy [ 58 ]. Structural components evoke the content. 
Thoughts, feelings, and behaviors generated by the session activities are examples of 
therapeutic content. Last, the therapeutic process refl ects a child’s psychological 
presence  in   therapy. The manner in which the child completes the tasks within ther-
apy, responds to the clinician’s questions, and solves problems can showcase this 
presence. Derived from the content of the session, the next essential step in CBT is 
to create a homework assignment with  the   patient.  

  Homework        Homework is vital to maintaining the progression of therapy. Practicing 
new skills outside of the therapy session is crucial to achieving therapeutic change 
[ 57 ]. CBT requires real-world implementation that is relevant to what the patient 
experiences in everyday life [ 57 ]. A sound homework assignment has a rationale 
and is explicitly related to the patient’s problems [ 9 ].  Homework   assignments are 
determined via an active collaboration between the therapist and child [ 10 ]. Tracking 
homework completion supplies the therapist and patient with objective metrics to 
evaluate levels of progress [ 52 ]. If a homework assignment is deemed unhelpful by 
the patient, changes are made using the gathered empirical data. Rather than view-
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ing homework incompletion as therapeutic noncompliance, a CBT therapist exam-
ines the potential barriers to completion of the task and collaboratively devises a 
more  attainable   exercise [ 57 ]. After the homework is agreed upon, the patient is 
given the opportunity to provide feedback on the session.  

   Session   Summary and Feedback     The session summary is a vital aspect of ther-
apy. It is an opportunity to reinforce the most important aspects of that session [ 9 ]. 
Beck [ 9 ] recommends leaving 5–10 min at the end of each appointment to suffi -
ciently review the session and collect feedback. With  younger   children, session 
summaries can take the form of a game in which the child teaches the parents what 
was accomplished in session [ 57 ]. During this process, the therapists inquire what 
the patient found to be helpful and what  was   less helpful during the session [ 10 ]. It 
is benefi cial to vary the questions used to elicit feedback, as children tend to experi-
ence diffi culties providing feedback to adults in positions of authority [ 10 ,  52 ]. The 
clinician’s request for feedback from the patient prevents unspoken negative feel-
ings from festering as the patient is encouraged to identify any dissatisfaction with 
the session [ 10 ].  Ther  apists need not fear the feedback they receive from their 
patients. Providing young patients the time to give feedback on their treatment 
strengthens the therapeutic alliance and assists the  therapeutic   process [ 9 ].   

       Modular CBT 

    Definition of Modular CBT 

 Modular  treatments   evolved out of the discovery that many evidence-based inter-
ventions shared more commonalities than differences [ 59 ]. By distilling the multi-
tude of intervention programs down to critical elements, core strategies were 
arranged into “modules” [ 52 ,  60 ,  61 ]    (see Table  1 ). Clinicians can select and arrange 
components into an individualized treatment plan. In other words, rather than fol-
lowing a session-by-session manual, modularity allows clinicians to fl exibly adapt 
to an individual patient’s needs by responding to crises that arise during treatment, 
changes in symptom presentation, and complex comorbidity [ 61 ]. Thus, modular 
CBT specifi cally integrates clinician judgment into the protocol [ 61 ]. This 

   Table 1       Components of modular CBT   

 Module  Treatment target 

 Psychoeducation  Increase understanding of therapy and psychopathology 

 Target monitoring  Enhance awareness of concrete manifestations of psychopathology 
 Gather data to use in later modules 

 Basic behavioral task  Acquisition of skills to change overt behaviors 

 Cognitive restructuring  Reduce cognitive distortions and improve mental fl exibility 

 Exposures  Experiential learning to apply skills gained in situations that evoke 
negative affect 
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 fl exibility   also allows clinicians to integrate culture-specifi c adaptations into treat-
ment while maintaining the elements that are critical  mechanisms   of change.

    Cutting-edge research   supports the effi cacy of modular approaches with youth. 
Weisz and Chorpita [ 61 ] developed the Modular Approach to Therapy for Children 
with Anxiety, Depression, Trauma or Conduct Problems ( MATCH-ADTC     ), a com-
prehensive treatment protocol that allows clinicians to target up to four major 
symptoms clusters in one package. For example, psychoeducation, self- monit  or-
ing, and exposure are core procedures for anxiety, while active ignoring and con-
tingency contracting may be implemented to address disruptive behavior. Instead 
of addressing the disorders distinctly, modular CBT presents clinicians with a road 
map of evidence-based elements that can be integrated to simultaneously target the 
observed defi cits [ 61 ]. 

 Termed   relevance mapping   , the “mix-and-match” approach combines the 
strengths of empirically supported treatments  w  ith culturally sensitive care [ 32 ,  62 ]. 
 Relevance mapping   software takes into account a youth’s age, gender, ethnicity, and 
presenting problem to determine the most applicable interventions as determined by 
research [ 62 ]. By using this approach, more youth are able to be treated more effec-
tively [ 62 ]. 

 Importantly, emerging literature supports that modular treatment is associated 
with faster improvement than manualized CBT or usual care [ 63 ]. Lyon and col-
leagues [ 32 ] review the ways in which clinicians easily integrate cultural  var  iations 
using modular CBT, highlighting the effi ciency of this framework that delivers the 
necessary tools to treat a broad range of youth.  

    Psychoeducation 

   Psychoeducation     in  volves orienting youth and their parents to the treatment process. 
This includes providing information about the child’s presenting problem and dis-
cussing what to expect from the treatment approach [ 64 ]. Introducing families to the 
therapy process is particularly important with immigrant youth, whose families may 
not be familiar with psychotherapy. Explaining what to expect, addressing miscon-
ceptions, and providing information about the young patient’s symptoms facilitates 
motivation and  investment   in treatment [ 58 ]. Skillful psychoeducation contributes to 
engagement in treatment. Cultural variables are easily integrated into this module. 

 For example, using a  culturally   and individually relevant metaphor to explain 
treatment fosters understanding and builds the therapeutic relationship. With an 
adolescent  Mexican-American male   who was a fan of sports, depression was once 
described as being like an injured soccer player, and treatment involves  str  ategies to 
get the athlete back on the fi eld. Culturally relevant analogies can also be used in 
describing the structure of cognitive-behavioral treatment. 

 With youth, it is  particular  ly important that clinicians are creative in the imple-
mentation of psychoeducation. For example, multimedia including picture books, 
movies, songs, pamphlets, websites, and TV shows can be employed to communicate 
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critical information [ 52 ]. Practitioners should  strive   to provide information in a vari-
ety of different mediums to facilitate understanding and meet the needs of each 
unique family. For example, parents can be  given   printed material from websites 
(e.g.,   www.aboutourkids.com    ,   www.effectivechildtherapy.com    ,   www.aacap.org    , 
  www.nimh.org    ), and clinicians can read a picture book with  young   children (e.g., 
 What to Do When You Worry Too Much  [ 65 ]). Psychoeducational material should be 
 presented   in the  preferred   language of parent and child.  

       Target Monitoring 

  Target monitoring  is  the   data collection phase of treatment and serves to both 
increase awareness and establish a baseline of symptoms. Patients and/or parents 
are asked to track thoughts, feelings, behaviors, and physiological sensations—
essentially, patients gather information relevant to their presenting problem [ 64 ]. 
Thought records are one example of a method for monitoring automatic thoughts, 
situations that elicit particular beliefs, and patterns of cognitive distortions [ 64 ]. 
Target-monitoring  tec   hnique  s can and should be adapted to the patient’s age, cul-
tural background, interests, etc. For example, young children respond well to fi lling 
in faces with expressions or coloring in a thermometer to refl ect the intensity of 
their emotions; adolescents may simply report intensity on a scale from 0 to 10. 
Cultural adaptations can easily be integrated into this module as well. For example, 
a young Chinese patient may experience her anxiety primarily as somatic symp-
toms such as stomachache, numbness, tingling, and racing heart. As a result, moni-
toring somatic symptoms and physiological arousal using culture-specifi c language 
(e.g., blockages of Xi) rather than  asking   her to rate her anxiety will make this 
module more relevant. 

 Clinicians can  also   utilize self-report measures such as the Children’s Depression 
Inventory ( CDI  -2 [ 55 ]) and  Screen for Child Anxiety Related Emotional Disorders 
(SCARED)   [ 54 ]. The CDI-2 is available in English and Spanish, and the SCARED 
is available in Arabic, Chinese,    English, French, German, Italian, Portuguese, and 
Spanish. These measures allow young patients and families to monitor symptoms 
over time using objective assessment. 

 Target monitoring also facilitates functional analysis of problem behaviors by 
identifying antecedents and consequences [ 38 ]. Furthermore, monitoring emo-
tional intensity in response to feared situations enables patients and clinicians to 
collaboratively develop a hierarchy of feared  stimu  li for graduated exposure [ 61 , 
 66 ].    In short,  target monitoring provides   essential data that guides later phases of 
treatment.  

    Basic Behavioral Tasks 

   Basic behavioral tasks  rele     vant to a patient’s presentation are identifi ed by review-
ing data collected from the target-monitoring module. Techniques are designed 
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from classical conditioning, operant conditioning, and social learning theory. 
Behavioral procedures aim to change overt actions. Through practice of these activ-
ities, patients acquire new tools to more effectively cope with distress and change 
action tendencies associated with heightened emotional arousal [ 67 ,  68 ]. Basic 
behavioral tasks are particularly relevant to many immigrant youth as somatic 
symptoms are often predominant  wit     h these patients [ 69 ,  70 ]. 

 For example, the ideal behavioral tasks for a child who reports signifi cant anxi-
ety marked by autonomic hyperarousal and somatic complaints include relaxation 
techniques. Diaphragmatic breathing or progressive muscle relaxation teaches the 
patient to interrupt the pattern of physiological hyperarousal [ 58 ]. Activities for 
youth combating depression include pleasant activities scheduling or behavioral 
activation to mitigate the lethargy induced  by      depression. These interventions aug-
ment sources of positive reinforcement and improve mood [ 58 ]. Social skills train-
ing, habit reversal training, contingency contracts, and implementation of reward 
systems are other available procedures [ 52 ,  60 ,  71 ]. Basic behavioral tasks actively 
and explicitly teach the child that he/she is able to exert some control over distress-
ful experiences. Skills gained in this module instill hope, motivate patients to prog-
ress in treatment, and pave the way for future interventions. Two clinical examples 
of the way behavioral tasks were designed to attend to important cultural  factors 
     with immigrant patients and their families are described. 

  Case Study 1  

 Dakila (6) and Bayani (7) immigrated to the USA with their parents from the 
Philippines for their father’s work when they were 4 and 5. The family pre-
sented to treatment for help with sibling confl ict and behavioral outbursts that 
onset the year following their immigration to the USA when the boys were 4 
 an     d 5. The parents were hesitant to implement behavior charts because they 
felt overwhelmed with the number of behaviors that they hoped to change. 
Additionally, both parents worked two jobs and were concerned that the sys-
tem would be inconsistent between caregivers (mother, father, aunt). They 
were also unwilling to “reward bad behavior,” feeling like the boys “should” 
get along because they were family. The clinician suggested that in place of 
devising individual contingency contracts, the boys would have a joint reward 
system. The mother used a jar and added marbles to the jar each time the boys 
played nicely together, cooperated on chores, followed instructions, and exe-
cuted other desired behaviors. When the jar was full, the boys earned a pizza 
night, a trip to the  movie     s, or a picnic in the park. The parents were willing to 
provide family-oriented incentives, and the joint system was more manage-
able for the parents’ busy schedules. By tailoring the behavioral tasks to fi t the 
family’s cultural values and their specifi c needs, the family was more engaged, 
and the intervention was highly successful. 
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    Cognitive Restructuring 

   Cognitive restructuring       interventions target patients’ thought content and thought 
processes. Youth learn to reduce cognitive distortions and train their minds to think 
more fl exibly [ 58 ,  60 ,  66 ]. Cognitive interventions include problem-solving, reat-
tribution, decatastrophizing, test of evidence, and self- instruction [ 52 ,  72 ]. The use 
of metaphors related to concrete ideas or the youth’s interests  heightens      the patient’s 
experience of cognitive interventions [ 64 ,  73 ]. 

  Case Study 3  

 Jesper, a 9-year-old male who emigrated from Denmark with his parents 
within the past year, presented to therapy for generalized anxiety: Jesper’s 
favorite thing to do was to watch sports on TV with his father. He especially 
loved that they could pause and rewind the game to see if the referee made a 
good call.  Jes     per and his therapist talked about how sometimes when he took 
time to gather more evidence, like watching replays, Jesper changed his mind. 
He drew a remote control and in sessions the therapist encouraged Jesper to 
“pause” his thoughts, “rewind” to look for evidence that either supported or 
refuted his beliefs, and use “slow motion” to slow down his thinking. Jesper’s 
parents were especially pleased with the remote control exercise as they 
related easily to the concepts and even gave him a broken TV remote to use at 
home. Thus, the salience of this metaphor facilitated the use of cognitive cop-
ing skills, propelling  therapy      forward. 

 Nico (13) emigrated from Sudan with his 19-year-old sister and 24-year-old 
aunt after being granted political asylum in the USA. He developed school 
refusal in the year following immigration. The school was much larger and 
more chaotic than the academic environment he experienced in Sudan; Nico 
also hated the loud bells that rang often throughout the day. He endorsed  sub-
s     tantial physiological hyperarousal upon arriving on school grounds and hated 
the way his skin “crawled.” Nico spoke often about his desire to be in a 
“peaceful” place and reported that the school was so aversive because it was 
the “opposite” of peace. When training Nico in breathing exercises, the clini-
cian likened the activity to “breathing in peace, and breathing out chaos.” 
Pairing Nico’s desire for peace with the behavioral intervention gave him a 
concrete understanding of how  the      exercise helped him to achieve his goals.  

  Case Study 2  
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          Exposures 

 The fi nal module is  exposures , the zenith of CBT. While each previous  segment 
     substantially contributes to young patients’ treatment, the exposures module 
 presents patients with the opportunity to synthesize the gains they have made thus 
far. The ultimate experiential learning, young patients engage in exposures to 
 emotionally evocative stimuli then apply coping skills learned throughout therapy. 
These interventions transform patients’ action tendencies and eliminate maladap-
tive behavior patterns. 

 Founded on the social learning theory, concepts of performance attainment and 
mastery are the mechanisms through which distress is relieved [ 58 ,  74 ]. Effective 
exposures must take place in the context of emotional arousal so that patients truly 
learn how to utilize coping skills in the face of their ultimate stressors [ 73 – 75 ]. 
Clinicians  collaborativ     ely devise exercises where patients face challenging situa-
tions identifi ed in the hierarchy from the target-monitoring module [ 73 ]. Exercises 
begin with situations that elicit a moderate level of discomfort; patients confront the 
experiences and employ adaptive strategies to either reduce distress or tolerate the 
uneasiness. If the exposure is executed properly, patients’ fear of the stimulus is 
diminished. In this fashion, patients “climb their ladders” as they move through 
situations ranked as increasingly upsetting. Termination of care is indicated once 
patients leap these hurdles. 

 Asuka, a 14-year-old Japanese girl, immigrated to the USA with her parents, 
brother, and grandparents when she was 10. Asuka was diagnosed with OCD 
and displayed contamination fears related to “sharing air” with people; she 
could not talk to others unless she stood several feet away to ensure she 
breathed “fresh” air. This dramatically interfered with her ability  t     o develop a 
social support system despite the fact she found a group of girls who shared 
her passions for anime and manga—animated adventures in video and graphic 
novel formats. When she reached the cognitive restructuring module, her ther-
apist suggested that she make her own manga to chronicle her “battles” 
against the OCD. Asuka delighted in the exercise and created extraordinary 
pages illustrating her cognitive contests against the OCD villain living in her 
mind. Not only did this exercise make cognitive interventions literally come 
alive for Asuka, it also established a way for her to open communication with 
 he     r friends.  

  Case Study 4  
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 Mitra, age 11,       was an Iranian; she and her parents left Iran when she was 3 and 
moved in with an aunt, uncle, and four cousins in the USA. Her parents brought 
her to therapy for treatment of anger outbursts that occurred solely in the con-
text of school. Upon intake, Mitra had been suspended twice for fi ghting. Her 
parents were so perplexed by her behavior; they were considering sending her 
back to live with family in Iran. Therapy revealed that Mitra was lashing out at 
peers physically in response to ethnically charged teasing. Mitra lacked com-
plex language skills to be able to “fi ght back” with her words. Mitra created a 
hierarchy specifi c to the behaviors of her peers that “made her explode.” The 
lower-rated behaviors included people staring at her, pointing, and whispering 
and then climbed to name-calling and physical contact (e.g., pushing her). 

 After learning skills to use when she “got hot,” Mitra and her therapist 
went out into the waiting room wearing different props to attract people’s 
stares. Mitra noted that she did not feel as angry when adults looked at her as 
she did when other  you     th did. Therefore, to make the exercise more relevant, 
Mitra and her therapist went to sit in a pediatrician’s waiting room. 

 For the fi nal step, Mitra and the therapist went into a crowded coffee shop 
close to the clinic to practice how to remain calm when others bumped into her. 
When they fi rst began this step, Mitra’s father came to the coffee shop with 
them. Mitra realized that she felt safe with her father near, stating “he will 
always take care of me.” Thus, they pursued further practice with no parent 
nearby. Because the  th     erapist attended closely to the level of emotional activa-
tion evoked by the interventions, Mitra was able to generalize her learning to 
the school environment and fi nished the academic year without another fi ght. 

 Tammy (15) was born in the USA but lived in Vietnam with her mother from 
the ages of 7 to 11 to care for her dying grandfather. During that time, her 
father and older brother stayed in the USA. She presented to treatment for 
restricted eating behaviors. Tammy played varsity basketball; she was smaller 
than her teammates but fast and very skilled. She told her therapist that  she      
feels “short and fat” and all her friends are “tall and thin.” She also reported 
that she feels “out of place” with her friends and that her parents “just don’t 
get it.” Tammy stopped eating meals at school, refrains from eating in public, 
and recently fainted during basketball practice. When she reached the expo-
sure module of treatment, she and her therapist made plans to conquer the 
steps on her ladder: sitting in an eating establishment with food on her plate, 
eating something “unhealthy” in front of others, ordering food at a restaurant, 
and eating with friends. 

  Case Study 5  

  Case Study 6  
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  A      signifi cant amount of Tammy’s distress emerged from the fact that she 
perceived implicit scrutiny from friends who were “so different.” Tammy’s 
therapist was a young female Caucasian; thus, the therapeutic relationship 
itself presented opportunities for exposure. Tammy and her therapist con-
ducted all exposure steps in a café. For Tammy’s fi nal exposure, she invited 
her basketball team to her house for a pizza party. By actively engaging in 
experiential learning, patients learn fi rsthand that their coping tools work, and 
they are able to  tolerate      situations that previously seemed unbearable [ 58 ].   

    Conclusion 

 Disney proclaims, “A smile means friendship to everyone” in their song “It’s a 
Small World” [ 76 ]. CBT is no different as the modifi cations needed to make CBT 
relevant to immigrant youth are no more than those a profi cient CBT clinician 
would construct to match a patient of any age or background. Some question 
whether CBT thoroughly addresses the complex concerns of immigrant youth; 
these doubts refl ect insuffi cient grasp of the execution  of   skillful CBT. The fl exibil-
ity inherent in the modular cognitive-behavioral model mandates careful attention 
to all cultural identities [ 32 ,  77 ]. If faced with challenges such as diffi culty with 
verbal techniques or a language barrier, clinicians may adapt interventions to use 
play or nonverbal techniques (e.g., art/drawing). To augment generalization of 
skills, therapists can utilize family members, community supports, and/or teachers 
as indicated by the needs of the immigrant patient. Each of these represents a faith-
ful alteration to treatment as the original mechanisms of change are maintained; the 
mode of delivery is tailored to the specifi c youth’s needs. 

 As discussed throughout the chapter, modifi cations needed for work with immi-
grant youth are simple adjustments in content and area of focus, not to the model or 
mechanisms of change [ 12 ,  31 ]. Psychosocial factors specifi c to immigrant youth 
are readily addressed [ 28 ,  32 ], for example, including infl uential people in treatment 
when appropriate (e.g., family, teachers, community leaders), ensuring homework 
is achievable given patient’s circumstances, and adding interventions to the modules 
that directly address ways to manage perceived discrimination. Furthermore, while 
there is limited evidence in support of the  effectiveness   of CBT with a wide range 
of immigrant youth, there is a total absence of data to suggest CBT impacts young 
immigrants adversely. 

 CBT is a theoretically sound, empirically supported, and easily adaptable treat-
ment. The innovative design of  modular CBT   further enhances the benefi ts young 
patients gain from a therapy that is intimately tailored to fi t their specifi c presenting 
problems. In order to deliver this effi cacious treatment to immigrant youth,  however, 
clinicians must practice faithful CBT. This chapter outlines the essential elements of 
CBT, attending to both content and process factors. Additionally, the chapter illus-
trates each component of treatment in the context of a clinical experience with a 
young immigrant patient. 
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 Clinicians treating immigrant youth must develop a robust case conceptualiza-
tion to address the layered complexities often present in young immigrant patients. 
The use of CBT with immigrant youth in particular allows for clinicians to appro-
priately adapt exercises to idiosyncratic symptom presentation, interests, and psy-
chosocial contexts. From that formulation, clinicians must fashion treatment to 
specifi cally target the maintaining factors of the patient’s distress. When therapy is 
accurately guided by a precise conceptualization, clinicians fl uidly move from mod-
ule to module as they target discrete behavioral excesses and defi cits evidenced by 
youth. Using these skills, clinicians will provide immigrant youth with the much- 
needed support they seek in this “small, small world.”     
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    Abstract 
   This chapter emphasizes the importance of paying special attention to the family 
context for immigrant youth. Some key considerations for immigrant families, 
including separation and reunifi cation, cultural and language brokering, accul-
turative gaps, and family confl ict, are described. Case vignettes are used to illu-
minate these experiences, in order to bring empirical fi ndings to life and refl ect 
the kinds of circumstances which practitioners may encounter in their work with 
immigrant families.  

  Keywords 
   Separation and reunifi cation   •   Cultural and language brokering   •   Acculturative 
gaps   •   Family confl ict   •   Family interventions   •   Prevention   •   Family strengths  

        Family Factors: Immigrant Families and Intergenerational 
Considerations 

 Family immigration histories are deeply woven into the fabric of American life, 
playing a central role in family and personal identities. In the USA, one in fi ve US 
residents (e.g., 61.8 million individuals over age fi ve) speaks a language other than 
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English at home [ 1 , p. 1]; these include both fi rst- and second-generation  immi-
grants  . Moreover, these  statistics   are higher among school-aged youth (ages 5–17) 
residing in particular states, such as California (44 %), Texas (35 %), and New York 
(30 %) [ 1 , p. 5]. In fact, projections suggest that by the year 2020, a third of children 
under the age of 18 residing in the USA will be the child of a fi rst-generation immi-
grant [ 2 ]. Both fi rst-generation immigrants and their children are impacted by the 
 multiple and interacting factors   uniquely related to their families’ immigration 
histories. 

 Immigrant families, including those whose migration was propelled by eco-
nomic or humanitarian  reasons  , are often driven by the promise and hope of a better 
future than the one offered in their home countries, especially for the next genera-
tion. Immigration is a rather complex undertaking that presents many challenges 
along the way for families. Exposure to adversities begins premigration and may 
include unstable employment/income, limited resources, lack of educational oppor-
tunities for the children, and political confl ict or upheaval [ 3 ,  4 ]. As discussed in 
greater length elsewhere in this book [ 5 ,  6 ], the immigration process itself can pres-
ent additional diffi culties depending on the path immigrants take en route to a new 
country. These journeys may include a range of challenges including arduous bor-
der crossings, family separations, complex legal procedures, and victimization or 
violence by travelers or  traffi ckers   [ 3 ]. Once immigrant families enter the host 
country, the reception by and settlement in the community and neighborhoods to 
which they arrive present a new array of challenges, such as differences in culture, 
language, discrimination, and adversities such as exposure to poverty [ 3 ] and com-
munity  violence   [ 7 ].  

    Theoretical Framework 

 When considering immigrant youth specifi cally,  bioecological theory   argues that 
the experiences and opportunities afforded by interactions between immigrant 
youth and their families, peers, schools, and communities infl uence their future 
developmental trajectories [ 8 ]. An  integrated model   creates a more holistic frame-
work by taking into account the interconnectedness among the ecological systems, 
risk, protection, and assets [ 9 ,  10 ]. An  ecological transactional model   focuses on 
interactions and transactions that impact development overtime through a recipro-
cal process of an individual shaping and being shaped by the various contexts in 
which he/she lives. Risk factors increase the likelihood of the onset or maintenance 
of a problem state or  pathology   [ 11 ,  12 ], while protective factors function as mod-
erators, acting as a buffer to negative outcomes [ 13 ,  14 ]. Finally, assets or promo-
tive  factors  , including internal and external strengths within an individual’s social 
ecology, are those that directly lead to positive and healthy outcomes [ 14 ,  15 ]. All 
three types of factors exist within immigrants’ social ecologies. Successful preven-
tion and intervention efforts underscore and capitalize on strengths and resilience, 
in the context of the unique challenges faced by immigrant families [ 16 ]. An 
approach that integrates various ecologies allows practitioners and researchers to 
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gain a better understanding of the complex challenges, infl uences, and interactions 
of immigrant family dynamics. 

 The chapter provides an overarching look at these issues, covering the research 
fi ndings to date related to the  risk and protective factors   for immigrant families 
defi ned in Table  1 . However, clinicians are urged to follow multicultural guidelines 
for practice [ 17 ], to adequately take into account unique sociopolitical, historical, 
cultural, and other relevant issues that are more specifi c to particular clients’ needs 
than the material provided here.

       Families  and Resettlement Stressors   

 Epidemiological mental health studies in the USA suggest that immigrants may 
have an advantage over their US-born counterparts. That is, immigrants seem to 
report lower rates of psychopathology compared to later US-born generations (e.g., 
[ 18 ,  19 ]). These differences have been observed in immigrant children; for exam-
ple, in one study, using data from over 80,000 families participating in the National 
Survey of Children’s Health, the prevalence of mental health conditions of immi-
grant children was about three times lower than Hispanic children from nonimmi-
grant families [ 20 ]. Some research has suggested that having immigrant parents 
may be a protective factor for children [ 21 ]. 

 At the same time, some research has demonstrated that the mental health of 
immigrants deteriorates over time residing in the new host country (e.g., [ 22 ]). 
Although the research data on the mechanisms that explain this seeming decline in 
immigrant mental health are not conclusive, challenges posed by the immigration 
process have been shown to have a detrimental effect on the mental health of immi-
grant families. These challenges, described in further detail below, include accul-
turative stress,  discrimination  , exposure to violence, and trauma and may include 
fear and uncertainty related to their legal status in the host country.  

     Acculturative Stress   

 Immigrant families experience psychological strain resulting from acculturation 
processes to the new host environment in navigating and negotiating different cul-
tures [ 6 ]; this experience has been termed acculturative stress [ 23 ]. Acculturative 
stressors include navigating a new setting where immigrant families may take a 
minority status for the fi rst time, the challenges of gaining profi ciency in a new 
language, lack of knowledge on how to access institutional resources (e.g., school, 
healthcare), and reestablishing social support, among others. Although there is evi-
dence consistent with the expectation that acculturative stress should decline as 
immigrants adapt to the new culture and learn how to navigate it [ 22 ], it is not 
always the case. Acculturation can act as a sociocultural stressor in families when 
there is a gap between how quickly immigrant parents and their children acculturate 
[ 6 ]. Specifi cally, acculturative gaps can increase family confl ict [ 24 ,  25 ] and 
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   Table 1    Family-related  risk and protective factors   important to consider for immigrant families   

 Defi nition/role 

 Risk factor 

 Acculturative stress  Psychological strain resulting from stressors related to navigating a 
new environment including lack of knowledge about how to access 
resources (i.e., school, healthcare), learning a new language, and 
reestablishing social networks, among others 

 Acculturation gap  The nature and extent of the gap between the rate of acquisition of 
values and behaviors of the new culture between immigrant children 
and their parents. For some families, the acculturation gap can 
negatively impact to family dynamics and children’s development 

 Acculturation-based 
confl ict 

 Arguments rooted in cultural value differences between children and 
their parents. In contrast to everyday confl ict, it tends to be viewed 
more negatively and can be a better predictor of adjustment for some 
families 

 Discrimination  Discrimination experiences based on children’s/parents’ immigration 
status and racial/ethnic background, among others. The impact of 
discrimination on immigrant families’ mental health may depend on 
their individual cognitive appraisals. Intergenerational studies show 
that parents play a key role in their children’s interpretation of and 
preparation for discrimination 

 Exposure to violence  Immigrant families can experience exposure to violence before, 
during, and post-migration. Parental mental health, including 
post-traumatic symptoms, is signifi cantly related to children’s 
vulnerabilities and psychosocial adjustment particularly among 
refugee and war-affected immigrants. Receiving communities where 
immigrant families resettle may also expose them to new forms of 
violence, which also negatively impacts youth’s mental health 

 Legal status  Undocumented children and/or parents often live in fear of 
deportation; confront greater barriers to access health, fi nancial, and 
health services; and are more likely to live in poverty 

 Family separation  The nature of the separation may determine its impact. Factors to 
consider are length of separation(s), whether children were separated 
from one or both parents, contact during separation, and quality and 
supportiveness of nonparent caretakers 

 Cultural/language 
brokering 

 Refers to the various activities that children do for their immigrant 
parents to facilitate adaptation to the new culture (i.e., translating 
documents, making health appointments, communicating with 
school offi cials, etc.) 

 Protective factor 

 Parental socialization to 
culture of origin 

 Parents who engage in cultural/ethnic/racial socialization promote a 
sense of cultural/ethnic pride which, in turn, strengthens children’s 
resilience 

 Family cohesion  Quality of family relationships, more so than family structure, is 
associated with positive youth outcomes (e.g., social skills, 
self-effi cacy, self-esteem, etc.) 

 Family support  Social support from family, friends, neighborhoods, and 
communities play important roles in immigrant children’s and 
parents’ mental health 
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infl uence family dynamics and mental health [ 26 ]. Overall,  acculturative stress   has 
consistently been linked to decline in mental health among immigrant youth [ 27 , 
 28 ] and adults [ 29 ,  30 ].  

    Discrimination 

 Immigrant parents and their children often also confront experiences of  discrimina-
tion   based on their immigration status and/or racial/ethnic background [ 31 ,  32 ]. One 
striking change faced by immigrants is the shift from being part of a cultural major-
ity to a minority. These experiences may pose new challenges to the adaptation of 
immigrant families. For example, immigrant children recognize instances where 
they are discriminated by other peers and by adults [ 32 ,  33 ]. In addition, immigrant 
parents may experience discrimination looking for jobs or accessing services [ 34 , 
 35 ]. There is evidence to suggest that the impact of these discriminatory experi-
ences on the mental health of immigrant families is linked to the individual’s inter-
pretation of these events, suggesting that some may accept discrimination as part of 
the immigrant experience [ 31 ,  36 ]. Relatedly, a recent study of newcomer immi-
grant adolescents demonstrates that perceiving discrimination is linked to greater 
internalizing symptoms, depending on adolescents’ appraisals. Those who appraised 
the discrimination event as more severe showed greater internalizing symptoms 
[ 37 ]. Intergenerational studies of discrimination further show that parents who per-
ceive higher levels of discrimination have children who perceive higher levels [ 38 ]. 
Parents who perceive more discrimination may be driven to more actively engage 
in socialization practices that prepare their children to be aware of and cope with 
discrimination [ 39 ] and may be more likely to foster mistrust when parents perceive 
that they and their children were discriminated against [ 40 ]. Parental racial and 
cultural socialization can also play a protective role in the context of discrimination, 
providing children with knowledge about their heritage and racial history that serves 
to foster their self-esteem [ 41 ]. Taken together, evidence suggests that the impact of 
discrimination on the mental health of immigrant  children   and parents’ roles are 
very signifi cant and necessitate special attention in treatments and interventions 
[ 33 ,  36 ,  42 ,  43 ].  

    Violence Exposure 

 Exposure to  trauma   and violence before, during, and post-immigration is an impor-
tant clinical consideration for immigrant families [ 5 ]. It is notable that communities 
and neighborhoods where immigrant families resettle may in fact expose them to 
new forms of violence [ 7 ,  44 ]. Studies suggest that general exposure to these experi-
ences takes a toll on the mental health of immigrants, resulting most often in depres-
sion and post-traumatic stress disorder [ 44 – 47 ]. Emerging research in this area 
indicates that exposure to violence has a particularly pervasive negative impact on 
the psychopathology of immigrant youth, over and above experiencing accultura-
tive stress [ 7 ]. 
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 Notably, although noted earlier that immigrant children may have some protec-
tions [ 20 ,  21 ], parent mental health can play a critical role in predicting child psycho-
social adjustment in general [ 48 ] and specifi cally among refugee and war-affected 
immigrants [ 49 ]. A review of 100 studies found that parental post-traumatic stress 
symptoms are signifi cantly related to child psychobiological vulnerability, including 
behavioral outcomes, internalizing symptoms, and hypothalamic-pituitary- adrenal 
functioning [ 50 ]. More research is necessary to examine whether the timing of expo-
sure to  trauma   and violence relative to immigration uniquely affects mental health.  

    Legal Status 

 Legal  conditions   of entry into the new country also have important implications to 
the mental health and well-being of immigrant families. Specifi cally, immigrant 
families who are undocumented face additional barriers to living in, and navigating, 
the host country. Undocumented children and parents frequently live in fear of 
deportation; have a diffi cult time accessing educational, fi nancial, and health ser-
vices; and are more likely to live in poverty [ 51 ,  52 ]. These signifi cant challenges 
have a detrimental effect on stress and psychopathology of immigrant children and 
parents [ 29 ,  53 ]. Continued attention to these issues is needed to fully understand 
the unique challenges of these families and the implications of changing laws and 
policies.  

    Transnational Families: Separation and Reunification 

 For many immigrant families, the  migration process   is marked by temporary and 
sometimes long-term separation from family members [ 54 ,  55 ]. A common chal-
lenge played out over months, years, and even decades is for immigrant families to 
endure the separation and, subsequently, adjust to  reunifi cation  . Separations can 
occur in various forms. In sequential migration, one parent migrates fi rst, followed 
by the other parent and children [ 56 ,  57 ]. In another pattern both parents migrate to 
fi nd work, leaving their children behind in the care of family members such as 
grandparents, aunts, or uncles. “Astronaut families” are those where one parent 
accompanies the child (usually the mother) while the other parent stays behind, and 
“parachute kids” refer to those who are sent to stay with relatives or friends of the 
family in the new country to attend high school while both parents stay behind [ 58 , 
 59 ]. Some patterns relate to the age of the  children  . For example, among families 
who can sustain the fi nancial burden and have hopes for remittance, older children 
are sometimes sent abroad to work or study. At younger ages, some immigrant 
families engage in reverse migration whereby children born to mothers in the USA 
are sent back to the homeland to be raised by relatives until they are old enough to 
go to school [ 60 ]. Finally, immigrant families face separation when undocumented 
parents are sent back to the homeland while children remain [ 29 ]. In all of these 
patterns, there is potential for the separation and reunifi cation  process   to undermine 
family relationships and challenge the adjustment of family members [ 55 ,  57 ,  61 ]. 
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 Separation is painful and diffi cult for both parents and children. Compared to 
immigrant children who have not experienced separation, children who have expe-
rienced separation report higher  anxiety and depressive symptoms   [ 55 ,  62 ]. Children 
may feel abandoned and lose trust in the parent, ultimately damaging the parent- 
child relationship [ 63 ]. Longer separations lead to greater risk for children to feel 
less connected to and identify less with their parents, and ultimately, to experience 
diminished family cohesion [ 55 ,  57 ]. 

 Importantly, long-term effects of separation are not clear. One longitudinal study 
found that after 5 years, anxiety and depression lessened so that there was no longer 
a difference between children who experienced separation versus those who did not 
[ 55 ]. A study of young adults, refl ecting on their experiences of separation during 
the migration process as children, found that some deeply appreciate the sacrifi ces 
their parents made to create a better life for them. They were grateful for their par-
ents’ hard work and acknowledged the upheavals their parents had to go through in 
order to establish themselves in a new country and pave the way for their children 
[ 57 ]. Some of these grown  children  , however, did not recover from the separation. 
For these children, feelings of estrangement from their parents persisted. Research 
suggests that the effects of separation, at least in the short term, and for a minority 
in the long-term, are not positive. 

 After separation, families look forward to reunifi cation. Reunifi cation, however, 
is marked by confl icting emotions. Children and parents report mixed emotions, 
ranging from happiness to hurt, and often complicated by jealousy toward new sib-
lings or ambivalence and distance in the  parent-child relationship   [ 62 ]. Children 
have had to deal with the initial loss of a parent and then the subsequent loss of the 
caretaker who they may have grown quite attached to while their parent was away. 
During reunifi cation children may experience a sense of disconnected from the par-
ent and feel like the parent is a stranger [ 61 ,  64 ]. Parents may have diffi culty, espe-
cially with a long separation, gaining the trust of their children and reestablishing 
authority [ 64 ]. If parents are experiencing diffi culties and stressors in post- migration 
adaptation and adjustment, the added responsibilities and pressures of parenting can 
be another challenge. While parents may view their separation as a necessary sacri-
fi ce for the betterment of the family, their children may not immediately appreciate 
or agree with their parents’ decision [ 61 ,  65 ]. Another challenge during reunifi ca-
tion is reintegrating into a family with new family members [ 61 ]. There may be new 
 stepparents and stepsiblings  . New immigrant youth may be resentful of the time that 
parents had with the new partner and siblings who may have been born while the 
child was left behind [ 55 ]. Children who experience less positive and more disrup-
tive reunions may act out [ 66 ] and do more poorly in school [ 67 ,  68 ]. 

 In sum, the emotional, psychological, and relational consequences associated 
with separation and reunion during the migration process depend on various  factors  : 
developmental period during which the separation occurred (e.g., infancy, toddler-
hood, childhood, or adolescence), length of separation, whether children were sepa-
rated from one or both parents, how much contact was maintained, reasons for 
migration, extent of acculturative stress experienced, and quality and supportive-
ness of the relationship with nonparent caretakers. At least in the short term, 

Family Factors: Immigrant Families and Intergenerational Considerations



56

separation and  reunifi cation   are stressful disruptions for immigrant family relation-
ships. Over time, although there is a wide range of variability in context and experi-
ence, most families do ultimately restabilize and are able to function [ 66 ]. Future 
research should focus on potential long-term effects and factors that predict more 
positive reunifi cation experiences and subsequent adjustment. 

    Case Study 

    Cultural and Language Brokering 

 Cultural and language brokering refers to the activities that children do for their 
immigrant parents to facilitate adaption to the new culture.  Children   may translate 
documents; facilitate communication with doctors, businesses, and government 
agencies; fi le taxes; make medical- and health-related appointments; answer the 
telephone; and communicate with school offi cials [ 69 ,  70 ]. Children act as transla-
tors and advocates in helping their parents navigate through legal, medical, fi nan-
cial, and interpersonal issues and interactions [ 69 ], and this can include the 
therapeutic context. 

 One of the major questions related to the experience of cultural brokering is 
whether it is related to more positive or negative child development and family rela-
tions. On the one hand, cultural brokering could lead to parentifi cation or role  rever-
sal  —taking on adult responsibilities that may be premature and developmentally 

 Elisa is a mother of two from El Salvador. Her husband migrated to the USA 
fi rst, and his distance and lack of communication were ultimately connected 
to him having built a new relationship and family in the USA and, in essence, 
abandoning his family in El Salvador. Elisa subsequently migrated alone to 
improve the life of her children, ages 8 (Vanessa) and 11 (Mauricio), whom 
she left behind, to protect them from the uncertainty and diffi culty of cross-
ing the border into the USA. She sought out domestic work, and the act of 
sending remittances made the distress and pain of the separation from her 
children more bearable. However, her ability to fi nd work has been unstable, 
so she is sometimes struggling to make ends meet and send her earnings 
back home. She is fi nally able to bring her son, Mauricio, to the USA after 
1 year. He travels across the border with his uncle. Instead of bringing relief, 
Elisa feels more worried and overwhelmed because after such a long separa-
tion, Mauricio is angry and defi ant, and she is unable to supervise him when 
she is working. She worries that he will get involved with local gang activ-
ity. Meanwhile, Elisa’s absence in El Salvador is being felt more acutely by 
her remaining child, Vanessa, who continues to live with her ailing grand-
mother and has  become increasingly anxious and clingy, not wanting to be by 
herself at any time.   
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inappropriate [ 71 ,  72 ]. Because of the  linguistic and cognitive demands   required, 
younger children may experience brokering as more stressful than older adolescents 
[ 73 ]. Another important clinical consideration for some immigrant families is the 
type and frequency of  obligations   placed on children which extend into areas that 
are complicated and consequential [ 69 ]. On the other hand, scholars have suggested 
that cultural brokering provides a sense of responsibility, where youth have the 
opportunity to view themselves as making valuable contribution to the family. In 
this view, cultural brokering is a normative aspect of the immigrant children’s expe-
rience that does not lead to dysfunction [ 74 ,  75 ]. 

 Thus far, empirical fi ndings support both views. Some studies fi nd that adoles-
cents of immigrant  families   who engage in more cultural brokering also report 
greater family confl ict and family stress [ 76 – 78 ], less self-esteem and self-effi cacy 
[ 79 ], and greater internalizing and externalizing problems [ 69 ,  80 ]. Others fi nd that 
adolescents perceive cultural brokering as a “primarily positive experience” [ 75 ,  81 ] 
and is related to greater perceived competence [ 82 ], stronger ethnic identity [ 83 ], 
and greater empathy and transcultural perspective-taking [ 84 ]. Attention to age of 
the child (e.g., is cultural brokering happening as a young child or during adoles-
cence), brokering domain, and interactions with other factors such as  parent support   
will be important for future research to clarify the impact of cultural brokering on 
psychosocial development for immigrant youth. 

    Case Study 

 The Chu family immigrated from Vietnam 5 years ago with their fi rst two 
children, and their third child was born in the USA. The family’s oldest 
daughter, Mai, is 12 years old and often plays the role of caretaker to her 
younger siblings and language broker for her parents. As a language broker, 
she frequently completes school forms and translates school letters for her 
parents. Most recently, her grades started falling and she appears to be sullen 
and withdrawn. These changes were precipitated by her mother’s cancer diag-
nosis, for which Mai has had to attend multiple doctor’s appointments. During 
these appointments she often participates by translating and interacting with 
medical staff to understand and explain her mother’s physical health issues to 
the doctors and to her mother. Meanwhile, she tries to cope with her mother’s 
diagnosis. Mai explains that she feels proud to be in a position to help her 
mother during this diffi cult time.   

    Acculturation Gaps 

 One of the most studied areas of  immigrant families   is the focus on parent-child 
differences in acculturation. Since children from immigrant families tend to acquire 
the values and behaviors of the new culture at a faster rate than their parents, a large 
difference in values and behaviors may result [ 85 ]. This parent-child acculturation 
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difference has been termed  the acculturation gap  [ 85 ],  acculturation dissonance  
[ 86 ], and  acculturative family distancing  [ 87 ].  These      scholars have proposed that 
greater acculturation gaps are detrimental to child development by changing the 
family dynamics in several ways. Parents’ may lose their ability to guide their chil-
dren in important areas of life, such as academics [ 4 ,  86 ].  Parents and children   may 
develop dual frames of reference and, subsequently, feelings of alienation from one 
another [ 88 ], which may lead to greater family confl ict [ 89 ]. 

 Research on acculturation in general and on specifi c  components   (e.g., family 
obligation, autonomy expectation, and parental warmth and control) shows that the 
parent-child acculturation gap is related to parent-child  confl ict and child maladjust-
ment   (e.g., greater internalizing and externalizing symptoms, lower life satisfaction, 
and lower self-esteem) [ 89 – 91 ]. One study found that a gap in the heritage culture 
dimension was related to poorer adolescent adjustment, but a gap in the mainstream 
culture dimension was not [ 92 ]. A review of the acculturation gap literature sug-
gests that the relation between acculturation gaps and adolescent adjustment is more 
complex than is usually presented, and the relations are not always consistent [ 93 , 
 94 ]. Importantly, Telzer’s [ 94 ] review suggests that the acculturation process and 
resulting acculturation gaps do not inevitably occur, and when they do occur, they 
do not necessarily lead to greater family confl ict or child  maladjustment  . These 
fi ndings are important for expanding our view of immigrant families beyond their 
roles in contexts defi ned solely by acculturation gaps and confl icts. 

 Even with the acculturation gap developing over time, immigrant parents remain 
a primary source of support for their children. Specifi cally, parents are often the 
channel through which an immigrant child can connect with society, maneuver a new 
culture, and remain connected to family cultural heritage [ 97 ]. Cultural and racial 
socializing practices can foster connection with cultural heritage (i.e., identity, 
belongingness, pride), reinforce their resilience when faced with discrimination and 
contribute to better adjustment in terms of self-esteem, mental health (e.g., depres-
sion) and school performance for immigrant youth [ 40 ,  95 ,  96 ,  98 ,  99 ,  100 ,  101 ]. 

    Case Study 

 Abdi is a 15-year-old male whose parents immigrated from Somalia when he 
was a baby. Now, as a teenager, while his parents dress in traditional clothing, 
his manner and dress are more aligned with his American classmates in high 
school. His parents express frustration with his disobedience and concern that 
he is spending time with peers who are getting into trouble after school. 
Moreover, Abdi is failing most of his classes. Abdi’s father works the grave-
yard shift as a security guard, and his mother feels isolated because she has 
little support and has had diffi culty fi nding employment. She often cries, 
thinking about leaving her homeland and how far away she is from her 
extended family. Abdi feels that his parents do not understand him. He knows 
very little about his parents’ immigration experience and the treacherous jour-
ney they faced escaping civil war.   
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    Family Conflict 

 Two types of family confl ict have been studied in immigrant families: minor, every-
day confl ict, and more serious, acculturation-based confl ict. Everyday confl ict, or 
“minor”  arguments   over issues such as household chores and schoolwork, has been 
studied primarily among European American families. The few studies including 
immigrant families of Mexican, Chinese, and Filipino heritage show that these ado-
lescents engaged in similar types of everyday confl icts as their European American 
counterparts, such as household chores and schoolwork, at low to moderate levels 
[ 102 – 104 ]. Confl ict over everyday issues is viewed as normative, temporary, and 
functional, as it realigns the parent-adolescent relationship [ 105 ] and facilitates the 
development of  autonomy   (or individuation) for youth of various cultural back-
grounds [ 103 ,  106 – 108 ]. Further, it is argued that this realignment ultimately estab-
lishes a parent-adolescent relationship that is “less contentious, more egalitarian, 
and less volatile” [ 107 , p. 88]. 

 In addition to everyday confl ict, acculturation-based confl ict, or more “serious” 
 arguments   that are rooted in cultural value differences (i.e., acculturation gaps) 
between parents and children, has been studied primarily among Asian- and Latino- 
heritage families (both characterized as emphasizing family interdependence) and is 
viewed as a threat to relatedness with parents rather than the normative assertion of 
autonomy [ 71 ]. As noted earlier, acculturation gaps do not necessarily erupt into 
confl ict [ 94 ]. But when they do, this confl ict is associated with negative adjustment 
for adolescents [ 89 – 91 ]. Thus, in contrast to everyday confl ict, acculturation-based 
confl ict tends to be viewed more negatively and is rarely considered to be develop-
mentally normative or adaptive [ 71 ,  85 ,  86 ]. Importantly, acculturation-based con-
fl ict has been found to be a better predictor of adjustment compared to everyday 
confl ict for Chinese-heritage immigrant adolescents [ 109 ]. 

 There is some evidence, however, that acculturation-based confl ict in adoles-
cence, similar to everyday confl ict, may not have negative long-term conse-
quences—at least for some families. For instance, one study found that 
acculturation-related confl icts were common among Korean American college stu-
dents, particularly around challenges with communication, given a lack of fl uency 
in a shared language, between parents and adolescents, as well as confl icts based 
around academic demands prioritized over all else [ 110 ]. However, Kang and col-
leagues [ 110 ] conclude that although relationships between  parents and adolescents   
were often diffi cult, by emerging adulthood a majority of Korean Americans could 
reconcile their diffi cult relationships and come to a greater understanding and 
appreciation of their parents. They were able to consider their parents’ perspective, 
empathize, and reinterpret confl icts with parents in a constructive way. They could 
see, for instance, the great sacrifi ce their parents endured so their children could 
have a better life. Future studies should examine how immigrant youth make mean-
ing of family confl ict as they get older and focus on  implications   for their current 
relationships with their parents and their long-term adjustment. 
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    Case Study 

    Prevention and Intervention for Immigrant  Families   

 There are a number of major challenges related to prevention and intervention for 
immigrant  families  . There are numerous potential barriers to service access, includ-
ing acculturative, cultural, and linguistic barriers, and meeting everyone’s, some-
times quite varying, needs. Acculturative gaps between parents and children may 
play a signifi cant role. For example, therapy provided in the language of origin may 
be appropriate for parents but not for children who are not necessarily fl uent in that 
language. Values and adherence to cultural norms may also be quite different for 
parents and children. 

  Bicultural Effectiveness Training (BET)     , a family intervention for Latino  fami-
lies  , addresses the acculturative gap, blending structural family systems therapy 
with cultural considerations for families that reside in a multicultural context [ 111 ]. 
The BET intervention frames family confl ict as a cultural confl ict, offers a transcul-
tural perspective, and encourages cross alliances by accepting biculturalism among 
different generations and cultures within the family context [ 112 ]. 

 The  Strengthening of Intergenerational/Intercultural Ties in Immigrant Families 
(SITIF)      is geared toward immigrant parents of school-aged children [ 113 ]. This 
community-based intervention aims to promote greater awareness of potential inter-
generational cultural misunderstandings and confl icts, increase parents’ empathy 
for their children’s cultural experiences, and teach parents specifi c parenting skills 
such as strategies for more effective parent-child communication. An initial pilot 

 The Mazdani family immigrated from Iran. The father is a doctor and the 
mother was a nurse in Iran but, since coming to the USA, has taken a position 
as an interpreter at the local hospital. Their daughter Anahita is enrolled in all 
Advanced Placement classes at her high school and is already planning for 
medical school. Over time, her anxiety has increased, and like her mother, she 
has started to have panic attacks and, subsequently, began limiting her after-
school and social activities. Anahita and her mother spend almost all of their 
time together and are in constant everyday confl ict about chores, schoolwork, 
and going out with friends, which her mother restricts. Anahita’s mother regu-
larly uses shame and the pressure to uphold family honor, to infl uence her 
daughter’s choices. Mrs. Mazdani often tells Anahita how she lost everything 
she worked for when the family moved to the USA. Anahita feels the pressure 
to become a doctor, to honor her mother and father’s sacrifi ces on her behalf. 
Anahita feels that despite her academic achievements, her grades are insuffi -
cient; she feels overwhelmed and constantly preoccupied with the stress of 
college applications and overwhelmed that she will let her family down if she 
is unable to achieve a level that is satisfactory to them.   
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study with Chinese immigrant parents showed that at the 3-month follow-up, this 
intervention led to a greater sense of parental control and more positive relationship 
with their children [ 114 ]. 

 Falicov [ 115 ] suggests the importance of using four domains—migration, eco-
logical context, family organization, and the family life cycle ( MECA)  —as a help-
ful tool for practitioners to understand the processes relevant to immigrant families. 
Attention to these domains can be important across socioecological levels, whereby 
schools and communities could also be targeted in family intervention efforts, in 
order to improve accessibility, engagement, and overall  effectiveness   in supporting 
immigrant families [ 116 ]. 

    Case Study  

 The Wong family immigrated from southern China. Since coming to the 
USA, Mr. and Mrs. Wong attained jobs working in a restaurant. Their son 
Henry is enrolled in 5th grade and is having diffi culty in school because of 
language barriers and challenges with making friends. In the past 6 months, 
Henry has had increased sadness and lost interest in his favorite hobbies and 
school. However, Henry does not tell his parents about his struggle. Instead he 
acts out and withdraws from all family communication. Mrs. Wong sees that 
her son is struggling with school and communication so she decides to follow 
her friend’s advice to enroll in the 8-week Strengthening of Intergenerational/
Intercultural Ties in Immigrant Families (SITIF) parenting class, taking her 
husband along with her. 

 During the fi rst few sessions, the focus of the program was to develop 
awareness about themselves, their emotions, and about cross-cultural differ-
ences that may be uniquely experienced by each family member. The next 
several sessions were devoted to behavioral parenting skills training. Mr. and 
Mrs. Wong learned skills on how to be empathic toward Henry, with the goal 
of helping him to communicate better. They learned about creating structure, 
rules, limits, and a reward system for Henry. The session that followed focused 
on coping with stress, including the immigration- related stressors that the 
Wongs had endured. The fi nal class was devoted to reviewing and integrating 
the material learned during the 8-week course. Mr. and Mrs. Wong reviewed 
what they had learned and refl ected on how to apply their new skills in sup-
porting Henry with his communication and school diffi culties.   

    Family Strengths and Protective  Factors   

 Current research on family strengths and protective factors offers a useful vantage 
point for detailing factors that support positive outcomes for immigrant families and 
their youth. The notion of  resilience   focuses on an individual’s ability to adapt in the 
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context of adversity [ 117 ]. The study of resilience has expanded to include family, 
interpersonal, and sociocultural factors through frameworks such as the resiliency 
model [ 118 ] and a family resilience perspective [ 117 ,  119 ]. These perspectives offer 
valuable considerations for treatment of immigrant families. Specifi cally, the shift 
to viewing families as facing immigration-related stressors can frame struggles as a 
product of contextual factors rather than a result of a  dysfunctional family  . Moreover, 
strengths, resources, and protective factors can be incorporated into the conceptual-
ization of a family’s functioning, taking into consideration the ways in which the 
immigrant family system interacts with other ecological contexts they encounter 
[ 120 ]. Family belief systems, organizational patterns, and communication/problem- 
solving can play an important role in family  resilience   [ 117 ].  Meaning making   can 
be an especially important task to help connect family members in facing challenges 
and adversities together and developing a family process of resilience [ 121 ]. 

 It is important to consider the effects of both family structure and the quality of 
family  relationships   on child outcomes among immigrant populations. For exam-
ple, in a large longitudinal study of immigrant youth ( n  = 2063), family structure 
was found to be predictive of youth outcomes (e.g., educational performance, self- 
esteem, and depression), whereas the quality of family relationships (e.g., family 
cohesion and parent-child confl ict) was found to be even stronger predictors of self- 
esteem and depression compared to family structure as a predictor [ 122 ].  Family 
cohesion   serves as a protective factor for depression [ 123 ] and has been found to be 
associated with improvements in children’s social skills (e.g., problem-solving and 
self-effi cacy) [ 124 ]. Leidy and colleagues [ 124 ] suggest that “efforts to enhance 
positive parenting and effective family functioning must consider how best to help 
parents navigate acculturation gaps” (p. 11). They found that there are multiple fac-
tors that impact immigrant parents’ ability to parent and foster family cohesion 
(e.g., acculturative differences, challenges to get involved in child’s education, 
reduced access to extended family, and discrimination). When intervening with 
immigrant families, it is pertinent to explore how to empower parents to overcome 
these challenges that may impede their ability to facilitate protective family pro-
cesses that will in turn promote family resilience. 

 Various  family strengths   have been identifi ed for specifi c immigrant populations 
that should also be taken into consideration when intervening with clinical prob-
lems. Xia et al. [ 125 ] identifi ed family strengths among new Chinese immigrants to 
include family support, social support, communication, and spiritual well-being. 
Among Japanese immigrant mothers and their adult daughters, family strengths of 
actively pursuing strategies to improve language acculturation challenges (i.e., 
receiving help, asking for clarifi cation from parent, using humor, and aiding in 
improving mother’s language) were found [ 126 ]. These simple yet  innovative strat-
egies   could be benefi cial in promoting enhanced communication among immigrant 
families who may be acculturating at different rates. 

 Another major source of strength for immigrant families is derived from social 
 support  . Ayón and Bou Ghosn Naddy [ 127 ] described family, friends, neighbors, 
and the community as the most substantial categories that emerged for sources of 
social support for Latino immigrant families in their focus groups. Interestingly, it 
is evident that immigrant families may seek strength and support from various 

M. Kia-Keating et al.



63

levels of their ecology as suggested in  Bronfenbrenner’s ecological model     . Research 
suggests that social support has a protective effect on long-term immigrants’ mental 
health outcomes [ 128 ]. In a large sample of Asian immigrants ( n  = 1639), the ben-
efi ts of social  support   from relatives and friends were delineated such that social 
support partially mediated the relationship between acculturative stress and depres-
sive symptoms; in other words, those who reported lower levels of acculturative 
stress reported higher social support and, in turn, experienced fewer depressive 
symptoms [ 30 ]. 

 Taking into consideration the strong evidence of the protective effects of social 
support on immigrant outcomes, it is advisable to encourage opportunities for fami-
lies to expand their networks of support to include various levels within the family 
context, schools, neighborhood, and larger community. However, practitioners who 
aim to encourage immigrant clients to build their social support network should 
understand the various barriers that may impede this process. In a study of Latina 
immigrants who reported changes in social isolation after moving to the USA, the 
following barriers to establishing social  networks   were identifi ed: socioeconomic 
challenges (i.e., demanding jobs and relationship envy about employment), environ-
mental barriers (i.e., space and transportation defi cits), and psychosocial barriers 
(i.e., trust concerns and emotional strains [ 129 ].  Immigrant families   may benefi t 
from assistance in navigating these barriers to accessing social support networks. 
Researchers suggest incorporating opportunities for the construction of informal 
social supports where immigrant families can learn from one another [ 130 ].  

    Conclusion 

 Immigrant families confront unique hurdles before, during, and long after immigra-
tion. These challenges have a signifi cant impact on the children and parents’ mental 
health and well-being and consequently should be considered and integrated into 
the conceptualization and delivery of mental health interventions for this popula-
tion. Understanding immigrant family strengths and resilience processes is crucial 
to inform interventions that help immigrants learn how to capitalize on factors that 
contribute to positive outcomes and adaptive coping to immigration stressors. 
Practitioners can benefi t from applying a multisystem approach for interventions 
that considers the complexity of family strengths, functioning, and resilience in the 
face of adversity.     
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    Abstract 
   In this chapter, we provide a brief history of school-based interventions, the 
 connection between mental health and academics, and the provision of school-
based mental health services, with a specifi c focus on immigrant youth. 
Immigrant youth within the US school system are described, as well as consider-
ations in delivering mental health services to them within the school context. 
Various approaches to interventions (i.e., universal, selected, and indicated) are 
reviewed. Case examples of interventions with good outcomes and effectiveness 
are showcased and professionals within a school system potentially involved in 
service provision are highlighted. Evaluation and sustainability of school-based 
mental health interventions are also discussed.  

  Keywords 
   Immigrant   •   School-based interventions   •   Youth   •   Children   •   Students   •   Mental 
health interventions   •   Schools   •   Service provision   •   Refugee  

         History   of School-Based Interventions 

 There is a long history of clinicians working together with schools to improve the 
well-being of students [ 1 ,  2 ]. The relationship between schools and mental health 
services in the USA, however, is one that has been long and complex and has ebbed 
and fl owed since the establishment of psychological clinics by academic/medical 
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institutions in partnership with public  schools   in the 1890s [ 1 ]. Five historical 
sociocultural movements in the USA have been identifi ed that all contributed to 
more awareness of student mental  health   and the corresponding need for the provi-
sion of mental health services in schools [ 2 ] (see Table  1 ).  In   addition, Sedlak [ 1 ] 
provides a historical perspective on the relationship between the schools and mental 
health services focusing on different aspects (e.g., service goals, professional roles, 
funding, etc.) that have presented challenges to this partnership.

       Mental Health  and    Academics   

 Research on  the   relationship between mental health and achievement consistently 
reports that, as compared to youth without mental health problems, youth with 
mental health problems have lower school performance and attain lower levels of 
education [ 3 ].  Psychological distress   may impact a student’s  ability to pay atten-
tion  , hinder his or her executive functioning, and interfere with building social 
relationships among other areas important to immigrant youth. Roeser et al. [ 4 ] 
summarize  data   on  the   relationship between a child’s emotional distress and 
achievement; students  with internalized distress   (e.g., sadness, anxiety, depression) 
show diminished academic functioning and those with externalized distress (e.g., 
anger, frustration) show school diffi culties including learning delays and poor 
achievement. Longitudinal research has found that a student’s increase in sadness 
or hopelessness was related to a subsequent decrease or lack of improvement in 
test scores in reading, language, and mathematics [ 5 ]. Hanson et al. [ 5 ] also showed 
that “benefi cial infl uences” or in other words protective factors such as caring rela-
tionships in school, high expectations at school, and meaningful  communi  ty par-
ticipation were related to increases in test scores. Poor academic performance and 
inconsistent attendance have been shown to be early signs of emerging mental 
health problems or of problems that already exist [ 6 ]. It has also been demonstrated 
that over  hal  f of adolescents who do not fi nish high school have a diagnosable 
psychiatric illness [ 7 ]. Of note, immigrant youth  and children   of immigrants are 
much less likely to graduate from high school than those children of US born 
 parents, which may be attributable to high rates of  povert  y and high proportions of 
parents who did not graduate  high   school [ 8 ,  9 ].  

   Table 1    US historical  sociocultural   movements and corresponding mental health development in 
the school setting   

 Sociocultural movement  Mental health expansion 

 Community mental health 
movement after WWII 

 Schools viewed as appropriate community-based sites 
for mental health services 

 Civil Rights Movement 
of the 1960s 

 Legislation established that prohibited discrimination against 
and provided services to those with mental disabilities 

 Change in social mores from 
the 1960s through  the   1980s 

 Increased student involvement in risky behaviors and pressure 
on schools to provide prevention/intervention services 

 School-based health clinic 
 movement   of the 1990s 

 Recognition of high prevalence of mental health issues 
in students and need for services 
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       Immigrant Youth in the School System 

  Immigrant   students are  the   fastest-growing sector of students in the USA [ 10 ], as 
more and more parents settle here seeking a better future for themselves and their 
children [ 9 ,  11 ]. Taken together these data underscore the demographic shift occur-
ring in the USA and resulting change in the school landscape. It also highlights the 
need for schools to be able to respond to  the    unique   needs of their immigrant student 
population.  

       Mental Health Interventions in the School Setting 

 The continued efforts to implement mental health interventions in the  school setting 
derive   in large part from the recognition that students  with mental health   issues have 
more school diffi culties (e.g., school expulsions, absenteeism, etc.) and have poorer 
outcomes (e.g., lower graduation rates) than those without [ 3 ,  12 ] and that tradi-
tional mental health services are underutilized by youth [ 13 ]. It has been demon-
strated that ethnic minority, youth in particular, underutilize mental  health   services 
[ 13 – 15 ] as well as immigrant and refugee  youth   [ 16 – 18 ]. In addition, research has 
also shown that  limited English profi ciency (LEP)   is one of the most powerful pre-
dictors of lower use of mental health services [ 19 ]. 

 When youth do utilize services, it is oftentimes in the school setting [ 20 ,  21 ]. 
Thus,  sch  ools and educators have much to gain from students receiving appropriate 
mental health treatment because when mental health needs go unaddressed, aca-
demic performance suffers. At the same time, mental health practitioners recognize 
that offering school-based interventions holds the potential to address both mental 
health barriers to academic success and structural barriers to youth accessing mental 
health services. This is particularly relevant for schools with immigrant students 
given that  immigrant   students account for growing numbers in the US school sys-
tem, present with unique  men  tal health needs, and have higher high school dropout 
rates than US born youth. 

 Despite the many advantages of school-based mental health services, successful 
implementation of these services faces a number of challenges [ 22 ,  23 ]. There are 
standard challenges such as funding concerns, lack of adequately  tr  ained mental 
health school-based professionals, and lack of school administrator or staff buy-in 
[ 22 ,  23 ] that impact the implementation of school-based mental health programs. 
Two educational policies also shape the landscape in which school-based mental 
health  progr  ams operate: (1) the  Individuals with Disabilities Education Act 
(IDEA)   of 1994 (reauthorization in 2004) and (2) the  No Child Left Behind Act 
(NCLB)   in 2002. (For a more comprehensive history of education policy and its 
interface with mental health, please see Kataoka et al. [ 12 ].) In addition, the imple-
mentation of school-based mental health programs with immigrants faces its own 
unique challenges. The remainder of this chapter focuses on school-based mental 
 health   interventions that address the unique challenges and needs of immigrant 
and  refug  ee youth.  
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    Considerations in Delivering Mental Health Services 
to Immigrant Youth 

 We highlight here several considerations in implementing school-based mental 
health services with immigrants: heterogeneity of immigrant populations, confi den-
tiality, family involvement, and the importance of the socio-ecological framework. 
Immigrant youth  and families   represent a multitude of different backgrounds and 
experiences including reasons for migration, experience of migration, languages, 
and cultures. This heterogeneity can prove challenging to schools, as youth and 
their families vary in the amount and types of mental health support they need to 
make a successful transition to school and the community. In addition, there is a 
large need to service the variety of languages spoken by immigrant families but a 
shortage of translators and limited language and cultural resources available to 
schools to help communicate with youth and families. Schools are challenged to 
have the cultural and linguistic capacity needed to keep up with the increasing num-
bers of immigrant youth, and there is a real need to provide adequate culturally 
appropriate training of school personnel to attend to immigrant youth and their 
families [ 24 ,  25 ]. 

 An important consideration when delivering mental health services to an immi-
grant population is keeping confi dentiality.  Confi dentiality   is of particular concern 
both within the school setting and within ethnic communities. It is mandated in 
mental health services so that one’s personal information cannot be shared without 
permission [ 22 ]. Issues of  confi dentiality   become particularly salient in immigrant 
communities where there is stigma around mental health and mental health services 
[ 26 ]. Relatedly, legal issues must be considered when working with immigrant  com-
munities  . For example, immigrants who have arrived in the USA without suffi cient 
legal documentation or those in the midst of legal procedures related to immigration 
status may be less likely or worrisome to convey personal information to anyone at 
a public institution including a school. Given the tight-knit nature of some immi-
grant communities, some families may also fear that information about their child 
will be shared with other community members. This is prominent among immigrant 
 communities   where translators are often people from within the same community. 
The concern of private information being shared may also be increased or intensi-
fi ed for those who are representatives of more rare cultures/languages within a given 
community. Ellis and colleagues [ 26 ] assert that “in some instances, community 
members may be concerned that if a child is known to be receiving mental health 
care, the stigma he or she may experience would be more damaging than receiving 
no care at all” (p. 71). Thus extra care must be taken to ensure confi dentiality. This 
is especially true in a school setting where students may be aware of when another 
student is being pulled out of a class for services. A balance must be struck between 
 sharing student information      in the service of improvement or student success, shar-
ing clinical information about a student (e.g., safety concerns), and sharing informa-
tion about the youth that does not need to be shared within the school or with others 
in the immigrant community [ 22 ,  26 ]. 
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 Another consideration for service delivery with immigrant youth is  family 
engagement     , both with the school system in general and with mental health ser-
vices. Immigrant parents may have varying knowledge of the US school system or 
of schooling in general [ 27 ] or at times due in part to their own lack of educational 
attainment. Even if they are familiar with the institution of school, culturally they 
may have different expectations of the role of the school, the teachers, and/or  them-
selves   in their child’s education [ 25 ]. These challenges to engage immigrant fami-
lies in the school system can be compounded by the diffi culty that immigrant 
children and families have in accessing mental health services, including the stigma 
of mental health across various cultural groups [ 11 ,  13 ,  28 ]. Although parents may 
be concerned with behaviors at home or in school, they may not understand the 
psychological sequelae to these behaviors [ 29 ]. This may refl ect different cultural 
understandings of mental health issues [ 16 ]. Alternatively, these  symptoms   might 
be seen as less important relative to other factors; the acculturative stress experience 
by immigrant families may have more prominence in daily life as they struggle to 
meet their housing, healthcare, and employment needs [ 30 ]. Schools need to take 
these challenges into consideration in engaging immigrant families in the school 
system and mental health services. 

 Finally, when implementing mental health services, it also important to understand 
a youth’s immigration experience from a socio-ecological  framework   [ 31 ]. Assessing 
a student within his or her individual, familial, societal, and cultural contexts is critical 
to addressing the mental health and overall well-being of immigrant youth [ 32 – 34 ]. 
These issues related to  the   socio-ecological context (e.g., ethnic identity, gender, 
trauma exposure, community violence, poverty, discrimination) can have an impact 
on the overall well-being of students, contributing to learning, socio-emotional, and 
behavioral problems [ 35 ,  36 ]. Pumariega and Rothe [ 18 ] provide a comprehensive 
overview of the unique challenges of immigration (e.g., migration experience, accul-
turative stressors, etc.) and discuss factors such as acculturation status that may mini-
mize risk of poor mental health in immigrant youth. Of note, they report that the less 
acculturated an individual, the better his or her mental health profi le; fi rst-generation 
immigrants fare better than 1.5 1  or second- generation immigrants in terms of psycho-
pathology [ 18 ]. Similarly, Ellis et al. [ 33 ] provide a thoughtful overview of the unique 
challenges of refugees  and broaden   the understanding of the refugee experience to 
include core stressors  of   trauma, resettlement, isolation, and acculturation.  

    Rationale for School-Based Mental Health Intervention 

 The school system is a promising setting to increase access to mental health services 
[ 37 ], particularly for immigrant youth [ 26 ,  38 ,  39 ]. Schools are uniquely poised to 
meet the aforementioned considerations for a few key reasons: schools are  gateway 

1   The term 1.5 generation describe people who were born in another country and arrived in the USA 
as children and adolescents. 
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providers   that allow for the engagement of immigrant youth  and families  , schools 
allow for early identifi cation of mental health need among  immigrant   students, and 
school-based interventions can address the socio-ecological framework that is criti-
cal to these youth. 

 Stiffman and colleagues [ 40 ] describe how a child’s mental health is determined 
by key individuals, or  gateway providers  , who both have the ability to infl uence 
decisions about help seeking and the information related to available resources. 
 School-based staff   (e.g., teachers, coaches, front desk administrators, etc.) represent 
gateway providers for immigrant youth  and families   since schools are a key part of 
the resettlement experience. Schools provide a shared and common context for those 
whose environments and experiences have been disrupted by trauma and displace-
ment, such as  refugee    and immigrant youth  . They are one of the earliest systems that 
are introduced in resettlement and are often highly respected institutions by these 
families.  School-based staff   can help parents navigate what is initially an unfamiliar 
school system and at the same time expose them to mental health services and 
resources available. As schools develop trust and relationships with these families, 
the process of referral or integration into mental health services is more easily facili-
tated. Schools therefore play a key role in decreasing the  stigma   of mental health 
services among immigrant populations [ 32 ,  41 ]. Finally, the  transportation barriers   
that are endemic to the underutilization of mental health services (in clinic settings) 
by immigrant populations are not usually involved in accessing schools. This con-
text of familiarity, de-stigmatization, and access becomes a unique opportunity to 
deliver mental health services to refugee  and   immigrant  youth   [ 41 – 43 ]. 

 The school  environment   also provides for the early  identifi cation   of immigrant 
youth in need of services. Teachers and auxiliary school staff have the unique per-
spective of being able to observe children in a number of different settings and 
activities during the school day, over different periods of time, and with different 
individuals such as other students, friends, and adults [ 44 ]. Teachers, school admin-
istrators, and other school staff are able to observe these children in a non- 
stigmatizing manner, providing information related to needed mental health services 
that might not be available otherwise. 

 Finally, school-based intervention has the potential to address the broader  socio- 
ecological context   that is critical to serving the mental health needs of immigrant 
youth. The process of acculturation, which often integrates multiple levels of the 
socio-ecological context, is a defi ning feature of an immigrant youth’s experience [ 39 , 
 45 ]. This process may be particularly prominent in the school setting as youth navi-
gate daily intercultural interactions with their peers and teachers outside of their 
familial and cultural contexts. The combination of the process of acculturation with 
the developmental transition that these youth are going through makes them espe-
cially amenable to supportive interventions [ 42 ,  43 ]. It has therefore been suggested 
that the school context, where immigrant children are navigating acculturation and 
striving for overall adjustment, is the appropriate place to provide mental healthcare 
[ 46 ,  47 ].  Addressing acculturation   as part of a mental health intervention can help how 
youth learn and how they relate to other students and youth [ 48 ]. Thus, school-based 
interventions are well positioned to provide timely mental health services that incor-
porate a focus on the broader social context that immigrant youth are experiencing.  
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    Approaches to School-Based Mental Health Interventions 

 Schools can provide mental health services to immigrant youth through a number of 
different approaches. There are a number of practical considerations when design-
ing school-based services such as the demographics of the  population   (ethnicity, 
age, and gender), the setting in which the school is  located   (i.e., urban vs. suburban), 
and when  services   will be offered (integrated as part of the regular academic cur-
riculum, offered during electives, or held after school). For example, the demo-
graphics of the population will affect the curriculum/content being offered (e.g., 
boys versus girls) and whether any group services are mixed-group or a single eth-
nicity, gender, or grade level. Another example is the setting of the school and avail-
ability of transportation, which may impact how children get home or when services 
can be offered. Similarly, the timing of services during the school day will impact 
what other content the children will miss and how singled out they feel/appear to 
others when receiving services. 

 School-based mental health services vary, both in terms of focusing on preven-
tion versus more acute  intervention   and also in terms of who provides these services 
(see below for a discussion of individuals involved in  service provision  ). We adapted 
the following table from the American Academy of Pediatrics [ 22 ] to provide an 
overview of how a school or school district can confi gure mental health services 
using a three-tiered model of  services   [ 2 ,  22 ] (see Table  2 ). The confi guration of 
services should depend upon the refugee or immigrant  population   in the school, the 
broader school population, existing mental health capacity in the school, and part-
nerships with agencies outside of the school. Multiple tiers of services can be com-
bined into one program, along the lines of a public health prevention model that 
includes a spectrum of activities across different levels of prevention and interven-
tion. Comprehensive services that address multiple layers of intervention may be 
the most successful for immigrant youth [ 49 ,  50 ], and schools are key settings to 
provide this range of prevention,    early identifi cation, and treatment [ 28 ,  44 ,  51 ].

   Table 2    Overview of school- based   services, targeted participants, and overall focus of 
intervention   

 Services  Target participants  Overall focus 

  Universal services : preventive mental 
health programs and services 

 All children in all 
school settings 

 Decrease risk factors 
(e.g., risk-taking behaviors) 
and build resilience 
(e.g., school connectedness) 

  Selected services : group or individual 
therapy 

 Students who have 
identifi ed mental 
health needs or risks 

 Individual students’ identifi ed 
emotional or behavioral issues 

  Indicated services : multidisciplinary 
team services including but not 
limited to special education services, 
individual and family therapy, 
 pharmacoth  erapy, and school 
and social agency coordination 

 Students with mental 
health diagnoses 

 Individual students’ identifi ed 
needs in multiple areas 
of functioning 
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    A   universal intervention is delivered to the whole school or classroom and 
 usually involves a transformation of the school environment as opposed to imple-
mentation of a specifi c treatment modality. One of the most common types of a 
school-based mental health universal intervention is  social and emotional learning 
(SEL)   that focuses on the relationship between social and emotional competencies, 
the development of character, and a core set of life principles and academic achieve-
ment [ 52 ]. Durlak et al. [ 48 ] did a meta-analysis of 213 school-based,  universal   SEL 
programs and found that these programs improved socio-emotional competencies, 
attitudes, academic performance, and pro-social behaviors [ 48 ].    SEL programs have 
been adapted for Latino immigrant populations with favorable results [ 53 ]. Another 
example is the Cultural Adjustment and Trauma  Services   (CATS)  model  ,  a   compre-
hensive program for fi rst- and second-generation immigrant children with signifi -
cant trauma exposure and/or cultural adjustment needs [ 46 ]. At the universal level, 
 CATS   provides relationship building between school personnel and  immigrant   stu-
dents, coordination services aimed at reducing stress in the school environment, and 
supportive resources for families and outreach services [ 46 ]. A third example of a 
universal intervention is  creative expression workshops   that involve music, creative 
play, drama, and drawing.    These workshops have been used to address general 
adjustment issues and have been shown to increase feelings of integration as well as 
decrease levels of emotional and behavioral symptoms [ 54 ]. 

   Project   SHIFA (Supporting the Health of Immigrant Families and  Adolescents  ), 
a multitiered model that involved a universal component, was developed to 
specifi cally address challenges to engaging Somali youth and families in ser-
vices, as well as problems associated with traumatic stress [ 26 ,  55 ]. It was 
developed through a partnership between agencies with specifi c expertise in 
mental health, education, and Somali culture.  Project   SHIFA was based in a 
middle school in the Boston Public School District and provided secondary 
prevention and intervention services to Somali English language learner 
( ELL  )       middle school  students   and their families. 

 Project  SHIFA   is a four-tiered integrated and comprehensive model of pre-
vention and intervention. Tier one is community outreach and engagement, 
which seeks to address the challenge of parent and  community   engagement as 
well as address the barrier of stigma around mental illness and treatment. Tier 
two is comprised of school-based nonclinical skill-building groups, which 
seeks to teach emotion regulation and coping skills as well as provide a safe 
space for youth to discuss acculturation issues. Stigma of services is reduced 
by inviting all  Somali   ELL students to join the groups. In addition, the groups 
provide a method for monitoring individual youth, which aids in the collec-
tion of diagnostic information, especially in reference to their peers, who may

Case Study
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    Selected   school-based  interventions   for immigrant youth are designed to target 
mental health  symptoms more   directly and are delivered to those who have been 
identifi ed as at risk for or as having mental health needs. Selected interventions for 
immigrant youth have the goal of preventing and/or improving functioning and 
often employ therapeutic components eclectically rather than as part of a structured 
protocol. Selected interventions for immigrant youth are often delivered as part of a 
multitiered program that incorporates universal and/or targeted services. An exam-
ple of a selected mental health intervention is one tier of the aforementioned  CATS 
program  .  Supportive therapy  ,  psychoeducation  , and cognitive behavioral therapy 
(CBT)  techniques   are provided to a subset of the immigrant children in response to 
 clinical   presentation and/or cultural adjustment needs [ 46 ]. 

     Targeted school-based interventions   for immigrant youth focus on populations 
with a specifi c diagnosis. These interventions usually involve a therapeutic compo-
nent focused on the verbal processing of past experiences and are often targeted 
toward PTSD or  depression  . The CATS program employed trauma-focused CBT 
( TF-CBT  )    to treat children with PTSD or if they identifi ed a specifi c traumatic event 
as related to their current problems [ 46 ].  A   second example of a targeted interven-
tion for immigrant youth is Cognitive Behavioral Intervention for Trauma in Schools 
( CBITS  )    [ 38 ,  58 ]. CBITS was designed for a multicultural population in an inner 
city school in response to community violence exposure. CBITS has since been 

need more targeted or intensive services. Tier three  is   individual outpatient/
school-based therapy, which targets the specifi c needs of the child. Tier four 
is home-based therapy, which enables more intensive work with families. The 
evidence-based model implemented in Tiers three and four is  trauma systems 
therapy (TST)  . TST is a treatment model that views the development of trau-
matic stress in children as resulting from two main elements: (1) a trauma-
tized child who is not able to regulate emotional states and (2) a social 
environment or system of care that is not suffi ciently able to help the child 
contain this  dysre  gulation [ 56 ]. 

 A lesson learned from  the   implementation of Project SHIFA, Boston, is 
that inclusivity and fl exibility are key to engaging refugee  families   in a mental 
health program [ 57 ]. A clear example of the fl exibility and responsiveness to 
the community needed in implementing a program in a  refugee    community   is 
highlighted by the following. In Project SHIFA, Boston, community outreach 
and anti-stigma efforts, in combination with parent engagement during the 
time their children participated in the school-based groups, resulted in excep-
tionally high success rate with referrals for individual and family mental 
health services. As school was not viewed as a comfortable, accessible place 
for some families to meet with clinicians, Project SHIFA partnered with a 
home-based agency to provide in- home      services. 
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adapted for American Indian adolescents who presented with symptoms of PTSD 
and depression [ 38 ,  59 ]. CBITS is comprised of teacher psychoeducation, a 10-week 
CBT group therapy (focused on anxiety, PTSD, and depression symptoms), as well 
as individual youth and optional parent sessions [ 59 ]. Finally, the Mental Health for 
Immigrants Program ( MHIP  )    [ 38 ] is based on the CBITS program and is offered to 
newly immigrated Latino children. Youth who screened positive for exposure to 
violence and clinically signifi cant symptoms of PTSD and/or depression  r  eceived 
eight sessions of CBT group therapy. 

 The aforementioned universal, selected, and targeted school-based interventions 
have been effective with the specifi c populations for which they were developed. In 
some cases, i.e., CBITS with Latino children, as well as (nonimmigrant) Native 
American Indian adolescents, the intervention has been adapted for multiple popu-
lations with success [ 38 ,  59 ]. A review of the literature shows a lack of school-based 
interventions that have been used with multiple populations, especially with various 
cultural groups; the approach has been to demonstrate effectiveness with one group. 
The next step would be to determine if the principles of the intervention are gener-
alizable to other cultural or ethnic populations. In the case of  TST-R   (the in-depth 
case study above), the intervention was developed and evaluated with Somali refu-
gee youth and is currently being implemented and evaluated with Bhutanese refu-
gee youth, with considerations for expanding the model to mixed-ethnicity groups 
(M. A. Benson, personal communication, May 20, 2015).  

    Individuals Involved in the Provision of School-Based 
Mental Health Services 

 Given the limited resources and high demand  for   provision of mental health services 
in the school setting, clinicians should be prepared to work in collaboration with 
existing school resources and personnel [ 60 ]. According to the   National Association 
of School Psychologists    (  www.nasponline.org    ), most school-based mental health 
services will be provided by school-employed professionals such as guidance coun-
selors, psychologists, and social workers. These professionals will have training in 
learning and mental health within the school context and can contribute to academic 
and school success. Community-employed professionals also may provide mental 
health services in schools and/or across school districts through intra-agency agree-
ments. In this case, mental health providers from the community agency deliver 
services within the school setting. These professionals usually focus on the global 
mental health of students and how it impacts the students’ functioning in the con-
texts of family, community, and work. The  AAP   [ 22 ]  also   offers a way to understand 
the various mental health service delivery models that are utilized by schools or 
school districts (see Table  3 ). The identifi ed models and model components are not 
exclusive and schools may offer one or more components of these models [ 22 ].

   Given the increasing numbers of  immigrant   students in the school system, it is 
important for schools, teachers, and other school staff to provide culturally and 
linguistically appropriate services in response to the needs of their immigrant 
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students and families. As such, in the process of implementing a school-based men-
tal health program with immigrant youth, it would be benefi cial to provide  o  n-going 
professional development opportunities to teachers and school staff [ 23 ,  61 ] across 
varying domains relevant to the provision of services and mental health of immi-
grant students (e.g., evidence-based interventions, emotion science, reasons for 
migration, etc.). It has been recommended, however, that professional development 
opportunities should not be prescribed or regulated but that a more fl exible approach 
be taken [ 61 ]. An approach that is responsive to the needs of the school, the teachers 
themselves, as well as the needs of  the   students [ 61 ].  

    Evaluation 

    Evaluation of school-based mental health programs for immigrant youth is impor-
tant, as the research base for what is known to be effective for these populations is 
limited. As part of this evaluation, outcomes must be measured in order for an inter-
vention to be considered either effi cacious or effective. Effi cacy is defi ned by how 
well an intervention performs under ideal and controlled conditions, such as in an 
academic research center, whereas effectiveness is defi ned by how well an interven-
tion performs under real-world conditions like in a school context [ 60 ]. Outcome 
targets of interest may differ for different stakeholders such as schools, parents, and 
mental health systems. As such, it is important to defi ne what is meaningful when 
considering evaluation or outcome measures [ 60 ]. It may be benefi cial for program 
evaluators to consider what outcomes may be meaningful to different stakeholders 
such as school administrators (e.g., attendance, GPA, standardized test scores, 

   Table 3    Mental health  models   and corresponding  model   components   

 Mental health model  Components of model 

 School supported  Providers are employees of the school system: 
  Social workers 
  Guidance counselors 
  School psychologists 

 Separate mental health units exist within the school system 
 School nurses serve as a major portal of  en  try for students with 
mental health concerns 

 Community connected  A mental health agency or individual delivers direct services in 
the school part time or full time under contract 
 Mental health professionals are available within a school-based 
health center or are invited into after-school programs 
 Formal linkage to an off-site mental health professional and/or to 
a managed care organization 

 Comprehensive, integrated  A comprehensive and integrated mental health program addresses 
prevention strategies, school environment, screening, referral, 
special education, and family and community issues and delivers 
direct mental health services 
 School-based health clinics provide comprehensive and integrated 
health and mental health services within the school  environ  ment 
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graduation rates), teachers (e.g., reductions in stress, opportunities for  professiona  l 
trainings), students (e.g., increased sense of school belonging, acculturation), par-
ents (e.g., academic performance, reduced disciplinary measures), and the 
researcher/clinician (e.g., improvement in mental health symptoms). Program eval-
uation is not only essential to demonstrate a program’s effectiveness but also can 
provide invaluable information about the quality and perceived value of the pro-
gram. The collection of outcome data can lead to improved and meaningful out-
comes for participants and may also be leveraged to obtain funding for the program 
 in   the future [ 60 ].  

       Sustainability 

 Once a school-based mental health program for immigrant youth has been devel-
oped, implemented, and shown to be effective, the question turns to how to sustain 
or maintain it. In addition to the standard barrier of funding, sustaining school- 
based mental health programs for immigrant youth involves the unique challenge of 
obtaining buy-in from multiple stakeholders, including school and community. 
Integration of services within the school context is crucial to gaining school admin-
istrator and staff buy-in, but the program must also be fl exible and responsive to the 
needs of the community it serves. Just as it is paramount that school administrators 
and staff view mental health services as not only worthwhile but also critical to the 
well-being and adjustment of their immigrant students, it is also paramount for the 
immigrant community. One means of accomplishing this may be  making   explicit 
the connections between mental health services, improved academic success, and 
increased parent engagement to school administration and staff and creating a 
mechanism of providing positive feedback to immigrant parents. Another may be to 
provide professional development opportunities to teachers and school staff on top-
ics integral to the program (e.g., cultural presentations of the targeted ethnic com-
munity, presentation of the consequences of mental health disorders like PTSD on 
academic learning in youth, etc.). It may also be benefi cial to offer needed or desired 
services to immigrant parents in the school setting (e.g., English as a second lan-
guage class, navigating the US school system 101, etc.).  Activities   such as these 
contribute to program ownership by and engagement of key stakeholders [ 26 ,  55 ]. 

 In addition, the  development   of school-based mental health intervention in con-
sultation and collaboration with key partners like community leaders, parents, and 
the school is critical for sustainability [ 10 ,  26 ]. Partnership with the community is 
essential to develop a school-based mental health program that is consistent with 
community needs, priorities, values, and culture [ 26 ,  62 ]. Partnership with the 
school is critical to cultivate buy-in and accountability as well as to address practical 
issues of implementing services such as space and time and obtaining consent [ 22 ]. 
It has also been recommended that interventions be grounded in strength-based 
approaches [ 10 ] that acknowledge, leverage, and view as an asset the diverse cul-
tural factors of  immigrant   communities.  
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    Conclusion 

 Immigrant youth represent an increasing population in US schools. In order to best 
service these students, we must be able to attend to their overall well-being and 
adjustment to the USA, which may include responding to their socio-emotional 
needs. Schools are uniquely poised to deliver mental health services to refugee  and 
immigrant youth  , as they address structural barriers to accessing mental health ser-
vices. Embedding culturally appropriate mental health services in the school pro-
vides an invaluable opportunity to overcome mental health barriers in order to 
promote academic and life success of immigrant youth in the USA.     
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    Abstract 
   There are a substantial number of immigrant youth living in the United States 
(USA), and there has been a recent media coverage documenting a rise in illegal 
entry by immigrants into the United States. Both legal and clandestine entries 
into the United States present various trauma risk factors for youth whose fami-
lies seek the promise of a fruitful future in America. This chapter examines the 
various types of traumatic experiences immigrant youth may encounter, preva-
lent treatment approaches, and practical, community-based applications of treat-
ment programs utilized by the Early Life Stress and Pediatric Anxiety Program 
at Stanford University. By investigating trauma before, during, and after migra-
tion, clinicians can achieve a greater depth of understanding on how to develop 
new treatment approaches and how to adapt existing psychotherapeutic models. 
Through an exploration of the psychosocial stressors immigrant youth face, vari-
ous risk and resiliency factors during different phases of the migration process, 
potential comorbidities, and existing treatment models, we arrive at specifi c 
treatments and cultural adaptation recommendations.  
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        Introduction 

 The US Census Bureau [ 1 ] reports that approximately three million immigrant 
youth live in the United States. These youth are susceptible to a vast range of diffi -
culties including identity crises, peer pressure, questions of self-worth, separation/
loss, and parental confl ict [ 2 ]. These diffi culties place immigrant youth at a height-
ened risk for a variety of psychological problems including  anxiety disorders  , 
 depression  , substance use,  conduct disorders  ,  eating disorders  , and  post-traumatic 
stress disorder (PTSD)   [ 3 ]. Immigrants can be roughly categorized into two groups: 
(1) those relocating by choice and having high socioeconomic status both in their 
country of origin and in the host country and (2) those forced to migrate and/or hav-
ing low socioeconomic status in the country of origin. Both groups share similar 
diffi culties such as adapting to a new language and culture; however, the second 
group is more vulnerable to trauma during all stages of the migration process.  

     Psychosocial   Stress  and   Trauma 

 In this chapter,  the   discussion primarily focuses on trauma, which is distinct from 
psychosocial stressors. As defi ned and described previously in this book [ 4 ], immi-
grant youth life stressors include frequent [ 5 ] environmental events or conditions 
[ 6 ] that threaten physical, cognitive, and psychological health [ 7 ] and may exacer-
bate existing vulnerabilities related to previous trauma exposure [ 8 ]. Although 
stressors may not constitute a trauma, having multiple stressors accumulated across 
development may place the youth at a higher risk level for developing post- traumatic 
stress. This risk has  been   referred to as allostatic load [ 9 ]. 

 For a  diagnosis    of   PTSD, there must have been an identifi ed trauma [ 10 ]. 
Psychological trauma may result from more extreme stressful events such as witness-
ing death or being threatened with a serious injury, sexual violence, or torture. These 
events may be witnessed, experienced directly, or occur through indirect exposure 
such as hearing about it through a friend, family member, or media coverage [ 11 ].

  Symptoms   of PTSD may include reexperiencing the event, avoidance of thoughts 
and feelings associated with the event, negative cognitions and mood, and increased 
reactivity. PTSD is especially of concern among immigrant youth since so many are 
exposed to witnessing or experiencing violence,  physical   or mental torture, death 
threats, extreme harassment, armed confl ict, instability, hunger, and deprivation [ 12 ]. 

 It is often assumed that youth adapt more easily to the immigration process [ 13 ]. 
However, immigrant youth are typically challenged by a bombardment of stressors 
that extend across intrapersonal, interpersonal, academic, social, and familial 
domains and are often experienced as a tension  attempting   to balance the extent to 
which they should preserve their original cultural identity and customs versus 
immersion in the new culture. They may feel pressured to blend in and to be more 
like their peers while discarding their own cultural customs and values [ 14 ]. 
Adopting the host country’s attitudes and behaviors that are different from the ones 
expected in their native culture may lead to family confl ict as youths’  values   clash 
with those of their parents [ 15 ]. 
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 It is important to keep  in   mind that stressors, acting across time, may constitute 
risk factors that contribute to  development   of post-traumatic stress symptoms. The 
complex relationships between psychosocial  stressors   and post-traumatic stress 
may impact what intervention may be most appropriate for a given population at a 
particular time. Therefore, the clinician must make careful consideration of these 
relationships during the assessment and intervention phase of treatment. There are 
also signifi cant stressors and trauma that the youth may  have   been exposed to during 
the various stages  of   migration.  

    Stages of Migration and Trauma Risk 

 There are four stages of the migration process during which there is potential for 
trauma: (1) premigration (events immediately prior to migration that were the main 
determinant of relocation), (2) migration, (3) asylum seeking and resettlement, and 
(4) substandard living conditions in the new country due to unemployment, inade-
quate support, or persecution [ 16 ]. 

  Premigration Risk Factors    Researchers   have reported on various psychosocial 
factors that may have been present for youth prior to migrating and that may have 
served as risk factors for the development of PTSD or other mental health symptoms. 
For instance, in a sample of US immigrant Latino adolescents and their primary care-
givers, researchers have identifi ed premigration poverty co-occurring with clandes-
tine entry into the United States as risk factors for trauma and related PTSD symptom 
development [ 25 ]. Refugee youth are often exposed to severe trauma prior to migra-
tion such as violence exposure, food and water deprivation, family separation, and 
war atrocities [ 17 ]. During this phase,    youth may experience the death of a family 
member or close relative, which may also increase the risk for developing trauma 
symptoms. The evidence suggests that the atrocities and dangers war-exposed [ 18 –
 20 ] and refugee youth [ 21 – 23 ] are exposed to in their unstable home countries place 
them at risk for disorders or symptoms of PTSD, depression, anxiety, somatic com-
plaints, sleep problems, and behavioral problems. Statistics suggest that these symp-
toms are more severe among youth with a higher level of exposure. Trauma research 
also informs us that those with a prior history of trauma are more vulnerable to the 
development of  PTSD   following an experience of a new trauma [ 24 ].  

 When considering the adversity experienced by premigratory youth, it may be 
surprising that evidence does exist that certain youth do not develop lasting adverse 
psychological effects. Researchers have identifi ed several protective strategies that 
may be utilized to reduce trauma risks prior to migration. However, these factors are 
limited in application in that they describe the experiences of non- refugee youth  . The 
potential risk of trauma exposure for youth may be reduced by parents adopting a 
 migration   strategy in which they leave their children with extended family in their 
home country until they can establish safe and/or legal means of migrating the youth 
[ 25 ]. In this scenario, parents may take suffi cient time to adjust in the United States 
and to establish more fi nancial stability. This strategy may reduce the risk of trau-
matic exposure; however, it does not necessarily stave off symptoms stemming from 
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family separation, anxiety, and/or depression. Other protective factors that have been 
reported also include age (which is a complex variable that depends on numerous 
contextual factors, such as age at trauma exposure or age at migration and arrival into 
the resettlement country), familism, and higher levels of  accultura  tion [ 25 ]. 

     Migration Risks and Exposures   Several hurdles arise during the migration pro-
cess that may serve as risk factors for psychological stress. In a study by Perreira 
and Ornelas [ 26 ], they discovered that 29 % of foreign-born adolescents and 34 % 
of foreign-born parents experienced trauma during the migration process [ 25 ]. In a 
smaller subset of this sample, 9 % of adolescents and 21 % of their parents were 
reportedly at risk for PTSD. 

 Hardships  endured   during migration include traveling alone or with a smuggler, 
robbery, physical assault, illness, and accidental injury [ 26 ]. An increasing number 
of immigrants are promised paid passage, legal documentation, work, and housing 
by individuals either from their country of origin or host country who instead exploit 
them in the form of slavery, labor, or sex to make them pay off debt for these prom-
ises [ 2 ]. While many immigrants enter the host country legally, some have limited 
access to legal avenues due to poverty in their home countries and may have to enter 
without authorization [ 27 ]. Refugee youth who escape  their    home countries   due to 
political, ethnic, and/or religious confl ict especially lack the security of legality [ 2 ]. 
If unaccompanied, they often have to wait long periods in detention centers and may 
not  be   granted asylum (see chapter “Immigrant Youth and Navigating Unique 
Systems that Interact with Treatment” on social systems for more information), 
resulting in being sent back to the conditions of war, poverty, political massacres, 
and persecution in their homeland. Eighty to ninety percent of refugee youth  wit-
ness murder or mass killings  , endure forced labor, and are deprived of food for 
extreme periods of time [ 28 ]. In addition, they may experience combat, torture, 
forced separation from family, and life in refugee camps.  Many   immigrants endure 
long journeys with extreme physical hardship and exposure to violence [ 29 ].  

     Post-migration   Upon integration into the new culture, there may be challenges asso-
ciated with language, the social environment, and the separation from family and 
friends who they had to leave behind in their homeland [ 30 ]. Once youth have migrated 
and are beginning the process of acculturation, various stressors, such as the experience 
of discrimination, community violence, and unresolved psychological symptoms, must 
be coped with.    For instance, in a study of 97 refugee youth  in Australia  , aged 11–19, 
researchers discovered that factors of belonging (in the Australian  community), per-
ceived discrimination, and bullying were of particular importance for subjective health 
and well-being outcomes for the refugees’ fi rst 3 years [ 31 ].  

 The role of discrimination in daily hardship is exemplifi ed in Arab Muslim ado-
lescents in immigrant families living in Euro-American countries [ 32 ]. Specifi cally, 
this group receives unfavorable media portrayal of their culture and religion.    They 
report discrimination from peers and society and from the tension between Islamic 
and Euro-American norms about expected adolescent behavior [ 32 – 34 ]. 

 Lastly,  post-migration,   families may end up living in unsafe neighborhoods. For 
example, in a study of 281 foreign-born adolescents and their parents residing in the 

J.P. Rettger et al.



91

United States, post-migration discrimination and neighborhood disorder increased 
the risk of trauma exposure and the related emergence of PTSD symptoms [ 26 ]. 

 The above research suggests that immigrant youth continue to face incredible 
challenges post-migration not only on a psychological level but also within their 
family, schools, and peer groups and also in their neighborhoods and community. 
Furthermore, post-migration, immigrant youth may struggle with learning a new 
language, shifts in roles and responsibilities, legal status, racism, and discrimination 
[ 26 ]. They may be segregated in  impoverished   and high-crime neighborhoods and 
schools where additional violence and discrimination occur [ 35 ].  

    Importance  of   Identifying Trauma and Related Comorbidity 

  The      psychological issues presented by immigrant youth may be signifi cant and 
compounded  by   exposure or, in some examples, by repetitive or chronic exposure to 
a range of traumatic experience. These youth may have survived war, torture, rape, 
physical and/or sexual abuse, and community violence before, during, and after 
migration. Such complex trauma exposure among these youth  may      contribute to 
higher rates of comorbidity. For example,    Betancourt and colleagues [ 36 ] reported 
that in a youth sample from the  National Child Traumatic Stress Network (NCTSN)   
Core Data Set of 60 war-affected refugee teenagers seeking psychological treat-
ment, there were high rates of probable post-traumatic stress disorder (30.4 %), 
generalized anxiety (26.8 %), somatization (26.8 %), traumatic grief (21.4 %), and 
general behavioral problems (21.4 %). They also reported that those who were 
exposed to war or political violence were likely to have also experienced forced 
displacement, traumatic loss, bereavement or separation, exposure to community 
violence, and domestic violence. Academic problems (53.6 %) and behavioral dif-
fi culties (44.6 %) were also reported among these youth.  Despit     e these adversities, 
criminal activity, alcohol/drug use,  and   self-harm were reported in less than 5.45 % 
of the sample. 

 The severity of traumatic exposure experienced by immigrant youth, the poor 
long-term prognosis of untreated post-traumatic stress, and the high-risk for comor-
bidity demand effective, culturally sensitive, and accessible treatment protocols. 
These protocols must take into account challenges such as assessment, valid and 
reliable diagnoses, and ethical issues of consent. Ideally, treatment interventions are 
designed for implementation at the levels of  the      community, family, school, and 
social support networks. Fortunately,  t  here are numerous existing trauma treatment 
protocols that have been adapted by clinical researchers for immigrant youth.  

     Treatment   Protocols for Immigrant Youth 

 The following section  describes   the prevalent trauma treatment interventions 
reported in the literature.    Table  1 , presented below, integrates key components that 
are utilized across interventions. The table has two sections. In the fi rst section, 
general trauma treatment components are presented. In the second section, cultural 
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   Table 1    Trauma  treatment   components   

 Treatment component  Description 

 Assessment and identifi cation of 
youth in need of treatment [ 37 ] 

 • Culturally sensitive screening needs to occur early 
following a traumatic event 

 • If possible, the use of multiple raters to examine 
subjective and objective perspectives while 
maintaining cultural sensitivity 

 Developing an understanding of the 
youth’s cultural context [ 37 ] 

 • This understanding would include important 
relationships, community connections, spiritual and 
religious systems, as well as developmental and 
psychological history [ 38 ] 

 Psychoeducation components 
[ 39 – 42 ] 

 • Provide education to youth and caregivers on trauma 
and common reactions 

 • Explain the treatment components and treatment plan 
 • In  appropriate   language, explain the rationale for the 

skills learned in therapy and other treatment 
components 

 • Provide the potential benefi ts of treatment 

 Relaxation and physiological 
training [ 39 – 42 ] 

 Instruction in basic relaxation skills, a few examples 
include: 
 • Breathwork 
 • Guided imagery 
 • Mindfulness 
 • Progressive muscle relaxation 

 Affect expression, regulation, and 
coping skills training; cognitive 
restructuring and processing 
[ 39 – 42 ] 

 Assist the youth in learning the process of: 
 • Identifying  an  d discerning specifi c emotions 
 • Learn the distinction between thoughts and 

emotions 
 • Instruct them on the role of thoughts, emotions, and 

physiological and behavioral reactions to situations 
or trauma reminders and how to cope with the full 
range of emotions 

 • Teach skills in the communication of emotions and 
other internal states 

 • Skills of empathy 
 • Problem-solving skills training 
 • Identify negative thoughts and cognitive distortion 

patterns and replace them with more positive and 
realistic thoughts 

 Behavioral change strategies 
[ 39 ,  40 ,  43 ] 

 • Instructing the youth on new, healthy, and more 
effective behavioral responses to trauma reminders 

 Trauma narrative [ 39 ,  40 ,  44 ]  • Facilitate the construction of a trauma narrative 
detailing the events of the trauma 

 • Can utilize narration, writing, poetry, coloring, 
acting, song, or other preferred format 

 • With youth’s permission, the narrative is shared 
with the caregiver in the parallel session 
(if applicable) 

(continued)
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Table 1 (continued)

(continued)

 Treatment component  Description 

 Exposure work (imaginal, in vivo, 
or interoceptive) [ 39 ,  40 ,  44 ] 

 • Designing specifi c and appropriate gradual exposure 
strategies to eventually dissolve avoidance strategies 
of trauma reminders 

 • Imaginal  expo  sure involves the utilization of mental 
imagery 

 • In vivo exposure utilizes a live, in-the-world strategy 
of confronting a trauma cue 

 • Interoceptive exposure is the evoking of the 
physiological state triggered by a trauma cue 
and then practicing distress tolerance and 
relaxation training to cope with the physiological 
arousal 

 Caregiver-youth conjoint 
sessions and/or systems work 
[ 39 ,  40 ,  42 ,  43 ] 

 • Designed to strengthen the caregiver-youth 
relationship and develop more positive 
communication 

 Future planning and safety training 
[ 39 ,  40 ] 

 • Education and training designed to help the youth 
practice safety, healthy behaviors and decision-
making, and danger assessment to avoid 
re-traumatization and re-victimization 

  Cultural adaptations of trauma components —see de Arellano et al. [ 45 ] 

 Culturally specifi c systems 
engagement 

 • Increase the youth’s, families’, and communities’ 
involvement through culturally sensitive treatment 
engagement strategies, as well as that of the 
community in a culturally sensitive way 

 Ongoing cultural sensitivity 
and rapport building in delivering 
treatment 

 • Establish a  stro  ng treatment alliance with participants 
through cultural awareness and relevant inclusion of 
cultural factors 

 Examining symptom expression 
through a cultural lens 

 • As part of treatment modules, such as 
psychoeducation, the clinician can educate the 
treatment participants on the common trauma 
reactions while making inclusion and consideration 
of how cultural factors may be infl uencing symptom 
expression 

 Appropriate and skillful use 
of interpreters, where indicated 

 • When essential treatment participants do not speak 
the same language as the therapist, it is critical to 
make appropriate use of translation services in order 
to effectively deliver treatment components with 
cultural sensitivity 

 Understanding cultural differences 
in emotional expression 

 • Cultural  differen  ces in emotional expression may 
include variations in the level of emotional 
expression and to whom it is considered appropriate 
to express the affect to 

 • Clinicians may need to educate treatment participants 
on how to identify, regulate, and master emotional 
expression in a way that matches cultural 
expectations where appropriate 
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adaptations are described. In practice, the implementation of trauma interventions 
can be complex with very specifi c, individual case differences. Therefore, the fol-
lowing table is a general guide and may not capture the full range of component 
combinations within a given treatment model. It can be used as a guide toward 
developing models or assessing current treatment paradigms for inclusion of critical 
components and cultural adaptations.

   The above section provided a sweeping view of more universally present  treat-
ment   components across trauma interventions. The following section includes con-
cise summaries of a few of the more prevalent treatment protocols discussed in the 
literature. Those interested readers wishing to learn more in-depth information 
about these protocols can refer to the comprehensive review by de Arellano and 
colleagues [ 46 ] or the reference list to learn more about these approaches. A sum-
mary of  these   approaches is included in Table  2 .

     Parenting   Through Change (PTC)      PTC is an evidence-based intervention origi-
nally developed to prevent emotional and behavioral problems in children of sepa-
rating parents [ 43 ]. It has been adapted for Latino and Somali parents affected by 
traumatic events [ 12 ,  47 ]. The 14-week parent management training emphasizes 
skills such as problem-solving, teaching through encouragement, limit setting, posi-
tive involvement, and child monitoring. PTC employs an active learning model in 
which group members role-play and practice strategies to acquire parenting skills. 
In addition to weekly  group   sessions, parents receive midweek calls from group 
facilitators to provide support and coaching.    Cultural adaptations to PTC include 

Table 1 (continued)

 Treatment component  Description 

 Culturally informed assessment of 
cultural views and relationship with 
cognitive processing or reframing 

 • The clinician needs to achieve an understanding 
of how cultural views may be acting to shape the 
youth’s self-attributions or other related attributions 
following a traumatic event 

 • Self-blame, guilt, and the belief that a caretaker failed 
in protecting them are examples of self-attributions or 
other attributions that may need processing 

 Culturally congruent construction 
of a coherent trauma narrative 

 • The clinician needs to evaluate what is the culturally 
appropriate communication of the trauma narrative 
to other family and community members to which 
the youth consents and wishes the narrative to be 
shared with 

 Drawing upon cultural supports 
for future planning, risk reduction, 
strength, and resiliency during the 
termination phase of treatment 

 • The clinician works  t  o discover, utilize, and build 
upon the youth’s, the family’s, and community’s 
existing strengths not only during treatment but also 
for ongoing healing after treatment termination 

 • Treatment termination is characterized by the 
instilment of hope, optimism, empowerment, a sense 
of satisfaction, healthy closure, and preparedness 
 fo  r the future 
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(1) placing bilingual/bicultural mental health professionals in schools to offer ser-
vices, (2) working with community advocates and religious leaders to build trust 
with families and solicit feedback about helpful interventions, (3) using narrative 
approaches and storytelling to help youth and families process life events, and (4) 
conducting group activities to teach life skills such as acculturation. PTC has been 
found to improve parental emotion regulation, parenting practices, and parent inter-
actions  with   their children [ 12 ]. In addition, youth  had   reduced disruptive school 
behaviors, fewer  suspensions and offi ce referrals, and increased school attendance 
and performance.  

    Table 2    Trauma  interventions   adapted for immigrant youth   

 Treatment  Immigrant groups  Cultural adaptations 

 Cognitive Behavioral 
Intervention for Trauma 
in Schools (CBITS) 

 • Latino (Mexico and 
Central America) 

 • Korean 
 •  Russian   
 • Western Armenian 

 • Language needs 
 • Culturally relevant examples 
 • Acceptance of differing beliefs 
 • Spirituality 
 • Sensitivity to migration trauma and 

 acculturative stress   
 • Increased family involvement 
 • Cultural liaisons 

 Parenting Through 
Change (PTC) 

 • Latino 
 •  Somali   

 • Bilingual/bicultural providers 
 • Teaching of skills to aid in 

acculturation 
 • Narrative approach and storytelling 
 • Cultural liaisons 

 Cultural Adjustment and 
Trauma Services (CATS)  

 • First- and second- 
generation immigrants 
 fro  m 29 countries 

 • Bicultural and/or bilingual providers 
 • Cultural liaisons to provide outreach 

and case management 
 • Address immigration, acculturation, 

and resettlement traumas 

 Culturally Modifi ed 
Trauma-Focused 
Treatment (CM-TFT) 

 • Latino (Mexican, 
Central and South 
 A  merican) 

 • Wider range of traumas 
 • Assess immigration, migration, and 

acculturation 
 • Language needs 
 • Family focus including extended 

family members 
 • Address racism and discrimination 
 • Gender roles 
 • Spirituality 
 • Folk beliefs and beliefs about mental 

health 
 • Interpersonal style 

 Trauma Systems 
Therapy (TST) 

 • Latino ( Mexi  co, 
Guatemala, Honduras) 

 • Cambodian 
 • Somali 
 • Nigerian 
 • Liberian 
 • Sierra Leone 
 • Ugandan 

 • Case management to build trust with 
providers 

 • Language needs 
 • Cultural liaisons 
 • Cultural explanatory models 

of healing 
 • Engagement through identifi cation 

of cultural strengths 
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   Trauma-Focused Cognitive Behavioral Therapy (TF-CBT)     TF-CBT is among 
the most widely researched and used intervention for PTSD symptoms in youth and 
has been administered in individual, family, and group settings [ 48 ]. TF-CBT has 
been used in a comprehensive school-based mental health program [Cultural 
Adjustment and Trauma Services (CATS)] for fi rst- and second-generation immi-
grant youth, and it was found to improve trauma symptoms and overall functioning 
[ 49 ]. Researchers modifi ed TF-CBT for use with Latino immigrants (Culturally 
Modifi ed Trauma-Focused Treatment, CM-TFT) [ 50 ]. According to the National 
Child Traumatic Stress Network (NCTSN) sources, the TF-CBT manual is being 
translated into Dutch and German and is being modifi ed for children of  Native      
American descent and for youth from other countries such as Zambia, Pakistan, the 
Netherlands, and Germany, among others [ 51 ]. Several of the measures used in 
TF-CBT have Spanish language translations. Adaptations made in CM-TFT include 
incorporating a wider range of traumas, an assessment of immigration and migra-
tion history, preferred language, acculturation for all family members, beliefs about 
mental health and treatment, and inclusion of all those involved in the care of the 
child in treatment. In addition, CM-TFT weaves in cultural constructs such as gen-
der roles, spirituality, folk beliefs, interpersonal style, and family focus into treat-
ment. A study of 32 Latino immigrant youth ages 7–17 with a history of sexual 
abuse, exposure to domestic violence, or traumatic grief found that CM-TFT was 
effective in reducing PTSD symptoms [ 50 ]. For more information on CBT applica-
tions for immigrant youth, please refer to “Chapter 2: Cognitive-Behavioral Therapy 
for Immigrant Youth: The Essentials” of this text.  

        Trauma Systems Therapy (TST)   TST is a comprehensive treatment approach 
that assesses and treats child trauma by focusing on social and environmental fac-
tors that are thought to be impacting the child’s emotional and behavioral function-
ing [ 52 ]. The social context, including the family, school, and neighborhood, are the 
components of the  trauma system . Children as young as 3 years old have been 
treated with TST, and treatment ranges in length for up to 11 months. Several stud-
ies have examined the effects of TST. In a 2004 open trial study of 110 urban and 
rural youth aged between 5 and 20,  researchers      found signifi cant improvements on 
clinician ratings of children’s psychiatric symptoms and their social environment 
after 3 months of TST [ 42 ]. Another study compared TST to care as usual (CAU) in 
retaining a group of urban youth ( n  = 20) treatment participants with elevated post- 
traumatic stress symptoms. The researchers found that after the 3-month assess-
ment, 90 % of the TST participants were retained, a far superior percentage to the 
10 % of CAU participants retained [ 53 ]. This fi nding is noteworthy considering that 
up to 90 % of traumatized youth living in urban settings may terminate treatment 
early [ 54 ]. Project SHIFA (Supporting the Health  of      Immigrant Families and 
Adolescents) utilized the TST model to provide secondary prevention and interven-
tion services to Somali immigrant youth, resulting in a signifi cant reduction in 
trauma symptoms and improvement in emotional regulation [ 55 ]. A specifi c adapta-
tion of TST exists for refugees and immigrants called TST-R [ 56 ]. In this applica-
tion, TST services are delivered at an appropriate level of care, such as school or 
home based, with the use of either cultural providers from the same community as 
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the youth or cultural brokers, who may be paraprofessionals paired with a clinician 
who may not be a member of the youth’s community.  

 Table  2  presents the immigrant groups and cultural adaptations for which the 
above treatment interventions have been adapted. 

 Examining the range of cultural adaptations for existing trauma treatment proto-
cols through the lens of the migration experience illuminates several factors toward 
which treatment recommendations can be made. The next  section      highlights impor-
tant considerations that clinicians are encouraged to include while determining their 
treatment plan.  

    Treatment Recommendations 

 According to  the   Workgroup on Adapting Latino Services [ 57 ] report, when treating 
immigrant youth, it is especially important to assess all experiences throughout the 
migration process. To that end, Delgado and colleagues [ 58 ] proposed eight factors 
that need to be considered in treatment planning and intervention development for 
immigrant youth: (1) original culture, (2) country of origin, (3) premigration life, (4) 
circumstances of migration, (5) trauma experience, (6) family fragmentation, (7) 
legal status and resettlement process, and (8) host community. Aside from evaluat-
ing stressors related to the migration process, clinicians should also assess issues 
related to basic needs, family functioning, trauma symptoms, immigration, and 
documentation status. For instance, clinicians provide resources and referrals to ser-
vices that can assist with housing and shelter, food, clothing, childcare, and educa-
tion. Research evidence makes clear the need for integrated services, specialized 
treatment centers for immigrants, and a multidisciplinary team providing care that 
can address the range of treatment needs. Differences in adaptation between immi-
grant youth and their parents should also be assessed as youth often adjust to the 
host country more quickly than their parents, which may lead to confl ict. Certainly 
as part of treatment planning, the clinician must also be aware  of   specifi c cultural 
considerations that may bear infl uence on the therapy relationship and treatment 
outcomes. Several of these considerations are noted in the following section. 

 Cultural Considerations Trauma  clinicians   need to familiarize themselves with 
the cultural values of the immigrant community as these provide the basis for under-
standing the attitudes, beliefs, and decisions of youth and their families [ 2 ]. This may 
include assessing attitudes about mental health and treatment as well as spirituality, 
folk beliefs, family focus, and gender roles [ 59 ]. In addition, language needs should 
be addressed and may include using bilingual/bicultural clinicians or interpreters, 
reducing the need for written language through storytelling or narrative approaches, 
and using visual aids. Furthermore, clinicians need to consider differing cultural 
beliefs and need to not discount those beliefs if appropriate to the youth’s culture. 

 Treatment  content   should not confl ict with the cultural values of the immigrant 
community and ought to provide culturally relevant examples [ 12 ]. Using a cultural 
broker who has clinical experience and familiarity with the immigrant community 
may help to build trust, provide a guide to immigrant traditions and beliefs, and bridge 
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communication. Furthermore, establishing community partnerships and focus groups 
comprised of individuals from the immigrant culture may help inform: (1) existing 
engagement strategies (2) address specifi c cultural issues, (3) guide understanding on 
how to introduce treatment, and (4) identify potential barriers to intervention [ 41 ]. 

 Thus far, this chapter has discussed a number of existing treatments and cultural 
adaptations; in the following section, specifi c examples of how these concepts are 
being applied in the community-based intervention work at the Stanford University 
School of Medicine’s Early Life Stress and Pediatric Anxiety Program (ELSPAP). 
As part of daily operations, the ELSPAP team interacts with immigrant youth and 
families in each program, and several strategies are utilized to build and maintain 
strong community partnerships through which culturally sensitive  a  daptations for 
treatment approaches were developed.   

     Stanford   Early Life Stress and Pediatric Anxiety Program 

 The ELSPAP engages in numerous projects serving immigrant families and youth. 
The interventions developed were not specifi cally designed for immigrant youth pop-
ulations per se; however, through clinical  practice and direct service   delivery, effec-
tive adaptations were developed. The populations served include the Ravenswood 
City School District ( RCSD  ) in East Palo Alto (EPA), California, charter schools, 
and nonprofi t agencies. In addition to the  EPA community  , ELSPAP engages in 
ongoing consulting and staff support services at the Center for Youth Wellness 
(CYW)  in San Francisco,   CA, and has other national and international collabora-
tors. The  CYW   is a trauma-informed mental health treatment center serving youth 
survivors of traumatic experience and their families in the Bayview community of 
San  Francisco  . Two of these unique programs, the Stanford Cue-Centered Treatment 
and the ELSPAP Mindfulness program, and their implementation models are 
described below. 

   Stanford   Cue-Centered Treatment (CCT)   CCT is a  manualized protocol 
designed   for youth ages 8–18, who have experienced repeated exposure to trau-
matic events [ 39 ]. It consists of 15–18 weekly individual sessions, designed to last 
approximately 50 min in duration. CCT is an  integrative approach  , combining ele-
ments from cognitive, behavioral, psychodynamic, expressive, and family therapies 
to address four core domains (cognition, behavior, emotions, and physiology). The 
primary goal of CCT is to  build strength and resilience   by empowering the youth 
through knowledge regarding the relationship between their history of trauma expo-
sure and current affective, cognitive, behavioral, or physiological responses. In 
CCT, the youth is asked to create a  life timeline to help   the youth examine the 
impact of multiple traumas and daily life stressors. In addition, CCT  teaches   the 
youth to become aware of their interoceptive cues that include heart rate and breath-
ing in order to help them better identify their emotions.  

 A recent randomized  controlled   study in 13 high-risk, low-income schools in San 
Francisco and East Palo Alto examined the effi cacy of CCT as a  short-term 
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intervention for youth   with a history of chronic interpersonal violence [ 39 ]. 
Results from the study showed decreased post-traumatic stress (both youth and 
p arent reported), anxiety, and depression symptoms, as well as an overall improve-
ment of functioning as rated by the therapists, while caregivers had differential 
reductions in  anxiety   and depression. 

 A number of  adaptations   have been made to CCT for use with immigrant youth, 
primarily Latino of Mexican or Central American origin. The treatment manual, 
handouts, and assessments have all been translated into Spanish. While administer-
ing the translated assessments, many caregivers informed the researchers that they 
understood what the questions were asking yet it would be worded differently in 
Spanish. Thus, it is important to ensure that  culturally   appropriate terms are used. 
 Visual aids   are also helpful in overcoming language barriers. For example, CCT uses 
a  picture thermometer   to have youth rate feelings and worksheets use visual depic-
tions to explain concepts such as the cognitive square (i.e., four core domains of 
trauma).  Cultural brokers   with mental health experience and knowledge of the immi-
grant community were identifi ed at each school to serve as liaisons to help initiate 
contact with families, understand their needs, and translate during treatment ses-
sions. Successful treatment also included  community engagement   such as involve-
ment of community leaders, attendance at back-to-school nights and parent meetings 
to build a relationship with the families, and psychoeducational workshops for school 
staff on recognizing trauma in immigrant youth and how to mitigate its effects. 

 Treatment  incorporated   the youth’s  own cultural beliefs and values   and included 
culturally relevant examples. For instance, many of the youth are active in church 
groups and strongly believe in the power of prayer; thus, prayer was added to their 
coping toolkit. Another example is that for many of the youth, traditional foods hold 
signifi cant meaning and are associated with a sense of family. To be respectful of 
this custom, clinicians invited families to share these foods in the  treatment   ses-
sions, which often broke the ice and made families feel more at home. Finally, 
trauma  symptoms   may be manifested in a variety of ways depending on the culture; 
therefore, a youth’s experience should not be dismissed no matter how different or 
odd it may appear. An example of this is that it is not uncommon for Latino youth 
to believe in visions or ghosts, and if a clinician were to simply treat this as another 
symptom, it might lead to the assessment of the youth for a psychotic disorder. 
Therefore, symptoms must be taken in the context of the culture. 

   Case Study 

 The following case illustrates an application of the CCT psychotherapy model 
for an immigrant youth and his  mother  . Certain insignifi cant details of the 
case have been modifi ed to protect confi dentiality. Francisco is  a   14-year-old 
male of Columbian origin who witnessed his father beating his mother while 
the father was under the infl uence of drugs and alcohol while living in their 
home in Columbia. At the time of the incident,    Francisco was 5 years old. 
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 The CCT intervention was being delivered to Francisco at his school. 
Typically, ELSPAP research staff utilizes cultural mediators at the schools to 
make initial contacts with or to inform the families about our program. Using 
familiar  community   members as cultural mediators facilitates trust between 
the family and program staff. Spanish-speaking research staff are utilized to 
provide translation services for clinicians. It is also common for researchers 
and  clinic  ians to have close relationships with school personnel, particularly 
the school offi ce managers. This type of relationship promotes more effective 
communication with families, since the offi ce managers tend to interact with 
and see the families frequently at school. Many of the parents of the youth in 
ELSPAP programs are Spanish speaking. Therefore, utilizing the school staff, 
who are Spanish-speaking community members and who at often times are 
willing to act as translators, helps to facilitate  rapport   with families upon ini-
tial contact. 

 During the initial assessment and intake, the parent reported that Francisco 
was doing well prior to the trauma. During episodes of violence between his 
father and mother, Francisco would retreat to his bedroom and would not 
come back out from his room. This was also how Francisco behaved when his 
father  was   under the infl uence of alcohol. Subsequent to the trauma, the 
 mother   reported that Francisco began to get into frequent trouble at school for 
fi ghting and tagging (graffi ti). The mother reported that on numerous occa-
sions, the father threatened to take the children away from her. The family 
reported strong social supports of family members and friends, but no 
community- based support. This kind of data gathering that occurs during the 
CCT assessment phase provides an opportunity to learn about the particular 
cultural values and resources of the family. In this case, there is strong family 
support but a lack of community support. Therefore, the therapist can work to 
understand how to utilize family  supports   and work in collaboration with the 
family to develop a support system in their community. The assessment phase 
is also a doorway to discuss how the family’s cultural background may infl u-
ence the expression of affect, affection,    communication, and the key family 
members who may act as treatment allies. 

 According to the mother, she had become more sad and nervous following 
being physically abused by the father. The clinician experienced diffi culty in 
conducting the assessment due to language barriers with the mother. To over-
come this language barrier between the clinician and Francisco’s mother, the 
clinician worked to have an interpreter available as a best practice. However 
in this particular case, there was not an appropriate interpreter at the school, 
   and therefore, Francisco acted as a translator for the mother. The therapist 
noted that this additional level of involvement seemed to spark an attentive-
ness and curiosity about the treatment protocol. In this case, the use of the 
youth as a translator seemed to have a positive effect. A  potential   limitation of 
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this strategy is that it may place the youth in more of an adult role as well as 
exposing the youth to additional emotional stress. This evidence of rapport 
and engagement with the mother is apparent in her asking for substance abuse 
treatment referrals for her  oldest   son, whom she feared was using. Providing 
referrals is another opportunity in which the CCT protocol can include cultur-
ally relevant materials and connections to appropriate community resources. 
At the end of the assessment, psychoeducation materials were provided to the 
mother in Spanish. 

 By the completion of the second session, Francisco had placed 11 tools in 
his toolbox, including the  comm  on core of CCT tools taught to youth such as 
progressive muscle relaxation and deep breathing and self-generated tools of 
talking with siblings,    spending time with his mom, playing football or soccer, 
and writing. The CCT toolbox provides an excellent opportunity for the clini-
cian to include cultural adaptations. For instance, the clinician may ask the 
youth about culturally specifi c resources that may be included such as church 
community, religious or spiritual sources of strength, prayer, traditional 
music, and activities. Francisco used deep breathing to help soothe himself 
during confl icts with siblings; he imagined using positive thoughts to work his 
way through diffi cult homework assignments as well as being able to generate 
positive thoughts to replace negative ones. 

 By the conclusion of treatment,    Francisco was able to talk about witness-
ing his mother being beaten by his father without the various cognitive distor-
tions present in his fi rst narrative. Positive effects of treatment were also 
 noticeable   in Francisco’s  body map of feelings . The body map is an outline of 
a human fi gure in which specifi c emotions are given a color and mapped onto 
the body. In particular, Francisco’s map had a much greater surface area of 
love and happiness and somewhat of a smaller surface area of challenging 
emotions such as anger and worry when compared to baseline. The conclu-
sion of treatment provides an additional opportunity to connect the family 
with cultural resources that may provide protective factors  against    future 
  stressors.  

   Stanford Mindfulness Program     The mindfulness program was developed to 
 provide additional mental health support in the Ravenswood City School  District 
  (RCSD)   . The RCSD is a predominately Latino (79 %) district with approxi-
mately 3500 kindergarten through eighth grade students and a child development 
center. Historically, the East Palo Alto  community   has suffered from extensive 
gang violence and poverty. The following quote poignantly describes concerns in 
 the    EPA   community; the text was painted  on   the side of one of the district school 
buildings:
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  “Kids now a days want to be what they see on T.V. Remember there is more to life than 
looking cool. Many people in this world face things you don’t even think about like my 
friends’ boy’s mom took her own life, the amount of children  committing   suicide because 
of bullying, kids parents on drugs, sexual abuse, kids  sta  rving. If you want to be different 
than the usual, make a  differen  ce and be nice. Today try not to think about yourself, but 
think about how you can help. You have no idea how you could make someone’s day. 
I know there is a lot of violence in East Palo Alto, but this community has a lot of potential. 
Make your difference to the  wor  ld, and  your   world will make a difference for you.” 

    This statement specifi cally names many of the devastating issues discussed in 
this chapter and also perhaps more importantly points to the hope felt in the com-
munity that  healin  g and positive  transformation   are possible. It calls upon not only 
the effort of the individual in creating change, but also it evokes community spirit in 
pulling together to create change. It is that sense of hope, resiliency, and optimism 
that our mindfulness program aims to cultivate in the youth. 

 Therefore, the specifi c  goals   of the youth and adult mindfulness programs are to 
(1) increase participants’ self-awareness and self-regulation; (2) teach the mindful-
ness student to understand the interconnectedness of thoughts, emotions, physical 
sensations, and behaviors and how stress impacts functioning in these areas; (3) 
instruct mindfulness-based practices; (4) cultivate empathy and compassion; and 
(5) teach effective coping tools, such as relaxation skills, yoga, self-compassion and 
other compassion  pract  ices, and breathwork. 

 The  pilot program   reached 213 third and fourth graders across nine classrooms, 
with each classroom receiving 30 min of mindfulness instruction once per week 
over an 8-week period in the general school classroom. Pilot research results dem-
onstrated statistically signifi cant improvements for students reporting baseline risk 
or clinically signifi cant scores on internalizing problems, inattention/hyperactivity, 
emotional symptoms, and personal adjustment. A number of these functional areas 
also were related to signifi cant improvements in other areas for those who exhibited 
elevated risk at baseline. Examples from student journal refl ections included: “What 
I  le  arned was when I’m mad I can feel calm and be happy” and “If I got mad I 
breathe in and out to calm me down.” Student journal entries refl ect the positive 
infl uence of the program on their emotions and also suggest that younger children 
understand how to employ mindfulness practices outside of the school setting. One 
student wrote about how she taught yoga poses to her cousin. The full study fi nd-
ings will be published in a forthcoming article. Study limitations included a simple, 
correlational pre-post design without a control group, however, positive student 
feedback, and the mostly enthusiastic reception of the  progra  m by district staff sug-
gests the program was successful. 

 Due to the extensive nature of the ELSPAP research efforts, assessment process, 
and interventions, it is critical that the community members and research partici-
pants receive culturally appropriate and comprehendible information about the pro-
grams and research goals. To support this effort, the program staff includes several 
Spanish-speaking members. As part of recruitment and ongoing operations, rela-
tionships are continuously being developed with  the    community members  , school 
staff, and parents.  
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    Conclusion 

 Immigrant youth typically face numerous traumatic stressors and experiences before, 
during, and after their migratory journey to the United States or other resettlement 
countries. Researchers and clinicians working with this population must be able to 
make careful and culturally sensitive assessments and treatment planning decisions 
that recognize and honor the traditions and experiences of the youth and their fami-
lies. By examining existing research evidence, we are able to appreciate the complex-
ity of traumatic experience, comorbidities, and existing treatments; we can gain 
insight into how to best approach intervention at the individual, family, and commu-
nity levels. Forming strong relationships with community members and organizations 
and approaching assessment and treatment with openness and curiosity about the 
cultural traditions and acculturative experiences of youth and their families enable the 
mental health professional to be aware of the challenges that may serve as treatment 
barriers. Subsequently, we can design sustainable interventions and programs that 
may be used to sensitively work through access obstacles and successfully engage the 
youth, families, and community members to create healthier communities.     
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    Abstract 
   Medication prescribing in immigrant youth populations both reveals and engages 
very complex dynamics of family and culture. When pursuing psychopharmaco-
logic intervention, the pharmacotherapist must be attuned to this array of elabo-
rate dynamics. Understanding the signifi cance of medication to the patient and 
their associated family system is incredibly informative to the conceptualization 
of the case. Psychological meanings will be embedded in many aspects of the 
pharmacotherapeutic process, and the prescribing clinician must remain curious 
about these meanings. This chapter will discuss how to examine context in the 
pharmacotherapeutic process, common dynamics to explore, issues around 
autonomy that arise, as well as collaborative care models of medication and psy-
chotherapy treatment planning.  

  Keywords 
   Pharmacotherapy   •   Psychopharmacology   •   Medication   •   Explanatory models   • 
  Autonomy   •   Consent   •   Treatment alliance   •   Collaborative care  

        Pharmacotherapy: Essentials 

 There are many clinical circumstances in which consideration must be made for 
the addition of psychotropic agents to the comprehensive treatment plan of our 
child and adolescent patients.  Psychiatric medications   can be effective in relieving 
the suffering caused by distressing symptoms such as mood changes, anxiety, 
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agitation, insomnia, psychosis, and other disturbances. It is essential that a com-
prehensive assessment be made by a qualifi ed clinician to determine the appropri-
ateness of a pharmacologic treatment approach. Such an assessment should be 
thorough and nuanced. This is the case for any psychiatric treatment scenario but 
becomes particularly true with special populations including children/adolescents 
and immigrant families [ 1 ]. With the identifi ed patient being a minor, family 
dynamics and cultural context interact with the clinical process and imbue deci-
sions with added complexity [ 2 ]. Pharmacologic clinical decision-making must be 
considered with care and diligent curiosity [ 3 ]. 

  Respect Context     The fundamental guiding principle in assessing the role of 
medication prescribing to the unique population of immigrant youth is to  respect 
context . The context in which medications are prescribed has incredible psychological 
meaning to patients and their families [ 4 ]. This is the case in the sense of both develop-
mental and social context. The meanings patients and families attribute to medications 
are important to the care. This importance cannot be underestimated. It is essential for 
prescribing clinicians to be attuned to these meanings [ 4 ]. It is crucial for all clinicians 
to have authentic interest in exploring this meaning. In any individual case, thoughtful 
consideration of the many contextual nuances and their associated psychological 
meanings should serve as the primary rudder for all clinical treatment decisions [ 5 ,  6 ].  

  Pharmacotherapy     Prescribing clinicians should be deliberate in examining their 
identity and role in the treatment team as they embark on the care of immigrant youth 
populations. The prescribing provider can begin with an exploration of the nomen-
clature associated with his/her identity.  Do you identify yourself as a “prescriber”? 
A “pharmacologist”?  Consider the value in embracing an alternative term and thus 
a more broad-spectrum identity— pharmacotherapist  [ 5 ]. There is incredible value 
and potential energy permeating such a title because it embraces a hybrid space. It 
orients the clinician to the previously stated guiding principles—respect context and 
understand the psychological meaning associated with any medication prescription. 

 As suggested by Gabbard and Kay [ 7 ], the  pharmacotherapist  must be “concep-
tually bilingual” in the language of both biology and psychology. The pharmaco-
therapist must embrace being much more than a prescriber. The  pharmacotherapist   
is limber in her skill set and attuned to the biological needs of the patient and the 
interpersonal dynamics of the patient and family. With agility, the pharmacothera-
pist investigates both the biological sphere and the psychological sphere of any 
treatment context. Among the many unique potential cultural spaces that this patient 
population presents, this juncture between biology and psychology can very well be 
considered a cultural interface of its own. 

 Immigrant youth typically only come to the attention of a pharmacotherapist when 
a signifi cant amount of distress has permeated the life of the identifi ed patient and their 
family [ 1 ]. There can be a compulsion to quickly reach for a prescription pad with the 
hopes that it might be the cooling salve to a heated and anguished situation. The job of 
the pharmacotherapist is in part to do what can feel far from instinctive—slow down 
and gather more information. This is the time for the pharmacotherapist to actively 
explore the explanatory models of illness present in each case.  
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  Explanatory Models     An  explanatory model   explores how people make sense of 
their illness, including its cause. As defi ned by Arthur Kleinman, these models are 
“the beliefs the patient holds about his illness, the personal and social meaning he 
attaches to his disorder, his expectations about what will happen to him and what 
the doctor will do, and his own therapeutic goals” [ 8 ]. The key idea is that all 
involved parties in a single clinical scenario have an explanatory model, and they 
could all be distinctly different [ 9 ]. The patient, family members, and the physician 
will each have an explanatory model. At times, the explanatory models of various 
stakeholders will be in alignment. But not surprisingly, the explanatory models 
often may be divergent among stakeholders. The pharmacotherapist can work to 
identify where the discrepancies exist and then assist in negotiating these spaces. 

 For example, if a pharmacotherapist discovers in their inquiry that the family’s 
explanatory model is not highly biologic, the pharmacotherapist should consider 
whether a medication prescription would be viewed by the family as having little 
value. The pharmacotherapist might fi nd in such a case that if a prescription is written, 
it may not ever be fi lled by the family. Alternatively, if the pharmacotherapist sees the 
etiology of  clinical symptoms   as fundamentally sociocultural, the pharmacotherapist 
may steer clear of medication, even if it is desired by the patient or family.  

  Psychiatric Culture     Returning to the guiding principle of respecting context, 
 pharmacotherapists must act as ethnographers of the patient and family’s cultural milieu, 
just as the patient and family might be likened to ethnographers of the  psychiatric  culture   
[ 3 ]. Especially in the case of immigrant youth, the potential for cultural differences is 
high [ 9 ]. Many will come from cultural backgrounds where medical models and 
 psychiatric care in general are de-emphasized [ 10 ]. Pumariega in his Practice Parameters 
for Cultural Competence in Child and Adolescent Psychiatry [ 1 ] reminds us that, for 
example, families from Latino cultures may be apprehensive of psychiatric care because 
“perceptions of mental illness (including stigma and beliefs about causality), fatalism, 
spirituality, ‘familism’ (in which the family is considered the primary unit of identifi ca-
tion and  allegiance and leads to keeping problems within the family), cultural commit-
ment (e.g., to using only culturally sanctioned helping approaches)” (p. 1103) all can 
seem to  compete with the psychiatric medical model. It is wise to collaboratively explore 
with the family and patient what their hopes and fears are for the pharmacotherapy jour-
ney up ahead. It is this authentic engagement and curiosity that underlies the treatment 
 alliance and in turn the foundation of the prescribing experience.  

  Formulation     Pruett et al. [ 11 ] remind us that “the formulation should precede the 
prescription” (p. 431). Prescribing providers must put as much effort as possible 
into comprehensively conceptualizing the case before writing medication prescrip-
tions. This includes a concerted effort to acknowledge culture as a foundation of 
that formulation. The prescriber will be better off over the course of treatment if 
they as a pharmacotherapist understand the symptoms as well as possible before 
actually  treating them. However, one also must retain fl exibility enough to refi ne 
that  formulation   over time and course correct as necessary. 

 The process of pharmacotherapy decision-making is often infl uenced by many 
stakeholders including the prescribing physician, child/adolescent patient, parents 
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 Becca, a 14-year-old Salvadorian immigrant teenager, presents to the clinic 
with her father due to profound distress caused by worsening panic attacks 
that began post-migration. A child psychiatrist completes an intake interview 

or other immediate family caretakers, extended family and community members, 
teachers, pediatricians, therapists, faith healers, the host culture, and the home cul-
ture [ 12 ]. These many vectors of infl uence form a complex but very rich web worth 
examining closely. There are many entities to juggle, and the process may at times 
be diffi cult [ 9 ]. If one respects context and remains curious, there is always reward-
ing work to be done in offering support to families in need.   

    The Complex Dynamics of Pharmacotherapy 

 The pharmacotherapist must be willing to dissect and explore the complex dynam-
ics of prescribing and at times even give them voice when typically they might go 
unspoken by other stakeholders. An important starting place for consideration is the 
 dynamics of power and authority   [ 1 ]. When an immigrant child and their family 
present for psychiatric care, each member in the treatment alliance wields some 
important and particular powers. The youth patient holds the power of her symp-
toms and disclosure of relevant information. The parents hold the power to consent 
to the minor’s treatment [ 5 ]. The clinicians hold the power of psychiatric diagnostic 
and treatment knowledge. Important questions include the following: In what man-
ner does each individual wield that power? How do these powers intersect? How is 
authority balanced or imbalanced in the work together? 

 Now imagine that the pharmacotherapist recommends a  psychiatric medication   as 
possible clinical intervention. This might be considered a very authoritative position. 
That authority is instilled with a message which could be construed in different ways. 
Possible questions might arise about the message of the prescriber: Is that message one 
of hope, a sentiment that medication will be helpful? Or is it a message of doubt? Maybe 
even nonchalance? Each of these positions can have a signifi cant impact on the treat-
ment course and the effectiveness of selected interventions. The tone set by the pharma-
cotherapist is foundational for the remainder of the treatment process. Pumariega and 
colleagues [ 1 ] write, “culturally diverse families are more vulnerable to perceived or 
actual power differentials in their encounters with health care professionals” (p. 1103). 
This is worth acknowledging when working with immigrant families. 

 Another power dynamic is the power of   expectations   . The pharmacotherapist has 
expectations about the utility of the recommended medications. However, both the 
patient and parent and other stakeholders will have their own expectations about the 
potential impact of the medication. Consider whether these expectations are in 
alignment or whether they are distinct and differing among stakeholders. 

 Case Study:  Medications and Assessing Expectations   

Y. Owusu



113

 This case demonstrates that the stakeholders in this clinical interaction align in 
their support of the use of medications, but each for very different reasons. The 
pharmacotherapist can explore each person’s expectations regarding the medication 
in order to shed light on his or her unique explanatory model of the panic attacks. 
Might discrepancies in these models and differential expectations regarding the 
medications undermine the treatment and its potential effectiveness? Will medica-
tion address the numerous psychosocial factors underlying this case? 

 Further discussion between the clinician, patient, and father leads to important 
refl ections on this family’s dynamics. The patient and father for the fi rst time began 
to share with each other how divorce, distance from the mother, and fi nancial strain 
had taken a toll on their relationship. 

  This case highlights the many nuances of authority, expectations, and hopes that 
can arise in the pharmacotherapy process. Interesting dynamics emerge as we think 
further about the role of the parent as a legal consenting adult in this and in any 
treatment scenario. It is not uncommon for feelings of guilt or anger to be present 
within the parent as related to their child’s mental health circumstances [ 13 ]. As in 
this case, parents often feel a sense of responsibility for their child’s symptoms. 
However, the opposite can also be true [ 14 ]. Some parents can have “psychological 
blind spots,” such as being unaware of their own contribution to the child’s strug-
gles, even if it might be obvious to an outsider. Either of these psychological stances 
by a parent can have profound impact on perceptions that may develop about the 
role of medications in the treatment plan [ 5 ]. 

 The  parental role   is an inherently multifaceted one. Regarding medications, the 
parental role can be as diverse as consenting, paying, administering, monitoring, or 
refi lling the medications [ 11 ]. In addition, the parent may also have to take respon-
sibility for managing any resistances that may arise if the child or adolescent at any 
time refuses to take the medication. This brings up important dynamics around 
autonomy that will be further explored later in the chapter. 

and begins to develop a treatment plan that includes a recommendation for the 
patient to take a time-limited course of a benzodiazepine anxiolytic such as 
clonazepam. The psychiatrist hopes that this will decrease the frequency and 
intensity of her panic attacks. The adolescent seems excited about taking the 
benzodiazepine. When the psychiatrist inquires as to why, she says it is 
because she hopes the medication will “take away the anger I have about my 
parent’s divorce.” Upon seeking medication consent from the father, he also 
seems enthusiastic because he hopes “it will help put her to sleep at night. I 
hear she gets very upset at nights but I can never be there to console her 
because I work the night-shift for my job.” 
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 Juggling all of these roles is a diffi cult task for any parent but can be particularly 
problematic for immigrant parents who have little prior contact with psychiatric 
medical culture. The pharmacotherapist can benefi t from attunement to the parents’ 
tolerance for that often unspoken psychiatric acculturation process and should 
always be curious about how the parents’ own explanatory model of illness may 
differ from the medical model [ 15 ]. Unfamiliarity with the medical model might 
make some parents more comfortable with the pharmacotherapist being paternalis-
tic in their clinical approach. On the other hand, unfamiliarity with the medical 
model might make some parents skeptical and averse to recommendations made by 
the pharmacotherapist [ 16 ,  17 ]. 

 Case Study: Cross-Cultural Psychiatry—Medical vs. Nonmedical 
Models 

 In this case, the patient, parent, and pharmacotherapist went on to have diffi cult 
but ultimately fruitful discussions about their varied explanatory models for her 
mood disturbance. The pharmacotherapist was inherently highly biologic in his for-
mulation of the patient’s depressive symptoms, and this differed signifi cantly from 
the  fundamentally   spiritual conceptualization that the parent had. The pharmaco-
therapist discovered signifi cant generational differences and varied infl uences of the 
immigration process on the parent and child. 

 Brenda, a 12-year-old   Mexican    girl who arrived in California 9 months ago, 
presents with her mother for clinical intake. The girl has been suffering with 
at least 6 months of severe mood symptoms. She is profoundly dysphoric with 
frequent tearful episodes, decreased interest in pleasurable activities, hope-
lessness, suicidality, self-harm behaviors, precipitous academic decline due to 
concentration impairment, limited energy, and poor sleep. The child psychia-
trist does a comprehensive assessment including extensive discussions with 
the child, her mother, and the child’s school teacher. 

 The physician meets in a follow-up visit with the mother and child and 
describes to them his belief that the child is experiencing a severe major 
depressive episode and would benefi t from individual psychotherapy and 
treatment with an antidepressant such as fl uoxetine. The child is hopeful that 
the medication could be helpful in relieving the incredible distress she has 
suffered over the better part of a year. 

 The physician asks the mother about the concerned look that has come 
over her face. The patient’s mother goes on to say that she is considering con-
senting for the medication, but has quite a bit of ambivalence. She is unsure 
how helpful medications will be. She tells the physician that what the child 
really needs is an intervention based in a more “spiritual” approach informed 
by the strong religious foundation of their home community. 
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 Even at her relatively young age, the child had greater exposure to medical mod-
els of psychiatric care and expressed much more enthusiasm for the medication than 
her mother. The child went on to share that she enjoys aspects of her religious com-
munity but was very uncomfortable with the idea of participating in the religious 
ceremony that the patient’s mother had been arranging for her at their place of wor-
ship. Ultimately they reached a compromise that the patient would take the medica-
tion and also meet with a youth group leader for spiritual support. 

 Pharmacotherapists should examine the messages brought into the pharmaco-
therapy space from the host culture and from the home culture about psychiatric 
diagnosis and medication treatment. What tensions or synergies exist at this inter-
face? How do they impact the consenting parent and the suffering youth patient 
differently? Similarly? 

   Variations in  Parental Involvement       It should be noted how variable the defi nition 
of “parent” can be in immigrant families. There are a multitude of reasons why a child 
or their family might have left their homeland and immigrated. Therefore, it is not 
uncommon to discover that the child has a psychosocial issue with regard to their 
guardianship [ 18 ]. Issues might include one of the following: one or both of the child’s 
biological parents are still back in the home country, the child has minimal contact 
with one or both biological parents, a parent is deceased, the child is living with 
extended family and their guardianship has been assumed by someone other than a 
biological parent, the child has never known one of their parents, or the child’s parents 
are divorced [ 13 ,  19 ]. The demands of immigrant life can also make it very diffi cult 
for parents or guardians to be available to make frequent contact with clinicians. It is 
not uncommon for a teenage patient to show up to a follow-up appointment without 
their  guardian due to the constraints of the parent’s employment obligations or for 
other reasons. All of these variables can be challenging to manage in clinical settings. 
Pharmacotherapists should take time to investigate the family relationships infl uenc-
ing the immigrant youth patient and be prepared to understand how these relation-
ships will impact any clinical decision-making that will be done around medications.  

   Medication   and Its Psychological Meaning     There are dynamic infl uences always 
at play when a pharmacotherapist contemplates the prescribing of a medication [ 4 ]. 
For any particular case, consider the following questions: What are the psychologi-
cal processes at play within each stakeholder when a medication is prescribed? 
When is it not prescribed? When is a prescription accepted? When is a prescription 
declined? When is a medication prescribed, fi lled, and actually taken? When is a 
medication prescribed, fi lled, but not taken? Understanding the signifi cance of the 
medication to the patient and their associated family system is paramount to the 
pharmacotherapist’s conceptualization of the case. 

 Psychological meanings can be embedded in so many aspects of the  pharmaco-
therapeutic process  , including in how the actual medication itself is perceived. Clinicians 
should be curious about such meanings for our immigrant youth (Table  1 ). Pruett and 
colleagues [ 11 ] suggest exploring these meanings as they relate to the physical properties 
of the medication, the timing of administration, and who administers the medication. 
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It is also important to be aware that these meanings can shift over time in conjunction 
with the psychological development of the child and the family system. For example, 
a parent could initially feel resistant to the idea of their child being on an antidepressant 
and then over time become more willing to consider it after obtaining greater under-
standing from the pharmacotherapist. Or in the case of the meaning of side effects, 
weight gain associated with a medication can have very little meaning for a young 
child, but a very intense meaning for that same child at puberty when he or she is expe-
riencing adolescent body preoccupation. Incremental appraisal of these meanings over 
the course of treatment can reveal these shifts in meaning as they happen [ 20 ]. 

 Psychiatric medications are most effective when they are actually taken by the 
patient. Diligent adherence to the prescribed medication can better ensure more rapid 
and  complete   remission of symptoms. This is especially crucial in cases involving 
severe mental illness, like psychotic states and/or severe mood disordered states 
where delusions, suicidality, aggression, or other forms of agitation can not only 
profoundly compromise functionality, but could risk the life of the patient or others 
[ 21 ]. Not uncommonly, ambivalent patients and families will behaviorally express 
their internal uncertainty about psychiatric care through intermittent medication 
adherence or even complete nonadherence [ 22 ]. Pharmacotherapists might consider 
this a sign that more exploration is required regarding the patient and family’s level 
of commitment to medication use. To improve adherence, it can be helpful to work 
with the patient and family to review the treatment course and draw links between 
periods of functional decompensation with periods of nonadherence [ 11 ].

   Table 1    Possible meanings immigrant youth patients and/or their families might attribute to 
medication therapy   

 • This is a very big pill you have prescribed. That must mean it treats a very big problem. 
I hate feeling like there is a very big problem 

 • I’m so relieved. This medication is going to fi x everything. And I hope it fi xes it all very 
quickly 

 • This medication is going to fi x nothing. It may even create more problems 

 • This pill represents a means of being controlled. It’s like something is being “done to me” 

 • This medication might be dangerous. I heard that some medications are addictive 

 • I don’t like the idea that I have to rely on a pill for me to be happier 

 • This medication proves that something serious has been going on. The seriousness of this 
situation has never otherwise felt validated until the medication was prescribed 

 • This medication confi rms that there is something biological going on and that is a relief. 
We have no control over our biology. It’s no-one’s fault 

 • This medication confi rms that there is something biological going on and that is horrible. 
Where did this biological problem come from? Whose fault is this? 

 • This medication reminds me that things are not “normal” the way we always hoped they 
would be 

 • This medication makes me feel different from everyone else. It makes me feel like people 
think there is something wrong with me. I guess there is something wrong with me 

 • Taking this medication will not be acceptable to my community 

 • Taking this medication has been extremely helpful to me and my family 
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   There are many misconceptions about psychiatric medications. A very common 
misconception has been described as “the delusion of precision,” a phrase coined by 
Gutheil [ 23 ]. This is the notion that “drugs are specifi c, concrete, targeted agents, 
that are uniformly effective as long as a doctor  prescribe  s them” (Gutheil [ 23 ], 
p. 322). Even if fundamentally false, this could be experienced as a primary hope 
and tenet carrying psychological meaning for a parent or patient who accepts a 
medication prescription from a pharmacotherapist. This principle can apply to other 
stakeholders in the child’s well-being such as school teachers or administrators. It is 
important to respect the hope that often grows within the treatment alliance once a 
medication is prescribed. However, it is also necessary for pharmacotherapists to 
acknowledge to self and others the limits of medication. Very rarely is medication 
effi cacy as precise as stakeholders wish.  

  Countertransference     Just as in psychotherapy, effective pharmacotherapy 
requires the clinician to be very self-aware. Elements of  countertransference   
will be present in the act of medication prescribing. Self-examination questions 
for a psychopharmocologist include: When do I have the urge to prescribe, 
where is that urge coming from? Am I responding to an internal pressure to “do 
something”? How much external pressure do I feel from the family, the school, 
etc.? When I have the urge not to prescribe, what forces are contributing to my 
hesitation? The clinician may ask himself or herself, when does pharmacother-
apy feel like an onerous enterprise? When do I most enjoy it? How do I feel 
when a patient or family is ambivalent about medications? How do I feel when 
a patient or family seems to have unreasonable expectations of the pharmaco-
therapy being offered? How do I feel when a patient or family seems naïve, 
unaware, or limited in their psychological mindedness? As I write this prescrip-
tion, am I feeling like it will bring me closer to this patient or family? Or will it 
distance me from them? The more comfortable the pharmacotherapist can 
become with asking these questions and observing the internal patterns that may 
arise, the more effective a pharmacotherapist will be in understanding his/her 
role in the dynamic.   

    Patient Autonomy and the Pharmacotherapeutic Process 

 Medication prescribing for immigrant youth populations both reveals and 
engages very complex dynamics of family and culture. The issue of  autonomy  is 
one that frequently arises as a necessary area of exploration in the pharmaco-
therapeutic process.  Autonomy   in the context of the practice of medicine often 
refers to the right of the patient to make informed decisions free of coercion. 
When working with children and adolescents, the nuances of autonomy become 
very salient infl uences in the therapeutic alliance. It is the guardians of the minor 
that have the right to consent to medications, and not the child/adolescent them-
selves! [ 4 ]. 
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 Case Study: Autonomy and Medication Administration 

 Some caregivers will feel compelled to conceal the medication from the child. 
As in this case, it may be because the child refuses to take the medication. In other 
cases, it may be because the caregiver wants to “protect” the child and does not want 
them to know they need medication. When a pharmacotherapist discovers that there 
is covert activity arising that compromises the autonomy of the patient, it is impor-
tant to explore these dynamics. 

 The pharmacotherapist should approach this situation with curiosity, explora-
tion, and respect of context, as these are the guiding principles of pharmacotherapy. 
However, the clinician could feel inclined to discourage surreptitious behavior, and 
more often than not this stance is reasonable. Though the caregiver’s intentions can 
be sympathized with, supporting the autonomy of the child is usually well worth it 
in these situations. 

 If the patient discovers that they have been tricked into taking medications, there 
is a high risk that the child will become hostile and distrusting toward the caregiver 
and possibly the physician as well. Supporting autonomy and discouraging deceit 
protects these critical family relationships, protects the alliance between physician 
and child, as well as protects the long-term trust the child will have for the greater 
institution of mental health care. Ideally, pharmacotherapy will be as transparent as 
possible in order to safeguard these relationships. 

 Ali, a 10-year-old Eritrean immigrant boy, presents for psychiatric evaluation. 
He has a multitude of symptoms consistent with combined-type ADHD and 
would likely benefi t from a stimulant medication to treat it. Both his school 
life and home life are being compromised due to marked inattention, hyperac-
tivity, and impulsivity. 

 His aunt and uncle (legal guardians) are extremely invested in securing a 
medication prescription for their nephew. They are hopeful that the appropri-
ate medication would assist him in becoming a more successful student, espe-
cially as he enters the more academically intensive middle school years. His 
guardians state, “All we want is for him to be able to learn so that he can get 
a good job and live a better life than we have. And his bad behavior in the 
classroom is drawing too much negative attention to our family!” The phar-
macotherapist prescribes methylphenidate (a stimulant) to be taken by the 
patient each morning, and the aunt and uncle enthusiastically give consent. 

 From the beginning, the patient himself expressed dissent. Regarding his 
preference not to be medicated, he states, “I really don’t want to be controlled 
by that pill!” In protest, he begins to refuse to take the pill. Out of desperation, 
his aunt and uncle begin to secretly crush the pills and slip them into his 
breakfast each morning. The aunt and uncle reveal this to the pharmacothera-
pist in a follow-up appointment. They hoped to get the clinician’s blessing to 
continue the current mode of secret medication administration. 
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   Alliances     The management of the family dynamics as they unfold in the above case 
reveals an interesting element of the pharmacotherapeutic experience—the potential 
for suballiances to form within the treatment alliance [ 5 ]. We like to think of the 
clinician, patient, and caregivers as aligned in an ideal treatment alliance. The reali-
ties are inevitably much more complicated. A suballiance can occur when there is a 
merger between select parties in the treatment alliance around particular issues to the 
exclusion of other stakeholders. As in the above case, the caregivers had formed a 
 suballiance   around medication administration and were hoping to recruit the phar-
macotherapist into that suballiance, though not with any obvious malicious intent. 

 A strong argument can be made that the pharmacotherapist is fi rst and foremost in 
suballiance with their child or adolescent patient. It is that child who is being asked to 
ingest prescribed medication. It is that vulnerable child who often bears the weight of 
the family pathology and the complex cultural dynamics. It is the job of the pharmaco-
therapist to advocate for the child given this level of vulnerability. This can confl ict with 
a parent’s hope that the pharmacotherapist will act primarily as an emissary of the paren-
tal agenda. The clinician must be attuned to this challenging aspect of the work [ 5 ]. 

 There are also more subtle ways that parental agendas can begin to supersede the 
autonomy of the child. Parents bring their own preconceptions about psychiatric care 
(whether positive, skeptical, or neutral) to the table as decisions are being made about 
their child’s care. These preconceptions may be based on what they have heard from 
others in their community or from their own personal experience with psychiatric care. 
These are powerful messages that are carried into the pharmacotherapeutic treatment 
space as parents consider medicating their child. Sometimes these messages can be far 
more infl uential than the seeming authority of the pharmacotherapist themselves. These 
preconceptions must be examined critically alongside the parent so that an informed 
conclusion can be made as to how infl uential the preconception should be in the deci-
sion-making around the mental health of the child. The goal is not necessarily to eradi-
cate the preconceptions as much as it is to ensure that they do not go unexamined [ 5 ]. 

 Case Study: Working with Unfavorable Impressions 
of Psychiatric Care 

 Paula, a 16-year-old Colombian immigrant  g  irl, presents for evaluation of 
panic with agoraphobia. Her frequent and severe panic episodes are contribut-
ing to signifi cant functional decline including occasional school refusal at this 
critical time in her high school career. She is concerned that she will not be 
able to fulfi ll her dream of matriculating at a competitive 4-year college. 

 The pharmacotherapist strongly recommends psychotherapy for this teen-
age patient. However, the clinician also suggests that in addition she may 
benefi t from initiation of an antidepressant medication for treatment of anxi-
ety. She reviews the risks, benefi ts, and alternatives. The teenager is hopeful 
that this can be a helpful adjunct to psychotherapy. 
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 However, her adult sister (legal guardian) is hesitant to consent for the medica-
tion. The pharmacotherapist begins to inquire about the source of her hesitation. 
The sister reveals that as a child, she herself was placed on a stimulant medication 
for treatment of ADHD, and it was a “terrible experience.” She describes that it 
caused her appetite suppression, insomnia, palpitations, and agitation and she dis-
continued the medication after a few weeks. The sister explains “It was really hard 
for me to bring her to a psychiatrist because ever since my experience when I was 
younger I haven’t really trusted psychiatry. I don’t want her to go through what I 
went through. It was so terrible. I don’t want her on medication.” 

 The pharmacotherapist listened attentively to the sister’s concerns and validated 
the suffering she had experienced as a child on medication. She also affi rmed that 
these experiences will undoubtedly come to bear on the current circumstance where 
the sister was witnessing her loved one’s level of distress and wishing no further dis-
tress on her in the form of medication side effects. The pharmacotherapist took the 
time to revisit a discussion of the risks and benefi ts of antidepressants as well as to 
distinguish them from stimulants in indication, mechanism, and side effect profi le. 

 An important area of clarifi cation was to inform the sister that the patient would 
need to take the antidepressant every day to get optimal benefi t and for several 
weeks before benefi ts might be detectable. The sister disclosed that she had hoped 
the medication could still be effective if taken only once or twice a week so as to 
minimize potential side effects. The pharmacotherapist helped the sister to under-
stand that antidepressants are not best taken intermittently or as needed in the way 
that stimulants can be. The pharmacotherapist was pleased to clarify this so as to 
avoid future adherence issues. 

 The clinician spent time examining with the guardian what aspects of her teen-
age sister’s clinical situation were similar and unique from her own. The teenage 
patient also spent some time sharing with her sister why she desired to take the 
medication. The guardian acknowledged that she had heavily confl ated her own his-
tory with that of her anxious teen sister. 

 Though she was not prepared to consent for the medication immediately, the 
sister proposed the following compromise: she agreed that her anxious sister 
should begin psychotherapy as soon as possible. She requested that an appoint-
ment be set with the pharmacotherapist 4 weeks from now. She hoped by that 
time she would have done further research on the proposed medication and have 
a better sense how effective the therapy alone might be for the patient. 

 When the patient and her sister returned for follow-up, they revealed that after 
extensive family discussion, they had decided to move forward with the medication. 
The patient saw much improvement with a combination of cognitive behavioral 
therapy and medication.  

Y. Owusu



121

  Thoughtful discussion is useful when the consenting adult’s perceptions of 
 psychiatric care are unfavorable as in the previous case but also when perceptions 
are favorable. This is illustrated in the below case: 

 Case Study: Working with Favorable Impressions 
of Psychiatric Care 

 The pharmacotherapist noticed his own relief in recognizing that he would not 
have to do much to convince this parent that the child could benefi t from a medica-
tion. In this case, the patient’s home community seemed to support the family in 
their decision. However, the pharmacotherapist was very concerned about the moth-
er’s specifi c medication request. The pharmacotherapist had noticed in his time as a 
physician that he often becomes frustrated when a parent attempts to dictate care. 
He quickly noted that in this case he would need to be vigilant for this potential 
countertransference. 

 He also was uncomfortable for more purely biologic reasons. The patient is on 
atomoxetine for ADHD, and this medication is known to have a concerning drug-
drug interaction with the requested antidepressant, fl uoxetine. This drug-drug inter-
action is less prominent with other antidepressant medications in the 
selective-serotonin-reuptake-inhibitor class including escitalopram or citalopram. 
The pharmacotherapist felt comfortable with either of these agents as an alternative 
to fl uoxetine. 

 The patient’s mother felt frustration that the pharmacotherapist declined to pre-
scribe fl uoxetine. After extensive discussion, she expressed understanding as to why 
a trial of fl uoxetine would carry risk of compromise to patient’s health in a fashion 
that was avoidable and diffi cult to justify. The pharmacotherapist presented 

 Vinh is a 15-year-old Vietnamese immigrant boy with history of ADHD well 
controlled on atomoxetine who presents to a pharmacotherapist for evaluation 
of depression. He has been in psychotherapy for several months, and his ther-
apist has referred him to a child psychiatrist for consideration of adjunctive 
medication. After extensive assessment, the child psychiatrist agrees that the 
patient could benefi t from antidepressant medication. 

 The patient and his mother agreed with the recommendation to initiate an 
antidepressant. To the pharmacotherapist’s surprise, the mother makes a 
request for a very specifi c medication. She is particularly invested in her child 
being prescribed fl uoxetine (a commonly used antidepressant). The clinician 
inquires as to why, and the mother shares that a child in their immediate cul-
tural community who is a family friend had also been suffering from depres-
sion. She had spoken to that child’s mother and she had shared that a 
psychiatric evaluation and prescription for fl uoxetine had really provided 
great improvement for that child and the family. 
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escitalopram and citalopram (other antidepressants) as alternatives to the mother 
who was grateful to have a choice of agents, if fl uoxetine could not be initiated. The 
pharmacotherapist carefully reviewed the risks and benefi ts of each medication with 
the family. He also noted the risk and benefi ts associated with declining treatment 
altogether, as he does in any consent process. The mother ultimately selected esci-
talopram because she felt her son could benefi t from treatment and because escitalo-
pram specifi cally carries an FDA indication for treatment of depression in 
adolescents just as does fl uoxetine. 

   Developmental Shifts and Autonomy     Autonomy can also refer to the level of 
direct involvement the patient has in his or her own care. This can shift over the 
developmental spectrum [ 24 ]. For example, a young child will typically have a 
limited capacity to integrate all of the complex data that goes into making a clinical 
decision. On the other hand, many adolescents can both synthesize this data and 
speak articulately about whether or not they would like to take medication and even 
specify which one, based on the information at hand. It is critical that pharmaco-
therapists seek the adolescent’s assent in  prescr  ibing a medication, though it is the 
caregiving adult who has the fi nal legal authority to consent [ 5 ]. 

 The pharmacotherapist must always assess what the patient’s level of developmen-
tal maturity is. This assessment is an ongoing process because the patient will likely 
be observed progressing in their maturity longitudinally [ 25 ]. The pharmacotherapist 
can be encouraging increased ownership and input by the young patient in the phar-
macotherapy experience over time but always appropriate to developmental level [ 5 ].   

    Combined Versus Collaborative Pharmacotherapy 

 In the opening of the chapter, the “bicultural” expression of the pharmacotherapist was 
discussed. The term “bicultural” here denotes a clinician fl uent in both the psychologi-
cal and the biological. This clinical ability is essential in the case of caring for immi-
grant children. The pharmacotherapist must employ his psychological knowledge even 
around the intricately dynamic act of medication prescribing. However, the pharmaco-
therapist will also need to determine if they would like to formally take on the role of 
psychotherapist, meeting consistently with the client in psychotherapy sessions. 

 Formally combining the role of pharmacotherapist with the role of psychothera-
pist within the same clinician can be a very effective and integrative treatment 
model. It can truly enhance a clinician’s knowledge of the patient, family, and their 
cultural background. It gives a better sense of whether medications can be helpful. 
Very rarely is a medication alone enough to offer comprehensive treatment for a 
psychological problem. The combined pharmacotherapist/psychotherapist will 
have the wherewithal to offer therapeutic intervention in areas where the medication 
may be able to offer symptom relief but may not reach the fundamental source of a 
child’s struggle. 

 There are certainly circumstances where treatment will need to be split such 
that the pharmacotherapist and the psychotherapist are two distinct clinicians. 
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Sometimes the structure of the medical system mandates these roles be delegated 
to different clinicians. Sometimes the best-fi t therapist based on an essential fac-
tor like language capability is not a prescribing mental health professional. 
Sometimes split treatment is appropriate when medication concerns are complex 
enough that spending the necessary time on discussing meds would threaten the 
time needed to fully engage the psychotherapy process. Mental health care with 
a pharmacologist and a separate psychotherapist is referred to as “split treat-
ment,” but the spirit is more accurately one of collaborative care [ 26 ]. 

 In  collaborative treatment  , clinicians must be highly communicative with each 
other [ 27 ]. Each must make efforts to remain highly informed about and engaged in 
the arm of treatment that they are not directly responsible for. Medications can carry 
profound meaning for patients and their families. The mere presence of medications 
within the treatment plan often has important impact on the patient and family’s thera-
peutic engagement. For example, the presence of medications can relieve symptoms 
to the extent that the patient is more open to engage in therapy. In other instances, the 
presence of medications can make a patient or their caregivers feel as if psychotherapy 
is redundant. These are the sorts of issues that must be explored by both the pharma-
cotherapist and the psychotherapist together as they discuss their impressions of the 
case over time and explored by each clinician with the patient themselves.  

    Special Issues in Pharmacotherapy of Immigrant Populations 

  Critical Appraisal of the Literature     The number of pediatric psychopharmacol-
ogy trials is limited. When dealing with unique populations, such as that of immi-
grant pediatric cases, the issue of research conclusion generalizability often arises. 
Medication trials rarely include subjects that refl ect the full cultural diaspora [ 1 ]. 
With that in mind, the pharmacotherapist must be prepared to discover unique treat-
ment experiences that are not always comprehensively refl ected in the literature [ 28 ].  

  Ethnopsychopharmacology     Ethnopsychopharmacology refers to the growing 
literature and practice of recognizing that variations exist in the human response 
to psychiatric  me  dications across racial and ethnic lines [ 29 ]. Pharmacotherapists 
working with immigrant youth populations should become familiar with principles 
of ethnopsychopharmacology [ 1 ]. The knowledge that differences exist in pharma-
cokinetics and pharmacodynamics based on heritable genetic variants that affect 
cultural communities can help us anticipate differential outcomes [ 20 ].  

  Complementary and Alternative Medicine (CAM)     Patients and families with 
connections to non-Western healing traditions may choose to incorporate into the 
treatment regimen  complementary and alternative medication (CAM)   agents or 
other interventions such as dietary modifi cations [ 20 ]. Pharmacotherapists should 
be prepared to inquire about these and explore the meanings infused in these treat-
ments for the patient and family [ 30 ]. Familiarity with alternative medications is 
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helpful for pharmocotherapists. The pharmacotherapist must be prepared to educate 
herself about them as she discovers the patient is using them. Just as in the inquiry 
around any other medication, it is important for the pharmocotherapist to under-
stand the hope that the patient and family have with regard to the contribution of 
these CAM agents to the treatment plan. The pharmacotherapist must consider not 
only the possible biologic drug-drug interactions, but also his/her own cultural atti-
tude toward Western medicine versus alternative treatments. Typically, pharmaco-
therapists trained in an allopathic tradition will make allopathic-style 
recommendations. If a family is more comfortable with herbal treatments, the ten-
sions that exist at this cultural juncture between allopathic and herbal medicine 
should be explored with humility [ 1 ].  

  Finances and Language     Regarding additional pragmatics of prescribing for 
immigrant families, the pharmacotherapist must consider issues such as fi nancial 
means and language [ 17 ]. Choose medications appropriate to the patient’s clinical 
needs but in addition remain informed by what the family’s fi nancial resources are. 
In child psychiatry, there are typically affordable pharmaceutical options that are 
equally as effective as their more costly counterparts [ 10 ]. As part of the practice of 
dynamic exploration in pharmacotherapy, the clinician should refl ect with the 
patient and family on any concerns about how fi nancial means will impact quality 
of care. These are often very real, honest, authentic concerns that must be acknowl-
edged in order to build a trusting treatment alliance. If appropriate and available, the 
pharmocotherapist should try to provide written materials about medications or any 
other aspects of treatment in the family’s primary language. Language interpreters 
are integral members of the clinical care team and should be utilized during appoint-
ments whenever possible [ 1 ] (Table  2 ).   

   Table 2    Clinical pearls for pharmacotherapy with immigrant families   

 • Take the time to be thorough in assessment and to appreciate that the psychosocial 
situation with its cultural infl uences can be very fl uid. An appreciation of this fl uid 
backdrop is essential for employing medications most appropriately, if at all. 

 • The formulation should precede the prescription [11]. 

 • Be prepared to offer as much education and knowledge as possible, so that patient and 
family feel informed about the medication treatments being offered or employed. Pace this 
appropriately to the needs of the family. 

 • Restore hope and infuse a sense of future wherever possible [11]. 

 • The treatment stance should always be one of understanding. Be curious about the many 
perspectives that will be at play in the pharmacotherapy treatment space. Be prepared to 
negotiate discrepancies in perspective. 
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 Adapting paper and pencil face-to-face psychotherapy 
procedures to meet the demands of the virtual and digital 
revolution paves the way forward. 

 Friedberg et al. [ 1 ] 

    Abstract 
   Immigrant youths often struggle with a variety of mental and physical challenges 
associated with moving to a new country. These challenges can be adaptively 
confronted through digital communication and information technology (CIT) 
particularly for those who are digitally native and capable of navigating elec-
tronic systems. This chapter fi rst defi nes the ways in which CIT can increase the 
reach and capability of psychotherapy when working with immigrant youth and, 
fi nally, an exploration of the potential risks and ethical issues, which may develop 
when these interventions are provided.  

  Keywords 
   Immigrant youth   •   Digital native generation   •   Communication and information 
technology   •   Psychotherapy  

       Introduction 

 Digital technologies can aid both immigrant youth and the hosting nation in facing 
the problems associated with immigration. Psychotherapy for  immigrant youth   can 
exploit the global development of  communication and information technology 
(CIT),   which has resulted in a worldwide  digital native generation  : those born 
among technology and comfortable with navigating such  sy  stems [ 2 ]. There is a 
wide variety of evidence-based treatment for anxiety, depression, and behavioral 
problems of youth using digital technology (e.g., [ 1 ,  3 – 9 ]). Additionally, the most 
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predicted innovations for therapy in the coming years include increased use of 
online self-help therapies, smartphone applications, virtual reality, and social net-
working interventions [ 10 ]. However, to date there are no studies focusing on the 
implementation of these treatments in populations of immigrant youth. This chapter 
is intended to offer suggestions for clinicians seeking to engage immigrant youth in 
therapy via CIT. 

 This chapter will defi ne CIT, the ways in which youth across the globe interact 
with it, and how  immigrant youth   can benefi t from the global access of CIT. This 
will be followed with a discussion of ways in which CIT can augment psychother-
apy, including hypothetical case examples, and potential ethical issues when intro-
ducing such systems to immigrant youth.  

     Immigrant Youth and Communication   and Information 
Technology 

 Youth who were born after 1995 are known as “Generation Z” or “the Millennials” 
[ 11 ]. This generation is often described as “digitally native,” having grown up in a 
hyper-connected world where technology is pervasive. Technology is continuously 
evolving and creating new methods of communication that are widely used by cli-
ents in their everyday lives and can be included in  psychotherapy  . In general, CIT 
includes devices such as radios, televisions, telephones, cameras, computers, tab-
lets, software applications, video cameras, video games, and any other interactive 
modes of communication [ 12 ]. 

 The ways in which immigrant youth can access the Internet impact the 
 usefulness of Internet interventions [ 13 ]. The “digital divide” is a term used to 
defi ne the differences in access and use of the Internet across cultural and socio-
economic boundaries [ 14 ,  15 ,  16 ]. While originally defi ned solely through 
access, where racial minorities, low socioeconomic status individuals, and rural 
communities had a signifi cantly lower ability to use and interact with web-based 
technologies [ 17 ], the use of Internet-connected devices have become more 
ubiquitous, and a signifi cant difference in the use of Internet technologies across 
various groups has emerged. Those with a higher source of income and higher 
levels of education often use the Internet for personal growth opportunities, for 
example, as an educational tool. Those with lower socioeconomic statuses have 
been found to use the Internet mainly for entertainment and socialization pur-
poses, limiting the benefi ts of an information-rich World Wide Web [ 13 ]. 
Another factor that impacts a person’s ability to understand and effectively 
make use of the  Internet   is the ability to speak English [ 18 ]. Homes of immi-
grants, where English is not the spoken language, have much lower access and 
usage rates of the Internet, leading to fewer resources for career opportunities 
and other areas of adaptation. The digital divide imitates inequality from the 
real world, in which English ability and racial infl uences can greatly impact a 
person’s functioning in society [ 19 ]. 

 Despite the discrepancies in  Internet usage  , state and local governments have 
increased Internet access to the public through the library system [ 20 ,  21 ]. The 
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United States library system is capable of offering Internet access to those who 
either cannot or will not acquire means of access at home. As such, the American 
government has increased the number of services available online, using librari-
ans as fi rst-stop disseminators of information regarding such services [ 20 ]. The 
utilization of libraries to access information, both public and private, on the 
Internet has increased greatly in the last decade, with natives and immigrants 
using library computers at equal rates [ 18 ]. Because technology surrounding 
Internet access is advancing at rapid rates, such access will likely reach near 
saturation in the coming year (for a more in depth discussion about immigration 
resources, see chapter “Immigrant Youth and Navigating Unique Systems of 
Treatment”). 

 Youth coupled with immigration brings about signifi cant emotional, 
 behavioral, and cognitive diffi culties [ 22 – 24 ]. However,  immigration   can foster 
personal growth if enough internal and external resources are available to assist 
in a successful transition [ 25 ]. Recent research has found that mass media serves 
as an important source in adaption for immigrant youth [ 26 – 28 ] (Durham, 2004 
as cited in Elias and Lemish [ 29 ]). More specifi cally, research shows that the 
Internet is used as a way to provide adolescents with the resources for identity 
construction [ 30 ,  31 ]. 

 For example, immigrant youth with a deep sense of loss may use the Internet 
to “reinvent” their homeland [ 29 ]. Through native country Web pages, youths 
are able to control the frequency and intensity of their relationship with the vir-
tual form of their home country, which in turn provides coping resources  during 
a time of profound insecurity and vulnerability. It has also been found that 
online chat rooms and messaging programs provide young immigrants the 
opportunity to form interpersonal connections with co-ethnic peers [ 29 ]. In this 
sense,  immigrant youth  s use the Internet as a form of coping with the loneliness 
that is characteristic during migration. These chat rooms also act as virtual sup-
port networks that can assist young immigrants facing major challenges. Besides 
providing  immigrant youth   with meaningful interpersonal connections, the 
Internet is used as a way to learn about the new host country. Host country 
 websites are common among young immigrants as a way to gain knowledge of 
cultural customs and traditions [ 29 ]. Overall, the Internet plays a large role in 
the identity construction of immigrant youth by providing them with the ability 
to experience multiple cultures at once [ 29 ]. In addition, because it allows for 
anonymous communications, the Internet offers a unique vehicle for identity 
exploration, allowing for free expression of emotions and the maturation of 
intimate relationships [ 32 ,  33 ]. 

 Immigrant youths are susceptible to many challenges in their new host country. 
A common theme that appears among most immigrants is stress related to exclu-
sion, poverty, and separation [ 34 ]. Practitioners working with  immigrant youth   
should consider the possibility of using social media as a helpful tool, as the digital 
world can infl uence self-appraisal in a positive way [ 35 ]. The  social media networks   
of the digital world can help immigrants stay in contact with their family and friends 
from their home country. Social media is used more than any other source for inter-
acting with other individuals [ 36 ], with Facebook reporting over 829 million active 
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users [ 37 ]. Social media impact how immigrant youths think, feel, and behave as 
they compare themselves to other individuals [ 36 ]. These comparisons may increase 
self-esteem for those who post positive stories and receive more encouraging com-
ments [ 38 ]. Conversely, youth may experience decreased self-esteem related to 
awareness of personal “limitations and shortcomings” [ 35 , p. 1], which has been 
linked to mood and anxiety disorders [ 39 ,  40 ]. Despite the negative social compari-
sons,  Facebook   provides users with resources for numerous help groups when faced 
with challenging emotions or feelings of negative social disconnect which can 
increase feelings of community and belonging. Social media outlets allow individu-
als to compare ideas, voice opinions, share thoughts, and receive commentary feed-
back on social views. At this time, further research is needed on the effectiveness of 
incorporating the social media of Facebook groups into the therapeutic system. 

 While the role of CIT is increasing in the lives of immigrant youth, it is important 
to consider the limitations associated with this dissemination. As stated above, a 
considerable digital divide exists between types of usage across socioeconomic 
groups. These differences, combined with the heavy bias towards Western civiliza-
tions and the English language within the Internet may hamper an  immigrant youth  ’s 
ability to engage in CIT interventions.  

     Communication and Information Technology    Resources 
in Psychotherapy   

 Although the importance of youth mental health and the prevention of disorders are 
widely recognized, a large gap remains between those seeking help and the resources 
available to them [ 41 ]. From a professional perspective, the resources available to 
treat those seeking treatment are inherently limited. Traditional interventions require 
high therapist-to-client ratios in order for psychotherapy to occur, a disadvantage 
not shared by CIT-based treatments [ 42 ]. However,  immigrant youth  s frequently 
lack the knowledge or ability to access mental health and immigration resources 
through digital technology [ 43 ]. 

 Advances in intervention delivery through technology will result in enormous 
contributions to mental and physical health and well-being [ 44 ].  Mental health 
resources   using CIT can be used either alone or in session with a therapist. These 
resources can be integrated into face-to-face psychotherapy, incorporate specifi c pro-
grams known as computer-aided psychotherapy, be used as an adjunct to therapist- 
delivered treatment, introduce telepsychotherapy, or even provide self-automated 
online help. Clinical applications that accompany technological advances allow cli-
nicians to reach clients beyond the provision of “brick and mortar” services [ 44 ]. 

 Regarding the use of CIT in psychotherapy, Friedberg et al. [ 1 ] highlighted sev-
eral reasons in favor of the utilization of smartphones, computers, and other devices 
by those who practice  cognitive behavioral therapy (CBT)  . Providing psychother-
apy via emerging technologies changes the method of service delivery [ 1 ]. Through 
the use of smartphone applications (apps), video games, and computer programs, 
therapy may become more engaging to youth because of their similarity to 
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entertainment devices [ 45 ], such as mainstream video games and handheld enter-
tainment systems. In particular, smartphones are portable, accessible, widely used, 
programmable, unobtrusive, and contain sophisticated graphic, video, audio, photo-
graphic, and text capabilities [ 46 ]. Smartphones are currently being used in every-
day life, and as technology moves to increasingly capable phones, intervention 
possibilities increase as well [ 44 ]. As an example of such new technology, video 
games capture youth interests and increase engagement in therapy, in the way board 
games have in the past. In addition, video games offer advantages over board games 
such as increased opportunity to practice “frustration tolerance, cooperation, proper 
communication, and memory/attention” skills [ 1 , p. 10]. 

 The integration of digital technology in psychotherapy can range from face-to- 
face sessions with minimal technology along a spectrum to digital self-help as 
shown in Table  1 . Face-to-face psychotherapy/telepsychotherapy consists of ses-
sions where the therapist works one-on-one with a client using minimal means of 
technology.  Digital psychotherapy   exists as a spectrum in which face-to-face ther-
apy and digital interventions that do not require direct therapist guidance combine 
to form a cohesive treatment. Digital self-help consists of primarily using technolo-
gies such as smartphone applications and online websites, with no intervention from 
a therapist. (For more information on these specifi c topics, please see content under 
specifi ed headings.)

       Integrating Technology to Face-to-Face Psychotherapy 

  Psychotherapy     , regardless of theoretical orientation or intervention type, involves a 
range of techniques used to increase client well-being. These techniques can be aug-
mented using CIT in a variety of ways. The following are examples of how to use 
CIT in order to build rapport, increase understanding in psychoeducation, aid in 
relaxation techniques, increase exposure effectiveness, and help in relapse 

   Table 1    Different levels of technology use in psychotherapy   

 Type of therapy  Defi nition 

 Amount of 
client- therapist 
contact 

 Example 
intervention 

 Face-to-face 
psychotherapy 

 Consisting of one-on-one 
treatment with a therapist 
that may include technology to 
increase contact 

 ++  Telepsychotherapy 

 Digital 
psychotherapy 

 Consisting face-to-face therapies 
combined with digital 
interventions 

 +  Camp cope-a-lot 

 Digital self-help  Primarily consisting of technology 
as a main intervention with 
minimal interaction with a 
therapist 

 −  BRAVE 

  ++ Considerable amount of client-therapist contact; + moderate amount of client-therapist contact; 
− absence of client-therapist contact  
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prevention. Hypothetical case examples are used to show methods of interacting with 
 immigrant youth  , exploiting the unique advantages offered by CIT-related 
interventions.  

    Building Rapport 

  Building rapport   with youth in therapy is essential in developing a trusting relation-
ship where the client feels comfortable talking openly with his or her therapist [ 47 ]. 
Adding CIT to therapy helps develop strong bonds with youth, increase motivation, 
and develop respect and trust between client and therapist [ 45 ]. CIT may provide a 
useful resource in developing rapport with  immigrant youth  , who are members of 
“Generation Z” and were born into  a   computerized, Internet-connected world [ 11 ]. 
Friedberg and colleagues [ 1 ] mention that traditionally therapists used board games to 
build rapport with children but that such a task can be adapted for the modern genera-
tion with video games. Video games may help youth to attend sessions both more 
regularly and actively, increase satisfaction with their treatment, enhance motivation 
for child psychotherapy, and strengthen the relationship with the therapist [ 4 ,  48 ]. 
Elliott [ 49 ] specifi cally highlights the game Minecraft (a game where players get 
unlimited resources to build a world of their own) as a way of engaging adolescents in 
an atypical manner that can allow them to learn skills such as the ability to self-defi ne 
goals in an open world format. Other methods of developing rapport include using the 
Internet in a collaborative way to understand the client’s culture and viewing the cli-
ent’s old neighborhood together through satellite mapping websites. 

 The following is an example of ways to use CIT to build rapport with an immi-
grant youth: 

 Case Study 

 Yugi is a 15-year-old Japanese male who immigrated to San Francisco Bay 
Area with his parents one month ago. Despite having learned English at a 
young age and being top of his class in Japan, Yugi is struggling in school 
due to depressive symptoms. In Japan, Yugi lived with many of his extended 
relatives, including both pairs of grandparents, aunts, uncles, and three cous-
ins close to Yugi’s age. He often played outside in his neighborhood and with 
video   game    s with cousins and friends. Using CIT, Yugi’s therapist has sev-
eral different options for establishing rapport with him.  

 One way in which the   th    erapist developed rapport and learned about Yugi’s 
cultural perspective involved using the Internet. Cultural artifacts from Japan, 
such as favorite music or television shows, were found on video sharing sites 
as a way to show the therapist different aspects of Yugi’s life. He also showed 
his family’s house, neighborhood, and favorite parts of the city on a map, 
broadening discussion beyond the computer screen. The therapist enhanced 
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     Psychoeducation 

  Psychoeducation   of a mental health disorder before beginning therapy is an impor-
tant element to further help the youth and the parent understand the symptoms, 
triggers, and resources available to improve symptoms [ 50 ]. Therapists may be able 
to engage youth and parents to increase knowledge and awareness of mental health 
disorders by providing psychoeducation  materials   through different forms of tech-
nology including smartphone applications, informative podcasts, online psychoedu-
cation, and CD-ROMS. 

 Smartphone applications can engage youth and provide information on specifi c 
diagnoses and associated symptoms through a user-friendly format [ 8 ]. Additionally, 
podcasts are becoming more readily available as a way to stream informative psy-
choeducation audio recordings about topics like specifi c disorders. Podcasts are 
easily accessible and can be used at an individual’s convenience [ 5 ]. Clients are able 
to access health-related podcasts to acquire information about a variety of topics 
[ 51 ]. Through an online website called Anxiety and Depression Association of 
America, one can fi nd a wide variety of podcasts on disorders ranging from social 
anxiety to depression in youth [ 52 ]. 

 Online-based psychoeducation allows users to tailor pace and volume of infor-
mation at their own convenience. Computer technology also has the ability to 
appear unbiased and unassociated with control and authority, which are often iden-
tifi ed with educators [ 53 ]. An example of a computer intervention is MoodGYM, 
an anxiety and depression website that provides youth with informational 
resources, thereby improving client’s overall attitudes and knowledge without the 
presence of parents or  othe  r perceived stressors [ 54 ]. It is important that therapists 
using CIT for psychoeducation purposes identify specifi c and reliable resources to 
suggest for their clients. There exists signifi cant misinformation online,  and   before 
offering psychoeducative resources, a therapist should evaluate the accuracy of 
such a resource. 

the therapeutic alliance with Yugi by incorporating video games into sessions. 
Minecraft was used within therapy to facilitate the interaction with the thera-
pist, promoting an increase in participant engagement during sessions and 
increasing the frequency of session attendance. Specifi cally, the therapist and 
Yugi worked in a collaborative way using the Minecraft metaphor to defi ne 
the steps needed to achieve his goals. Additionally, the therapist and client 
worked together in creating, through Minecraft, a world that contains differ-
ent components from both his native culture and American culture.  
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 The following is an example of ways to use CIT for psychoeducation: 

 Case Study 

 Juan is a 12-year-old Latino male who immigrated to Los Angeles, California, 
with his family a year ago. Despite being a social child back in Mexico, Juan 
is struggling with leaving his house and the care of his parents. He refuses to 
go to school by himself and is afraid he will never see his family again if he is 
separated from them. In Mexico, Juan lived with many of his extended family 
members as well as another family, totaling 20 in the household. He would 
often be very social at school and on the playground and was   se    en as a “social 
butterfl y.” At school in Mexico, Juan was at the top of his class when it came 
to typing on the computer and using the technology provided at school to fi nd 
answers for his homework. Juan oftentimes fi nds it diffi cult to “fi t in” and 
immerse himself in the games and conversations of his classmates.  

 Juan’s   therap    ist used multiple examples of CIT in psychoeducating Juan and 
his family on his current diffi culties and options for treatment. Juan showed an 
interest in using new and upcoming technology at school and at home. He 
showed engagement when on a smartphone playing a game on an application, 
so this was the best option for Juan to partake in psychoeducation and fully 
understand his symptoms and possible treatment options. MoodGYM helped 
his therapist explain the differences between experiencing helpful and unhelp-
ful anxiety. Using this program, the therapist also showed Juan how anxiety and 
habituation works to help him “fi t in” and feel more connected with his peers.  

 During a therapy session, Juan’s therapist used different CIT options such 
as a smartphone application or an Internet intervention to understand why he 
is experiencing these symptoms. It was important for Juan and his therapist to 
discuss how and why the client may be experiencing social anxiety along with 
the thoughts and behaviors behind it. It was important to use technology and 
information for psychoeducation that was easy for Juan to understand and to 
tailor the therapy for each specifi c client. Also, Juan was not an English 
speaker, and the therapist had to take into consideration language abilities and 
different CIT psychoeducation options in his native language so that Juan and 
his family could clearly understand his symptoms, causes, and treatments 
available for his social anxiety. 

     Technology and Relaxation Strategies 

  Relaxation training (RT)   has been found to be an effective method for reducing 
psychological problems in youth [ 55 ]. Stress and anxiety reduction and improved 
self-esteem and self-concept are just a few of the benefi ts of RT. More recently, 
innovative forms of RT have been created to engage youth through the use of 
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technology [ 3 ]. From  vid  eogames to phone apps, technology-enhanced relaxation 
techniques can be used to treat anxiety-related issues in immigrant youth. For exam-
ple, a number of studies have found that playing classical music and nature sounds 
for even just a small amount of time, such as in 5-min intervals, signifi cantly reduces 
heart rate and blood pressure associated with mental stress [ 56 – 58 ]. Similar to 
applications that play relaxing music are audio CDs designed for relaxation. 
According to Chu et al. [ 45 ], relaxation CDs can effectively reduce anxiety in youth 
due to motivational increases and the ability to be played outside of session repeat-
edly. Another advantage is that CDs do not require the presence of a therapist and 
can be used for practicing when the client is at home. 

 The following is an example of ways to use CIT for relaxation training: 

 Case Study 

 Imelda is a 13-year-old Filipino female who immigrated to Southern California 
approximately 6 months ago. She currently lives with her aunt, uncle, and two 
cousins; they have been US residents for a decade. In school, Imelda is academi-
cally strong but suffers socially. She has low self-esteem which prevents her from 
reaching out to others and making friends. Additionally, Imelda’s high levels of 
anxiety make it diffi cult to hold conversations with peers. Therapists can use 
several technology-based relaxation techniques to address Imelda’s problems. 

 Imelda and her therapist used Internet radio apps to fi nd a number of relaxing 
stations for her to use when feeling stressed. Another similar app they used was 
“Feel Good” which is specifi cally designed as a relaxing break from a daily rou-
tine. This application used music coupled with relaxing imagery to induce calm-
ness. Introducing Imelda to relaxation apps and instructing her on their use helped 
to ease some cognitive and physical symptoms associated with her anxiety. 

 Audio CDs were a good option for Imelda because she practiced regulating 
her anxiety independently at home and transferred that knowledge to her 
school setting. 

 A less conventional form of technology that used for RT with Imelda were 
video games. Currently there are a number of biofeedback video games that 
train youth to recognize and manipulate their body’s physiological responses to 
anxiety and stress. Imelda played The Journey to Wild Divine, which taught her 
breathing skills and muscle relaxation by measuring heart rate and skin con-
ductance levels, resulting in signifi cant reductions in anxiety symptoms. This 
technology was useful in training Imelda to overcome her anxiety symptoms 
when in social situations, thus improving her self-concept and social skills. 

 Incorporating technology into relaxation techniques with youth has been shown 
to be an effective form of alleviating anxiety, stress, and self-esteem problems. 
However, relaxation is a term that is strongly tied to culture. For example, a study 
by Yeh and Inose [ 24 ] found that Korean immigrant youths are more likely to seek 

Information Systems and Technology



136

religious services as a method of coping as compared to other immigrants of East 
Asian descent. An important aspect for therapists to consider when working with 
immigrant youth is fi nding a culturally appropriate way of employing technology.  

    Cognitive Restructuring 

  Cognitive restructuring   helps to reduce negative provoking “self-talk” and helps 
youth build stronger coping strategies [ 59 , p. 122]. Therapists challenge negative 
thinking by questioning the evidence behind these thoughts, challenging erroneous 
beliefs, using repeated exposure to feared situations [ 60 ], and continuously engag-
ing youth in the process [ 59 ]. The use of the Internet may assist psychotherapists to 
challenge an immigrant youth’s maladaptive thinking, especially with misconcep-
tion of ideas and beliefs, by providing an effective way to fi nd information, data, 
and resources regarding their beliefs. 

 The following is an example of ways to use CIT for cognitive restructuring: 

 Case Study 

 Aadita is a 17-year-old female from Jaipur, India, who moved to New York 
with her family a year ago. She has been experiencing anxiety symptoms that 
began a month ago after watching a new popular zombie movie. Her symp-
toms have progressively worsened, interfere with her ability to do her school 
work, and caused her to miss a month of school. Aadita fears that zombies are 
going to attack her and her family, especially during the night when she goes 
to sleep. She knows these fears are irrational, but she cannot help feeling ner-
vous and tense; she keeps imagining the grotesque zombies will eat her. 

 By using the Internet, her therapist helped Aadita to challenge her maladaptive 
thoughts. Aadita searched for online images and videos of zombie makeup trans-
formation. The Internet provided many documentaries about the making of zom-
bie movies and the hours of training on how to behave like a zombie. Aadita and 
her therapist also created their own avatar zombies using a website/smartphone 
application called ZombieMe.com: a free program that creates a monster or zom-
bie using an image of your own face. By learning of the story behind developing 
monster movies and the effects employed by the zombie movie, Aadita helped 
recognize the people behind the makeup and visual effects that terrifi ed her. 

 Additionally, the therapist worked together with Aadita in setting remind-
ers on her mobile phone with questions to challenge her thoughts. Questions 
included: Is thinking about zombies helpful? Are my thoughts about zombies 
realistic? What evidence is there for and against the existence of zombies? 
What did I learn about zombies that that makes me feel better? What can I say 
to myself that will help me remain calm? 

E. Bunge et al.



137

     CIT for Exposure 

 Engagement in hierarchy-based exposure tasks is often considered the most impor-
tant component of the treatment of anxiety disorders [ 61 ,  62 ]. During treatment 
with exposure, youths face their fears while developing adaptive behavior in 
response to a feared stimulus or situation [ 63 ]. CIT has the ability to effectively treat 
anxiety and phobia disorders through exposure exercises. 

 Using the  Internet t  o deliver cognitive behavioral therapy interventions has been 
found to be effective in the treatment of children with specifi c phobia [ 9 ]. With adult 
populations, Internet-based exposure therapies have been found to reduce symptoms 
related to several anxiety disorders and obsessive-compulsive disorder [ 64 – 68 ]. Internet 
studies have found effects maintained over time, especially in participants that have 
access to treatment material after the study has ended [ 69 ]. Additionally, Andersson 
and colleagues [ 66 ] found that Internet-guided exposure can be accomplished without 
meeting face-to-face using four Internet and video modules that present methods for 
fi nding and interacting with feared stimuli in graduated levels of exposure. 

  Migration stressors   have shown to increase the risk for both depressive and anxi-
ety symptoms [ 70 ]. For example, Latino immigrant adolescents in families with 
undocumented members, where identifi cation could have consequences including 
arrest or deportation, are at higher risk of anxiety [ 70 ,  71 ]. In these cases, treatment 
using the Internet or other distanced communication technologies could be an alter-
native to traditional face-to-face therapy in order to lessen immigrant status anxiety. 
However, care should be taken to avoid overexposure when away from the relative 
safety of the therapist’s presence. 

 The following is an example of ways to use CIT for exposure: 

 Case Study 

 Sofi a is a 14-year-old Haitian girl who moved to Massachusetts to live with 
her father, who is an undocumented immigrant. She recently told the school 
counselor that she has been unable to meet with friends who live in wooded 
areas, indicating symptoms of specifi c phobia to bears, which are not native to 
Haiti. She admits that therapy would be helpful for her, but is hesitant due to 
her father’s immigration status. 

 In Sofi a’s case, her therapist used Internet modules which begin with pic-
tures of bears, before moving to videos, and eventually a visit to a zoo or 
guided wildlife refuge tours to interact with real bears in safe situations. These 
Internet-guided exposure modules were effective in reducing Sofi a’s anxiety 
symptoms. In addition, conducting her exposure therapy via  the Internet allowed 
Sofi a to distance herself from the therapist, thereby alleviating her worries 
surrounding her father’s immigration status.  
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 Virtual reality is another way that exposure therapy can help clients deal with the 
anxiety of unknown stimuli and situations.  Virtual reality exposure (VRE)   used for 
anxiety and phobias allows clients to control the level of exposure without sacrifi c-
ing the alliance with their therapist.  VRE   assists clinicians with motivation and 
provides the same support and problem-solving coping skills as traditional in vivo 
or imagined exposure procedures. There is limited research with youth, but VRE 
has shown to be just as effective in treatment outcome as with adults in traditional 
exposure interventions [ 45 ]. The barriers to use for virtual reality have drastically 
lowered in recent years, such as cardboard headsets that can be placed over a smart-
phone screen, increasing the viability of VRE as a therapeutic intervention.  

    Relapse Prevention 

 A critical component of psychological intervention is the maintenance of therapeu-
tic gains or  relapse prevention (RP).   The main objective of  RP   is to facilitate life-
style changes that will reduce the risk of future psychological stress by reinforcing 
the achieved goals and consolidating what has been learned [ 72 ]. CIT can help cli-
ents to retain learned skills and achievements by creating fun and engaging stories, 
advertisements, movies, and drawings [ 73 ]. 

 The following is an example of ways to use CIT for relapse prevention: 

 Case Study 

 Carlos is a 10-year-old Mexican boy who migrated from Jalisco to Los 
Angeles (LA) approximately 1 year ago. Carlos lives with his mother and 
three sisters in a small apartment in East LA. He exhibited frequent angry 
outbursts both at school and home. Carlos had social integration diffi culties 
and on several occasions initiated physical fi ghts related to antiforeigner sen-
timent. After working with a psychotherapist, Carlos has increased his social 
and anger management skills. Now, in the fi nal sessions of therapy, there are 
several techniques that Carlos can use to maintain his new skills. 

 A study by Rooney et al. [ 74  ] found that youth can improve attentional skills 
through self-recording, thereby increasing the ability to learn and maintain new 
skills. Instructing Carlos to enact and describe specifi c treatment models will 
reinforce his newly acquired skills and serve as a reference should he forget was 
learned in therapy. Furthermore, video recording will provide Carlos with an 
engrossing learning activity that promotes pride. Carlos’ recording can act as a 
“trophy” that visually illustrates his accomplishments in therapy [  75  ].  

 Carlos can also maintain therapeutic solutions through the utilization of 
visual aids which are an effective form of improving decision-making and 
reducing unwanted behaviors [ 43  ]. With the therapist, Carlos can create a 
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 Although often overlooked, RP is an important part of any intervention. RP prepares 
the client for situations that he or she may face when no longer in session [ 59 ]. 
Integrating CIT is a useful resource in reinforcing therapeutic gains and fostering 
ongoing learning. Additionally, the use of technology is an interactive way to engage 
immigrant youth in tasks that may otherwise seem mundane.  

    Telepsychotherapy 

  Telepsychotherapy i  s the use of electronic media, telephone (landlines or cellular), 
and videoconferencing as a means of delivering psychotherapeutic services [ 6 ]. 
Telepsychotherapy provides a psychotherapist and  immigrant youth   a way to con-
duct therapeutic sessions from different locations when access to healthcare provid-
ers is limited because of remote geographical locations or lack of public transportation 
[ 76 ,  77 ]. Immigrant youth may also benefi t from telepsychotherapy by minimizing 
time and travel expenses [ 78 ,  79 ]. For example, they could contact therapists still 
residing in their home country or culture. In particular, youth are more likely to 
engage via video conferencing, thereby reducing anxiety and barriers to treatment 
[ 78 ,  79 ]. Although t elepsychotherapy   may be a convenient modality for immigrant 
youth when in-person sessions are not feasible, there are also several risks involved 
(see section “Ethical Considerations”).  

    Digital Psychotherapy 

  Digital psychotherapy   is designed to enhance therapist- clie  nt sessions using various 
forms of technology such as computer programs, smartphone apps, or online inter-
ventions (previously defi ned as Computer Assisted Psychotherapy—Write, 2008; 
for a review, see Cucciare and Weingardt [ 80 ]). This type of psychotherapy can be 
tailored for each specifi c client based on severity of disorder and necessity of face-
to-face contact with clinicians [ 81 ] while still allowing client and therapist to meet, 
build a therapeutic relationship, and discuss diffi cult issues that a client may tend to 
avoid when using a computer program [ 81 ]. An example of this is a CD-ROM 
called Camp Cope-A-Lot for treating anxiety disorders in youth [ 82 ]. This program 
incorporates video game levels and kid-friendly graphics to promote interactive 

fl owchart where he can identify trigger scenarios and identify the appropriate 
coping skills learned in therapy. The fl owchart provides Carlos access to reac-
tive strategies that can maintain newly acquired skills and reduce relapse 
rates. Computer programs and online chart generators easily create clear and 
concise “roadmaps” that Carlos can use to successfully interact outside of 
therapy. Incorporating a computer will keep Carlos engaged in the task while 
simultaneously providing him with a tool for learning.  
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participation and simplistic maintenance and reduction of symptoms and negative 
coping mechanisms. This digital program in complement to face-to-face psycho-
therapy has been found to be effective in the reduction of anxiety and increased 
overall functioning [ 82 ]. As the main character of the program is a cat, this may 
allow youth of diverse ethnic backgrounds to identify with it.  

    Digital Self-Help 

  Digital self-help   interventions are treatments operationalized and adapted for Web 
 or   mobile device delivery without the presence of the therapist (Adapted from 
Muñoz [ 42 ]). Although no digital self-help interventions have been tested with 
immigrant youth, they may be useful and effective in reducing and preventing 
 disorders such as depression and anxiety. Two examples of such programs are 
CATCH-IT and BRAVE. CATCH-IT is a preventative Internet-based intervention 
that targets depression in adolescents using 14 CBT modules, which are designed to 
increase motivation by decreasing maladaptive behaviors [ 83 ]. BRAVE is a CBT-
based program for youth with anxiety disorders delivered entirely via the Internet 
and is effective in reducing anxiety symptoms in adolescents [ 84 ]. For a review on 
digital self-help interventions, see Richardson et al. [ 85 ]. 

 Digital psychotherapy and digital self-help interventions are easy to access at the 
convenience of immigrant youth, who may not have the fi nances or transportation 
to visit and pay for a therapist [ 81 ]. Also, digital interventions reduce the stigma of 
seeing a traditional therapist and can be done in privacy of their own home [ 84 ]. As 
such, these evidence-based digital interventions may be a viable option for psycho-
logical treatment of disorders in immigrant youth.  

    Ethical Considerations 

 Several ethical considerations must be addressed as the fi eld of psychotherapy 
moves towards CIT utilization.  The American Psychological Association   issued a 
comprehensive report in July 2013 elaborating ethical guidelines for conducting 
telepsychotherapy which include competency with associated technologies (e.g., 
computers, mobile phones, etc.), confi dentiality of information, electronic privacy, 
and informed consent (APA [ 86 ]). The APA states that psychologists seeking to 
communicate via the Internet or phone calls must understand the risks and benefi ts 
of the related communication method. For example, Internet and mobile phone 
communication can allow for interaction over long distances, but therapists must be 
wary of potential Internet outages or dropped calls. The APA also warns that thera-
pists need to be aware of encryption and data security, highlighting that confi denti-
ality and privacy on the Internet and in phone calls cannot be guaranteed. Clients 
need to be aware of these risks to telepsychotherapy and the information must be 
included in informed consent [ 86 ]. 

 The  Division 29 Task Force  , responsible for the advancement of psychotherapy, 
recommends that, as a fi rst step, psychotherapists should check with their state laws 
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regarding the regulations of telepsychotherapy. Also, should the client reside in a 
different state, the psychotherapist must check with the state licensing board to 
make sure both states approve the use of telepsychotherapy. Another major concern 
is the decrease in the psychotherapist’s control over the environmental settings, 
interpersonal dynamics, and building rapport [ 78 ,  79 ]. Similar to other therapeutic 
modalities, challenges of working with immigrant youth using telepsychotherapy 
include cultural differences, language barriers, prejudice, preparing therapists to 
accommodate differences, effi cacy, and effectiveness versus the costs [ 79 ,  87 ]. 
There are many skeptics to the idea of therapy through the use of telecommunica-
tion. Deen and colleagues [ 76 ] mention that telepsychotherapy is a better option 
than a potential client receiving no health services. It is important that clients are 
properly informed of their rights and limits to confi dentiality when under the care of 
a psychotherapist who practices telepsychotherapy.  

    Conclusions 

 Immigrant youth may face a wide spectrum of physical and psychological barriers 
as they transition to their new host country and cultural surroundings. CIT may be 
benefi cial for immigrant youth by providing resources for health-related services to 
promote cultural, social, physical, and psychological adaptation [ 34 ,  88 ]. There are 
four ways that CIT may help in adaptation: through utilizing social media, by 
enhancing face-to-face psychotherapy/telepsychotherapy, including digital inter-
ventions into psychotherapy, and providing digital self-help resources. Social media 
may enhance the adjustment to the new culture and provide a social connection 
between the immigrant youth and those he or she left behind [ 29 ]. CIT may help in 
every phase of face-to-face psychotherapy, customizing interactions with digitally 
native immigrant youth [ 29 ,  66 ,  89 ,  90 ]. In digital psychotherapy, there is therapist 
involvement in digital interventions such as captivating computer programs and 
smartphone apps [ 90 ]. Digital self-help treatment is operationalized in adapted Web 
and mobile applications without therapist involvement [ 84 ]. Finally, CIT is a con-
stantly evolving fi eld, which can help break down migration barriers and provide 
generationally adaptive mental health resources for immigrant youth.     
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    Abstract 
   In this chapter we focus on the treatment needs of forcibly displaced children and 
young people. Forcibly displaced children are heterogeneous in regard to their 
premigration histories, their journeys to resettlement countries, and the experi-
ences they face after arrival in a host country. Such children come from a diverse 
range of cultural backgrounds, and these factors in concert with current resettle-
ment stressors create a number of challenges in identifying and implementing 
effective interventions and care pathways. Many forcibly displaced children do 
not cross international borders and face different circumstances. This chapter 
will highlight key features and challenges of various service delivery models in 
both low- and high-income settings for internally displaced children and those 
seeking asylum in a host country and consider how resource differences infl u-
ence provision and sustainability. Case examples illustrating some of these mod-
els of interventions will be presented.  
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        Introduction 

 It is vital to respect and harness the resilience and resourcefulness of forcibly displaced 
young people and their families and recognize that ultimately adaptation and positive 
mental health, rather than psychological diffi culty, are the normative outcomes [ 1 ]. The 
evidence base for forcibly displaced children, especially those outside the high-income 
context, is limited, both with regard to reliable prevalence estimates for psychological 
diffi culty [ 2 ,  3 ] and most particularly with regard to effective mental health treatments. 

 The global burden of forced displacement falls most heavily on the countries 
least equipped to provide for refugees’ needs. Failed asylum seekers, undocumented 
migrants, unaccompanied young people, and the internally displaced are particu-
larly vulnerable populations, who often live in areas with poor mental health provi-
sion, and if services do exist, their needs are often poorly met, if they are able to 
access services at all [ 4 ,  5 ]. There is no “ideal” model of service delivery, given the 
different contexts across the globe in  conjunction   with a rapidly fl uctuating refugee 
population with exposures to different potentially traumatic events. Therefore, a 
fl exible and responsive approach in service provision and a willingness to adapt and 
innovate locally is essential, while also recognizing that service redesign is an inter-
vention in itself and requires evaluation of its impact on outcomes. In high-income 
contexts, differences relate primarily to specialist or generalist teams and whether 
they are based in clinics, communities, or schools. In low-income contexts, the key 
challenge lies in achieving sustainable provision through building local expertise. 

 Legal systems in most countries create an artifi cial dichotomy between individu-
als seeking asylum and other  migrant  s, who are commonly viewed as seeking a 
more favorable economic situation, rather than fl eeing situations of organized vio-
lence and persecution [ 6 ]. However, the reality is far more complex, and migrants 
represent all hues of the spectrum, from those who have experienced multiple trau-
matic events on a background of longstanding adversity, to those who move through 
free choice from one affl uent state to another [ 6 ]. For all immigrants, there are 
common threads of cultural and linguistic adaptation and adjusting to loss of rela-
tionships, community, social status, and the sense and place of “home.” 

 For the purposes of this chapter, we will explore the treatment considerations of 
a vulnerable subgroup of the migrant population: forcibly displaced children and 
adolescents. Not all forcibly displaced people seek asylum, and of those who do 
seek asylum, relatively few are ultimately granted refugee status. Whether or not 
they are recognized as refugees in legal terms, from a clinician’s perspective, these 
young people are all likely to experience similar challenges as survivors of displace-
ment, often accompanied by witnessing disturbing events and further compounded 
by socioeconomic deprivation. These challenges are discussed further in chapters 
“Immigrant Youth Life Stressors”, “Trauma and Acculturative Stress”, and 
“Immigrant Youth and Navigating Unique Systems of Treatment.” This chapter will 
discuss issues relevant for all forcibly displaced young people; however, the term 
refugee will be used throughout, regardless of legal status. Case examples are used 
throughout the chapter to optimize the relevance for practicing clinicians, and the 
key messages for practice are highlighted in the text following each case.  
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    Resettlement in the Global Context 

 The year 2014 saw a continuing refugee crisis, with levels of forcible displacement 
reaching 59.5 million, the highest on record since comprehensive statistics on forced 
displacement have been gathered [ 7 ]. Low- and middle-income countries (LMIC) 
provided asylum to 86 % of the world’s refugees, and eight out of the top ten coun-
tries receiving  asylum seeker  s were themselves experiencing war, confl ict, or gross 
human rights violations. Using data from the UNHCR [ 7 ]  Global Trends 2014 
Report  , the highest refugee-generating countries were Syria, Afghanistan, and 
Somalia and the countries accepting the most refugees were Turkey, Pakistan, and 
Lebanon (see Table  1 ).

   Refugees can experience further  stressful events   during their migration journeys, 
and these have been documented to include interpersonal violence, exploitation and 
sexual abuse, hunger, and exhaustion, which, compounded by displacement and 
loss of a familiar environment, exposes them to cumulative risks to their physical, 
emotional, and social development [ 3 ]. This is exacerbated for unaccompanied chil-
dren who, without the important psychological buffer provided by parental fi gures, 
can be at particular risk of signifi cant psychological diffi culties [ 8 ]. The impact of 
such events is explored extensively in chapters “Immigrant Youth Life Stressors” 
and “Trauma and Acculturative Stress.” 

 Low-income countries, which receive the highest infl ux of refugees, unless sup-
ported by international humanitarian organizations, rarely have the resources or the 
means needed to set up formal refugee camps, much less to integrate new arrivals 
within existing communities. As a result, many refugees live in huge overcrowded 
informal settlements without adequate infrastructure, schools, water, sanitation, 
and electricity. However, the UNHCR is beginning to recognize the need to treat 
camps as longer-term developments rather than informal, transient settlements. 
Organic development of informal camps driven by refugees is taking place, for 
example, at Zaatari, a refugee camp home to approximately 85,000 Syrians in 
Jordan, which is becoming an informal city with a growing economy [ 9 ]. Many 

   Table 1    Top 10 highest refugee-generating and refugee-receiving countries by the end of 2014 
[ 7 ]   

 Highest refugee-generating countries  Highest refugee-receiving countries 

 Syrian Arab Rep. (3.9 million)  Turkey (1.6 million) 

 Afghanistan (2.6 million)  Pakistan (1.5 million) 

 Somalia (1.11 million)  Lebanon (1.15 million) 

 Sudan (666,000)  Islamic Rep. of Iran (5.2 million) 

 South Sudan (616,200)  Ethiopia (659,500) 

 Dem. Rep. of the Congo (516,800)  Jordon (654,100) 

 Myanmar (479,000)  Kenya (551,400) 

 Central African Rep. (412,000)  Chad (452,900) 

 Iraq (369,900)  Uganda (385,500) 

 Eritrea (363,100)  China (301,000) 
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refugees live in  informal   refugee camps without any possibility of cultivating land, 
seeking employment opportunities, or an education, due to state-imposed restric-
tions [ 10 ]. Such living conditions can contribute to psychological diffi culties for the 
growing numbers of children who face poor health and malnutrition, limited educa-
tion, parents unable or not permitted to work, and increased exposure to abuse and 
violence in the context of extreme family and community stress [ 3 ,  11 ]. 

 Confl ict not only has direct effects on mental health, but also contributes to psy-
chological distress indirectly through cumulative daily hassles [ 12 ]. Taking these 
factors into consideration, Miller and Rasmussen discussed how interventions 
should be implemented. They suggest that the fi rst level of intervention is at the 
 psychosocial level  , seeking to reduce daily diffi culties such as violence, malnutri-
tion, and demoralization, which will have a substantial impact on psychological 
distress for many affected people. Those who remain severely affected or trauma-
tized despite such psychosocial approaches can then be identifi ed for individually 
targeted psychological interventions. 

 The enormity of the challenges in LMIC settings should not inure us to the dif-
fi culties encountered in high-income settings, where children must learn a new lan-
guage, acculturate to complex societies often alongside exposure to “anti-asylum” 
sentiment and social isolation [ 13 ]. Some of the vulnerabilities, and similarities or 
differences between HIC (high-income country) and LMIC (low- and middle- 
income country) contexts, are illustrated in Fig.  1 , while Case 1 shows the extreme 
adversity faced by failed asylum seekers in the HIC  context  .
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Pre- and post-
migration 
traumatic events

Repeated 
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Language and 
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  Fig. 1           
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  Marie is an 18-year-old Congolese woman who arrived in the UK as an unac-
companied asylum seeker, at the age of 15. Her asylum claim was rejected 
when she reached the age of 18, and she has exhausted all her rights of appeal. 
She has been told she must leave the host country but sleeps on her friend 
Emma’s sofa in exchange for childcare, cooking, and cleaning. Marie is fright-
ened that the authorities will fi nd her. Before her appeal failed, she had received 
intermitted support for depression and PTSD from health services, but the 
uncertainty of her asylum status and place of residence had meant she had not 
felt ready to undertake trauma- focused psychological therapy. Emma is con-
cerned that Marie is very low in mood, but she can no longer access the mental 
health clinic as she now has no rights to non-emergency care. She refuses to 
see a doctor in any case, for fear they will report her to the immigration author-
ities, so she has no further access to antidepressants. Marie accepts attending 
a refugee charity for confi dential counseling, but does not seem any better.  

 The situation of those who have exhausted the appeals process in HIC but still 
feel unsafe or unwilling to return to their country can be particularly desperate. Not 
only do they live with the threat of removal and social deprivation, but they are also 
unable to access basic care, as illustrated in Case Example 1. 

 Government policies for the treatment of asylum-seeking children are fraught 
with diffi culties, and children suffer the consequences of the declined immigration 
applications of their parents. For example, in the UK, if families refuse to cooperate 
with deportation, children may be forced to separate from their parents and taken 
into care by social services. The potential implications for children as a result of 
destitution and separation from their family has not yet been widely explored, but 
such policies are clearly of concern in their potential negative impact on child and 
adult mental health [ 14 ]. 

  Immigrant   and refugee populations have often experienced prolonged separation 
from key family members, with some studies reporting that up to 85 % of immigrant 
adolescents have experienced separation from their parents [ 15 ]. These separations 
can be for different reasons including fi nancial restrictions and complex immigra-
tion policies [ 16 ]. Some children might  remain   with extended families, while others 
might be placed with unfamiliar caregivers. In 2011, as a result of parent deporta-
tion or arrest over immigration disputes in the USA, over 5000 children were placed 
in foster care [ 17 ], while parents were forced to return to their country of origin to 
apply for permanent residence, often taking months or years before being allowed 
to return [ 18 ]. The subsequent reunifi cations can be fraught with diffi culties [ 15 , 
 19 – 22 ]. Recent US legislation has sought to improve children’s welfare by enabling 
applications to be submitted within the USA [ 18 ] and introducing a fast-track pro-
cess for family immigration [ 23 ]. While this legislation is an important step, a sub-
stantial number of children still experience prolonged separation, not only in the 

       Case Study 1: The Situation of Failed Asylum Seekers 
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USA, but across the globe [ 24 ]. Although there is longitudinal data from non- 
 refugee    migrant   young people indicating that the impact of parental separation may 
be a short-to medium-term rather than long-term risk factor for psychological dif-
fi culty [ 25 ], it is important to note that the reasons for parental separation and likeli-
hood of maintaining some form of contact or achieving reunifi cation with parents 
often differ  between   migrant and unaccompanied asylum-seeking populations. This 
limits the relevance of fi ndings from existing research on non-refugee migrant pop-
ulations in relation to young refugees. 

    Challenges 

    Prevalence of Mental Health Problems 
 The most common mental health problems among forcibly displaced young people 
are anxiety, depression, and a range of responses to potentially  traumatic events  , 
including PTSD [ 26 ]. Their caregivers are also at elevated risk of the same conditions, 
and caregiver and child mental health show an interrelationship in refugee popula-
tions as in other spheres [ 2 ]. Estimates of prevalence vary substantially depending 
upon the population studied. Rates are affected by prior rates of psychological diffi -
culty and exposure to adversity, the nature and degree of previous exposure to poten-
tially traumatic events ( PTEs  ), and the prevailing conditions after migration, most 
particularly further exposure to adversity, instability, and PTEs [ 2 ,  3 ].  

     Risk and Protective Factors   
 The prevalence of anxiety, depression, and PTEs among young refugees is generally 
substantially higher than their peers in host populations, given the different balance of 
risk and protective factors between the two populations. These risk and protective fac-
tors were explored in paired systematic reviews, with differences across HIC and LMIC 
contexts highlighted [ 2 ,  3 ]. Child and parent exposure to premigration violence, child 
exposure to post-migration violence, changes of residence, perceived discrimination, 
being unaccompanied, and being female were identifi ed as risk factors for poor mental 
health in studies in HIC [ 2 ]. Family cohesion, social support, a positive school experi-
ence, and same ethnic-origin foster care were associated with better mental health. In 
LMIC, exposure to premigration violence, settlement in a refugee camp rather than 
within a host community, and internal displacement were found to be risk factors; as in 
host populations, females were at elevated risk for internalizing problems and males for 
externalizing problems [ 3 ]. Children who left a country with active confl ict and were 
subsequently repatriated fared better than those who remained in the confl ict situation, 
but there is a lack of evidence on whether such children would fare better remaining in 
the host country than being repatriated. The latter is a complex question which requires 
an assessment of the balance between the disadvantages of further social, educational, 
and economic disruption by repatriation, versus the advantages of returning to a familiar 
cultural and linguistic environment; this balance may well differ depending upon length 
of time in the host country and the stability and conditions of the country of origin, and 
moreover the balance of risk and benefi t may differ between parents and children, who 
vary in their adaptability  to   new environments.  
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     Mental Health Needs Over Time   
 Health needs and therefore service provision may need to differ for newly arrived 
populations compared to longer-term resettled young people. Challenges in the pro-
vision of care for new arrivals are a high burden of distress from recent traumatic 
events, a lack of familiarity with the language and local systems, and the uninten-
tionally inappropriate use of health systems to seek help with social and legal prob-
lems. Moreover, there are frequent changes in the predominant countries of origin 
for asylum seekers, depending on the world political situation. This can affect the 
availability and quality of interpreters for consultations and clinician familiarity 
with appropriate cultural adaptations of care. Over the long term, prolonged uncer-
tainty and ongoing social exclusion can exert negative effects on mental health, 
particularly when occurring in the context of adolescent identity development. 

 Longitudinal studies are particularly challenging for highly mobile populations 
such as refugees. Those studies which have been completed indicate that the burden 
of psychological diffi culty seems to reduce over time [ 27 ], and most young people 
have positive outcomes [ 28 ,  29 ]. Behavioral problems and substance misuse are 
low, and most young people successfully enter education or employment [ 29 ]. 
While post-migration stressors seem to be of particular signifi cance for longer-term 
mental health compared to premigration experiences [ 30 ,  31 ], premigration trau-
matic events do still exert infl uence, especially on post-traumatic  rather   than depres-
sive symptoms [ 28 ,  29 ].    

    Case Study 2: Challenges of Care for Unaccompanied 
Young People    

  Fahmo is a 17-year-old orphan from Somalia, a practicing Muslim, who 
arrived in the UK as an unaccompanied asylum seeker. Fahmo arrived in the 
UK 3 years ago, at age 14, with her cousin, a Somali with British citizenship. 
Fahmo was abandoned shortly after arrival and placed in foster care with a 
white British family and enrolled in a secondary school in a small town with 
very few asylum seekers. The school had little support for new arrivals, so she 
was placed into mainstream classes despite speaking very little English and 
having little formal education. She felt “stupid” and was teased for wearing a 
headscarf; she felt unsafe at school and retaliated with verbally threatening 
behavior to classmates and carers.  

  Fahmo’s foster placement broke down because of her behavior and she was 
moved to an emergency placement with another family in a large city. Her 
new foster mother, although not Muslim, took her to the mosque and Somali 
cultural center. Fahmo was placed in a new school where many students were 
migrants and had interventions in place to support these children to integrate 
at school. For example, Fahmo was “buddied” with a girl whose family had 
arrived 10 years earlier from Somalia, enabling her to join a wider friendship 
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group. The school also had dedicated language support staff, who gradually 
integrated her into mainstream classes with the support of a teaching assistant. 
Fahmo’s academic performance improved, although she still struggled with 
sleep, concentration, and motivation and often seemed distracted. Fahmo 
eventually accepted the offer of therapy sessions with the school counselor 
and began to develop a trusting relationship. She stopped wearing her heads-
carf and reduced attendance at the mosque and dressed similar to her new 
white and acculturated Somali friends.  

  One year later she was moved again to a Somali placement in a nearby 
town, as her foster family had only intended to offer an emergency placement. 
Fahmo needed to move school and end the counseling sessions due to dis-
tance. She found the new foster parents conservative and felt pressure to 
attend the mosque and dress more traditionally. Her behavior became increas-
ingly challenging, and she was suspended from school for taking drugs. The 
pastoral support teacher had concerns that Fahmo might be experiencing 
symptoms of post- traumatic stress disorder. He tried to encourage Fahmo to 
accept a referral to child and adolescent mental health service,      but she refused, 
saying there was no point, as she would only be moved somewhere else.  

 Chapter “School-Based Interventions” of this text by Miller, Bixby, and Ellis, 
offers an overview of tiered services operating in some schools. This case illustrates 
how different levels of intervention may be required at different stages of a young 
person’s recovery. Case Example 2 illustrates how diffi cult repeated moves, although 
sometimes unavoidable, can have profound implications for mental health, particu-
larly when young people are navigating the parallel challenges of moving on from 
a traumatic past, while simultaneously developing their identity and integrating into 
a new context. For young people already struggling to trust others, residential dis-
ruption can rapidly exhaust any remaining motivation to build new relationships 
with peers, care providers, and professionals or to engage in services that are 
offered. Such moves can also impact professionals’ views and the services offered; 
they may become disheartened after being rendered unable to complete a course of 
therapy and may be reluctant to offer any interventions requiring a sustained com-
mitment such as trauma- focused   work, where environmental stability is important 
to safe and successful treatment. 

    Solutions 

   Principles of  Mental Health    Intervention   
 The majority of studies on risks for mental health problems have identifi ed 
individual- level risk factors, with much less exploration of factors operating at fam-
ily, community, and societal levels [ 2 ,  3 ]. These limitations in the evidence base are 
unfortunate, given the increasing recognition of the potential benefi ts of multimodal 
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 interventions  , which could be better targeted with a more nuanced understanding of 
risks beyond the individual domain for each child. A multimodal intervention could, 
for example, address a range of problems infl uencing the young person negatively 
including psychological health, socioeconomic adversity, physical health, and com-
munity integration [ 32 ,  33 ]. Multimodal interventions targeting social and  family 
  adversity and structural inequalities, through community- or school-based interven-
tion, offer promise, as discussed in Tyrer and Fazel [ 33 ] and Fazel et al. [ 34 ], a 
review of school-based interventions in low-income countries, many of which 
addressed the needs of refugee children. 

 However, such interventions may have different effects depending upon the context 
in which they are applied. For example, the  classroom-based intervention (CBI)   for 
children exposed to potentially traumatic events had differing results when evaluated 
in Burundi [ 35 ], Indonesia [ 36 ], Nepal [ 37 ], and Sri Lanka [ 38 ]; children in more 
settled contexts seemed to benefi t more from the intervention [ 34 ]. Interventions may 
be universal, for example, delivered to a whole class; although such interventions are 
typically low cost to deliver, they also have many limitations to their effectiveness 
[ 33 ,  34 ,  39 ]. While  they   may have a role in the promotion of positive mental health, 
psychoeducation,  and   addressing minor diffi culties, they are unlikely to be effective 
for children with serious psychological problems. 

 An alternative, more targeted, strategy is to deliver a group intervention to young 
people identifi ed as being at increased risk. Such individuals could be identifi ed 
either by the use of screening questionnaires, for example, for PTSD symptoms, or 
classifi cation by the quantity or nature of adversities they have experienced, for 
example, children bereaved during confl ict. 

 A key issue limiting recovery in displaced communities is that of stigma, relating 
to the distressing events themselves, especially in the case of sexual violence, and to 
the psychological sequelae of the events, as well as reluctance to seek help from 
 mental health   services. Effective interventions need to tackle the impact of shame at 
an individual and family level and stigmatization and discrimination operating at 
community and societal levels [ 40 ].  Without   work to reduce stigma and optimize 
acceptability of interventions, available therapeutic resources will not be widely 
accessed by those in need. 

 Task shifting describes a human resource approach by which tasks are dele-
gated to those with less training or narrower training [ 4 ,  41 ], which can enable the 
translation of interventions into settings where the existing skill mix or resource 
availability could not otherwise facilitate provision. Thus, lay workers with little 
or no training or experience in psychological treatment, but who show appropri-
ate attributes and potential, receive training in specifi c skills to deliver treatment 
or prevention programs within their communities [ 42 ]. There is also an increasing 
interest in the utility of transdiagnostic or core element approaches in psychologi-
cal intervention [ 43 ], whereby a modular approach is taken to delivering an evi-
dence-based treatment to match a client’s specifi c profi le of needs.    This approach 
is discussed in more detail in the chapter, “CBT with Immigrant Youth,” by 
Thordarson, Keller, Sullivan, Trafalis, and Friedberg. These approaches may hold 
particular promise for scaling-up interventions in LMIC contexts, as they reduce 

Treating Forcibly Displaced Young People: Global Challenges in Mental Healthcare



158

the need for providers to be trained in different treatments and allow for more 
fl exibility around ascribing a “correct” diagnosis before starting therapeutic work 
[ 44 ]. Table  2  gives  examples   of psychotherapeutic interventions found to be 
effective  in   refugee populations.

      Models of Service Delivery in  High-Income Settings      
 Practice and service delivery models are very different not only country by country 
but also region by region, such that it is rarely possible to give a unifying descrip-
tion of how a particular country approaches the treatment of refugee mental health. 
This differentiation necessarily refl ects diverse needs and populations. For exam-
ple, port regions often have a high concentration of asylum seekers, while eco-
nomically deprived areas may be chosen by governments for “dispersal” of asylum 
seekers, because they have available and affordable housing. However, they may 
not have prior ethnic diversity, and staff may be inexperienced with cross-cultural 
work [ 48 ]. 

 There is a range of different models of service delivery. In many areas, particu-
larly where there are few asylum seekers, or organizational structures are infl exible, 
asylum seekers must access care through general mental health services. While they 
are less likely to see clinicians with expertise in working with interpreters, cross- 
cultural assessment, or post-traumatic stress, they may receive better care if their 
presentations are not of the classic triad affecting refugee populations, namely, 
PTSD, depression, and anxiety. Specialist mental health teams in refugee or trans-
cultural care, offering direct access to appropriate psychological intervention, are 
more likely to be found in areas of higher refugee concentration. In other areas, 
services may be decentralized and delivered in a community-based or school-based 
format; the informality and fl exibility of such  services may    improve   their accept-
ability and accessibility for asylum seekers [ 33 ].    

   Table 2    Interventions with evidence for effectiveness in varying cultural contexts   

 Target 
population 

 Mental health 
model 

 Countries 
delivered in  Outcomes 

 Jordans 
et al. [ 45 ] 

 Children in 
four confl ict- 
affected 
countries 

 Multilayered 
psychosocial and 
mental healthcare 
delivery framework 

 Burundi, Sri 
Lanka, Indonesia, 
and Sudan 

 High levels of client 
satisfaction, moderate 
posttreatment 
problem reduction 

 Fox [ 46 ]  Southeast 
Asian refugees 

 School-based group 
CBT 

 USA  Reduced depressive 
symptoms 

 Robjant 
and Fazel 
[ 47 ] 

 Romania, 
Sudanese, 
Rwandan, 
Somalian, Sir 
Lankan 

 Narrative Exposure 
Therapy 

 Romania, 
Uganda, Rwanda, 
Germany, 
Norway, Sri 
Lanka 

 NET led to 
signifi cant reductions 
in depression, 
physical health, and 
PTSD symptoms 
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 A particular challenge in providing  quality care   for refugees lies in meeting the 
needs of multiple generations with mental health needs, while not overburdening 
families with multiple appointments and professionals, and ensuring effective inter-
agency communication. While such interagency liaison can seem extremely time- 
consuming, ultimately once strong links are established between services, such 
relationships are reciprocally helpful. Most importantly, families have a much more 
positive experience of authorities and services,  and   there is recognition of how 
interrelated both distress and recovery are between family members. 

     Challenges and Opportunities in Low-Income Settings   

 The Mental Health Gap Action Program (mhGAP) is the World Health Organization’s 
(WHO) program aiming to raise mental health in the political agenda and reduce the 
treatment gap between those in need and those in receipt of mental health interven-
tions, with a particular focus on LMIC settings [ 49 – 51 ] where the dual challenges of 

  Noor fl ed Syria with her two children, Saeed, 4, and Sami, 14, after her hus-
band was killed in front of the family. She is staying with her cousin, Bana, 
who was already resident in a high-income country, and is seeking asylum. 
Noor has developed PTSD. Saeed is showing developmentally regressive 
behaviors and encopresis, which Bana cannot tolerate. Sami is anxious and 
withdrawn. Bana helps Noor visit her general practitioner to discuss Saeed’s 
encopresis. The general practitioner calls in the health visitor based at the 
practice to meet Noor while she is there. She offers a home visit to assess 
Saeed. There, she meets Sami and becomes concerned about his and Noor’s 
mental health. She helps them make appointments at the practice and asks the 
general practitioner to arrange interpreters to allow Noor privacy to speak 
without Bana’s presence. She suggests to the GP that Sami may be able to 
access counseling through a service offered in his school by visiting therapists 
from a voluntary organization. Sami agrees to try this, as he doesn’t want to 
burden Bana with taking him to appointments. Noor is referred for specialist 
psychological therapy. Her    general     practitioner reviews her once a month, as 
there is a three-month waiting list for therapy; in the meantime, the health 
visitor builds a good relationship with Noor by fortnightly visits, and they 
make progress together in addressing Saeed’s diffi culties. Noor is pleased 
when she meets her own therapist, as she seems to understand that everyone 
in the family needs to get better together. She keeps her promise to call Sami’s 
therapist and the health visitor before their next session, and Noor feels 
relieved when she offers to call a meeting for all the professionals involved 
with the family.  

    Case Study 3: Interagency Working to Meet 
Complex Family Needs  
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economic disadvantage and instability affect care provision and there is a pressing 
need for scaling up of effective interventions [ 52 ]. Stability of residency is a particu-
lar problem in areas where ongoing unrest leads to multiple relocations, as affected 
populations are not resident for long enough for effi cient, sustainable healthcare pro-
vision to be established. Although urgent physical and psychological care is patchily 
available in humanitarian contexts, typically through  nongovernmental organization 
(NGO) provision  , there is an increasing focus on local capacity building by using 
overseas expertise to train community workers, which is likely to be more sustain-
able, cost-effective, ethical, and acceptable to service users than models where non-
local experts deliver short-term interventions [ 52 ]. This allows interventions to nest 
within the cultural and local context, offers employment to local people, and removes 
the constraints of delivering interventions through an interpreter. 

 A range of different models of care may be suitable in low-income settings, 
including group-based delivery, school-based interventions, and individual inter-
ventions [ 5 ]. Both  individual and group therapy   delivered by lay therapists will be 
illustrated in Case Examples 4 and 5 to highlight important considerations for suc-
cessfully establishing sustainable services. 

 Narrative Exposure Therapy ( NET  ) is an example of an individual intervention 
for post-traumatic symptoms, which has an increasingly strong evidence base for 
use in the LMIC context with forcibly  displaced   populations [ 47 ,  53 ,  54 ]. Kid NET 
developed   for children, and NET for adolescents and adults, have also been used 
with good results in HIC [ 47 ]. The features of NET which make it particularly well 
suited to LMIC are its relative brevity, suitability for multiple traumatic events, 
acceptability to cultures with an oral rather than written tradition, and suitability for 
those with low literacy. Moreover, it can be taught relatively quickly to  local   staff 
without broad prior mental health training.   

    Case Study 4: Individual Intervention in a Low-Income Setting 

  Joy is a 33-year-old teacher, living in a refugee camp in Uganda. While many 
of the displaced people residing in the camp are Ugandan, confl ict in South 
Sudan has brought successive waves of refugees to live alongside existing 
camp residents. Joy has been trained by an overseas NGO to use NET and she 
works primarily with children. She uses her classroom out of hours as a quiet, 
private location that it is easy for children to access.  

  One of Joy’s clients is Amina, a teenage refugee from South Sudan who 
experienced multiple traumatic events. Using fl owers and stones she collects 
from the surrounding area, Joy works with Amina to create a lifeline of the 
important events in her life. Each traumatic event, represented as stones, is 
retold in great detail, as Joy helps Amina to contextualize and order her mem-
ories. During this work Joy aims to reduce Amina’s fear of the memory by 
helping Amina integrate fragmented memories into the broader context in 
which the events occurred. Joy sees children individually and never works 
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 Enthusiastic and respected lay workers such as Joy, fi rmly nested within their 
own community, are a vital component of sustainable interventions. The time and 
expertise needed for supervision must be factored into programs being established in 
low-income settings, especially as local staff may have limited therapeutic experi-
ence, current and past adversities of their own, and a high workload.    Ensuring that 
local therapists feel motivated and supported and have opportunities for professional 
development is an important factor  in   staff retention and preventing burnout.  

    Case Study 5: Group Intervention and Local Capacity Building 

with more than a few individuals at a time. Owing to unexpected relocation of 
refugees at any time and low resources, sessions are held weekly and can take 
place twice a week, often not needing more than 8–10 sessions per child. Joy’s 
clients do not pay for treatment, but Joy receives a small monthly stipend, 
which comes from matched funding paid by the NGO to supplement the con-
tribution made by her country’s government to the therapists’ salaries. She 
also tries to meet with the other local women who were trained to deliver NET 
for peer supervision.  

  Tariq is a teacher working in Gaza at a secondary school with many forcibly 
displaced children attending. The school took part in NGO training to run 
psychosocial school group interventions with children showing symptoms of 
PTSD and associated psychopathology. The intervention could be adminis-
tered by local lay therapists without formal mental health training. Teachers 
are asked to identify children who display behaviors such as jumpy and star-
tled responses, fl ashbacks, low self-esteem, high absenteeism, and confl ict 
with peers and teachers. The intervention is manual based and consists of 10 
sessions incorporating cognitive behavioral techniques over a 10-week period. 
The main aim of the intervention is to educate children on the common symp-
toms associated with exposure to potentially traumatic events and strategies 
that might help them gain more control over these symptoms. Strategies such 
as drama, movement, music, art, and play therapy are used to promote the 
children’s natural resilience in an effort to foster a more positive outlook over 
the course of the program. The program also endeavors to involve parents and 
the local community through engagement, education, and outreach so that the 
students are surrounded by a strong support structure and people who under-
stand and trust the program.  

  Staff from the NGO keep in regular touch with Tariq by video calls and 
visit the school quarterly for the fi rst year to support therapists to assess their 
outcomes and offer opportunities for supervision and skill development.  
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 Well-targeted group intervention can be a positive solution in a resource-poor 
context, and teachers are ideally placed to identify struggling young people most in 
need of this step-up from a universal intervention to a more selected one. While 
clinicians are appropriately keen to achieve as full a recovery as possible for  each   
individual patient, in terms of public mental health, a reduction in symptoms rather 
than a full remission is still a worthwhile (albeit suboptimal) outcome, which may 
produce suffi cient change to allow reasonable engagement in education, employ-
ment, family, and community life. Ongoing investment by the training body into 
supporting  and   further skill building allows the intervention to embed successfully 
in the local context until therapists become confi dent enough to offer each other 
peer supervision on a longer-term basis. Evaluation of outcomes is very important, 
to ensure that any adaptations for the local context have not adversely impacted 
effectiveness and that therapists are able to  maintain   fi delity and competence in the 
intervention as external support is tapered off.  

    Conclusion and Future Directions 

 Delivering effective psychological treatment is fraught with challenges in any con-
text of forced displacement. Rapid and equitable access to evidence-based, cultur-
ally sensitive mental health interventions is an aspiration which has yet to come to 
fruition in the vast majority of settings and services.  Standalone psychological inter-
vention   would benefi t from parallel attention to reducing broader stressors and 
mobilizing positive resources and sources of support.  Clinicians   working therapeu-
tically with forcibly displaced populations risk being overwhelmed and ineffective 
unless they forge supportive reciprocal relationships with other services meeting 
refugees’ social, educational, and legal needs. 

 The priorities in service development in both high- and low-income contexts are 
in the implementation of evidence-based interventions, while evaluating the impact 
upon effectiveness of any changes that are made in order to adapt such interventions 
to the local context [ 55 ]. In both settings, the participation of service users in 
 research and service redesign   is vital not only to optimize acceptability but also to 
embed services within the communities they serve. Clinicians can be strong advo-
cates for change to policies which are anecdotally harmful, most particularly for 
vulnerable populations with little opportunity for self-advocacy, such as refugees. 
The effective targeting of healthcare resources for the most needy individuals and 
families is key in both contexts, which requires the development of appropriate tri-
aging systems and networks with other agencies, both as sources of referral and for 
signposting those not requiring specialist support. While much progress has been 
made in local capacity building in low-income settings, the  mental health treatment   
gap between those in need and those in receipt of healthcare is enormous, and 
reducing disparities in treatment availability for mental versus physical healthcare 
is a key sustainable development priority [ 56 ].     
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    Abstract 
   Understanding the challenges that immigrant children and their families face as 
part of the immigration process to the United States of America (USA) is a 
refl ection of their circumstances of arrival and is essential for providing clinical 
services. Immigrant youth and their families may arrive as refugees, political 
asylum seekers, or both. Children and youth are particularly vulnerable to being 
part of a child-traffi cking forced migration. Because of these unique circum-
stances, case management and service coordination often become a signifi cant 
part of treatment. In many cases, simultaneous coordination between traditional 
patient care (i.e., general practitioner, psychiatrist, and psychologist), a case 
manager, a resettlement agency, an attorney, and specifi c governmental agencies 
is indicated. Adding to these complications are possible language and cultural 
barriers that come with migration. With these barriers, children may become 
cultural brokers to their parents, which has its advantages and disadvantages. 
Explanations of these systems and specifi c barriers that immigrant youth and 
mental health workers may encounter are presented. Case studies are presented 
in order to help illustrate how clinicians can help patients overcome these barri-
ers and have a successful immigration experience.  

mailto:dreed@paloaltou.edu
mailto:feltareb@paloaltou.edu
mailto:drmarilee@abbeypsychservices.com
mailto:james.livingston@aaci.org


168

  Keywords 
   Refugees   •   Political asylum seekers   •   Child traffi cking   •   Cultural brokers   
•   Resettlement agency  

        Immigrant Youth and Navigating Unique Social Systems That 
Interact with Treatment 

 Understanding the challenges that immigrant children and their families face as part 
of the immigration process to  the USA   is a refl ection of their circumstances of 
arrival and is essential for providing clinical services. For some immigrants, the 
dangers are minimal; for others, legal status in immigration is a matter of life and 
death. All immigrants by defi nition have left their home and most of what composes 
it: family members, friends, places, people, customs, culture, and often language. A 
great majority of people immigrating to the USA do so voluntarily. Those who do 
so are motivated by the ambition of a better life than the one they would have had if 
they had remained in their home country [ 1 ]. It is the  adults  , however, who make 
such decisions, and children must follow, not always willingly. It can be a wrench-
ing experience for adolescents to lose their peer group and be thrown into entirely 
new circumstances [ 2 ]. Fortunately, research suggests that resilience in children is 
more of a rule rather than an exception [ 3 ], enabling them to recover from the losses, 
learn the new language when necessary, and adjust to the culture in which they now 
live much more rapidly than their parents or other adult caretakers. Not all adults 
immigrate by choice, however: some immigrate by force. The migration of human 
beings due to threat has a long history, wherein the potential advantages of a better 
life outweigh the dangers of the move [ 4 ]. 

 There are three broad  categories   under which individuals arrive, either by choice 
or by force: refugee, traffi cked, and voluntary immigration. A fourth category, asy-
lum seekers, represents those who are attempting to gain the designation as a refu-
gee [ 2 ,  5 ]. As a result, the US government has specifi c mechanisms in place that 
work with individuals who fi t into any of the above immigration categories. Not 
only do they involve the ability for individuals to receive health care, it also includes 
a monetary  stipend   and avenues to obtain legal representation and housing. 

 The circumstances of arrival are qualitatively different. Depending on these cir-
cumstances, different trauma histories of patients may be considered, as well as 
which systems mental health workers may encounter. As such, delineating the four 
different pathways of  arrival and the unique systems   that correspond to these path-
ways is crucial to understanding how they interact with treatment. After describing 
the process and circumstances of arrival, we will discuss likely systems mental 
health workers will encounter, barriers to treatment, and how immigrant youth may 
become cultural brokers between their new environment and the older generation. 
Case studies are presented in order to help illustrate how clinicians can help patients 
overcome these barriers and have a successful immigration experience.  
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     Refugees   

 In 1950, the United Nations ( UN  ) defi ned a refugee as someone who fl ed their home 
country after being persecuted for their beliefs and who is also unable to seek refuge 
with their country’s government [ 6 ]. The term refugee also serves as a legal defi ni-
tion of status within the US legal system [ 7 ]. Those seeking refuge and who do not 
directly immigrate to the USA most often travel to a safer country than their own 
where they apply for refugee status with the UN or at a US embassy. When the 
search for safety leads an immigrant family to a developing country, they may fi nd 
themselves in an informal refugee camp lacking basic assistance such as electricity 
and water (see Fazel et al. [ 8 ]). Indeed, low-income countries see the highest level 
of immigration [ 8 ]. 

 Refugees in the USA outnumber any other country in the world [ 9 ]. In fi scal year 
2013 alone, 24,718 children (35 % of total) entered the USA as a refugee [ 10 ]. They 
depart their home country due to the psychological and/or physical  harm   they 
endured, often due to religious or political views [ 4 ]. War, crimes against humanity, 
political strife, religious beliefs, gender, and ethnicity may all play a role in their 
forced migration [ 2 ]. These individuals are escaping a way of life that may include 
fear, intimidation, marginalization, and a limited future. Their level of fear and anxi-
ety and desire for a better life outweigh their feelings of comfort in family, friends, 
and culture in their home country. 

 It is important to understand that refugee youth are in their current state of crisis 
at least partially due to their worldviews (i.e., culturally determined beliefs that 
encompass  assumptions   about reality [ 11 ]). They are in many cases persecuted for 
these beliefs (e.g., sexual orientation and gender), resulting in their forced migra-
tion. Janoff-Bulman’s [ 12 ,  13 ] shattered assumptions theory and, more recently, 
Abdollahi et al.’s [ 14 ] anxiety buffer disruption theory ( ABDT     ) have provided 
compelling evidence that trauma symptoms are a direct result from these world-
views no longer having the ability to protect an individual from the world’s danger-
ous realities. ABDT, formed out of  terror management theory (TMT)   [ 15 ], is 
particularly compelling as it has provided direct experimental evidence that world-
view disruption leads to traumatic symptoms [ 11 ,  14 ], and those with high trau-
matic symptoms lack an anxiety buffer or are unable to utilize it [ 16 – 18 ]. According 
to  TMT  , worldviews play an integral part in protecting human beings from the 
terror that comes from the realization that we all will one day perish. Furthermore, 
by living up to these worldviews, human beings gain a sense of self-esteem (for 
review, see Pyszczynski et al. [ 19 ]). This places refugee youth at particular risk as 
their worldviews may have been consistently derogated. Their sense of safety and 
belief that the world is a safe place (cf. [ 13 ]) may be shattered. They may not trust 
others, which can serve as a barrier to mental health treatment [ 2 ]. Overcoming 
these issues of trust may provide a mediator between patient engagement and 
improved mental health. Piecing these worldviews back together may be an inte-
gral part  of   helping youth gain a sense of purpose and meaning in the world, thus 
improving self-esteem. 
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   “Henri” was a 17-year-old boy, originally from Burundi, who arrived as a 
refugee in the USA from Tunisia almost 2 months prior to his clinical intake. 
He was brought to that appointment by his social worker from his resettle-
ment agency, Catholic Charities, one of the largest nonprofi t organizations in 
the USA with many programs, among which is the resettlement of refugee, 
unaccompanied minors. Because he was a minor without relatives in the USA, 
that agency was functioning as his guardian. “Henri” was born and reared in 
Burundi with his 11 siblings. He realized and communicated to his parents 
that he was gay at an early age, whereupon he began experiencing rejection by 
his family. Growing up, he was mocked, insulted, and beaten, both at home 
and in the community. About 18 months prior to his intake, his parents found 
him kissing another boy, and they called the police. Because homosexual acts 
are a crime in Burundi punishable by up to 2 years imprisonment, Henri 
escaped and traveled to Tunisia, where his boyfriend had already relocated. 
There, guided by his boyfriend, he went to the US embassy and fi lled out the 
paperwork to apply for refugee status in the USA. He lived in Tunisia for over 
a year when his boyfriend was accepted as a refugee and left for the 
USA. Feeling abandoned and alone, “Henri” attempted suicide by drinking 
poison. He    was     briefl y hospitalized, and a few months    thereafte    r he was 
granted refugee status and traveled to the USA.    

     Asylum Seekers   

 Asylum seekers are defi ned as  individuals   who have yet to attain refugee status but 
are actively seeking out this designation [ 2 ,  5 ]. Asylum is offered when the appli-
cant has been persecuted or is in danger of persecution due to race, nationality, 
religion, political opinion, or membership in a social group [ 20 ]. The UN has a 
formalized international policy for individuals seeking the offi cial refugee designa-
tion [ 5 ], but this is relegated to participating countries. Within this process, the 
legitimacy of the danger they would face should they return home is investigated, 
and if found  to   be valid, they are recognized as being refugees and await placement 
in a receiving country (see UNHCR [ 21 ] for detailed information on this process). 

 Within  the USA  , any individual who is seeking this designation must be referred to 
the  US Refugee Admissions Program (USRAP)   which handles the application pro-
cess for each individual [ 20 ]. Even if immigrants arrive in the USA in a manner other 
than to seek asylum (e.g., student, tourist, work visas, or surreptitiously), they are still 
able to apply. The US government, through the USRAP, treats those individuals using 
the same process as those who came to the USA seeking a refugee designation, which 
includes an interview with an asylum offi cer where an applicant is required to produce 
evidence of their identity, group membership, and persecution in their home country. 

 While other countries have different application processes, the USA uses Form 
I-589, Application for Asylum and for Withholding of Removal [ 20 ], which asks 
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applicants to detail the circumstances of their persecution [ 22 ]. This form is a lengthy, 
15-page form that asks for detailed information about the applicant and his or her 
spouse, children, and parents. Included in this background information are previous 
addresses and employment. Depending on the circumstances, the most stressful part 
of the application process may be the fact that it asks for detailed explanations as to 
why the applicant is seeking asylum. In other words,    the form asks for a trauma his-
tory. In a clinical setting, mental health workers are taught to build rapport and create 
a zone of trust before delving into such histories. Here, the US government is con-
cerned about no such thing. Not only can the recall of events be stressful, but the fact 
that other  legal-status opportunities   are dependent on this process can also be anxiety 
provoking. For instance, in order for an individual to be able to bring his or her fam-
ily to the USA or to become a permanent resident, asylum must be granted [ 20 ]. This 
process would not necessarily apply to children, but it would affect their parents and 
any adult children. In turn, this may affect children’s emotional well-being, making 
this process important for both parents and children [ 23 ]. 

 If their application was with the US State Department, they await their security 
background check and for a placement opening somewhere in the USA. Unfortunately, 
they have no choice as to where they will initially live. This uncertainty can be  an 
anxiety-provoking time   for the children who are awaiting their own status or the sta-
tus of their parents. Complicating the situation is that whether the application takes 
place through the USA or UN, both processes  are   lengthy and often lasts for years. 
Once granted refugee status and after 5 years as a permanent resident, a refugee fam-
ily has the ability to apply for citizenship through the naturalization process [ 24 ]. 

   Case Study     

 “ Humberto” is a 45-year-old father of three who arrived in the USA from 
Nicaragua almost 5 years before the initial clinical intake, having been granted 
asylum 6 months before the appointment. He entered the USA as a tourist and 
applied for asylum upon his arrival, but his asylum approval was delayed, ini-
tially due to diffi culty in documenting his persecution. Accordingly, the asy-
lum offi cer referred his application to a hearing, and because of the magnitude 
of the backlog of applicants, his hearing was not held for another 3 years. He 
had been managing a company in Nicaragua for 6 years when a drug cartel 
demanded payment in exchange for allowing the company to continue doing 
business. Initially, Humberto made the payments, but he soon ran out of money. 
When his family was threatened, he resigned his position. However, threats 
continued, so he moved his family to another city. Five months after their 
move, they were discovered and the threats resumed. His adult sons moved out 
of the country, and Humberto left for the USA. During the 3 years of waiting 
for his hearing, he talked with his wife and daughter, who was a minor, daily. 
His wife and daughter continued to move every few months to avoid discovery 
by cartel members, creating a constant sense of threat and anxiety in both his 
wife and daughter. They had arrived from Nicaragua less    than     a month prior to 
the intake and were now in the process of reconnecting as a family.   
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 If asylum is granted, the asylee has the same legal status and governmental sup-
port as an arriving refugee. That is, they will be eligible to apply for work authoriza-
tion, travel abroad, bring their family members to the USA [ 7 ], and receive the 
monthly refugee stipend. If there is insuffi cient evidence or there is some other 
 technical/legal issue   that makes the case unclear, the asylum offi cer will refer the 
applicant to an immigration judge. Fewer than 30 % of recent applicants have been 
granted asylum [ 25 ]. If denied,    many applicants have the opportunity to either fi le 
for an appeal or for a motion to reopen the case [ 26 ]. Which route an applicant 
should take will be explained by the denial letter the applicant receives [ 26 ]. While 
the USCIS tries to resolve appeals within 6 months, this is not guaranteed [ 26 ], pos-
sibly adding and prolonging the anxiety and stress that comes with this process. 
While waiting for the  Immigration and Customs Enforcement process   to slowly 
progress, the applicant can apply for work authorization after 150 days [ 20 ] but is 
not eligible for any public assistance [ 27 ]. It normally falls to religious charities and 
community not-for-profi t organizations to support asylum seekers to the degree that 
they are able to do so. It is not uncommon for an asylum seeker to have no depend-
able source of food, shelter, clothing, and other basic necessities. This can result in 
added pressure and stress regarding the asylum process. Legal representation is not 
a right for an applicant, who must pay for the assistance of an immigration attorney, 
fi nd one on a pro bono basis, or proceed without representation. These processes 
may be diffi cult for some to undertake.  Mental health workers   may fi nd themselves 
helping their client process the thoughts and emotions that come with these applica-
tions along with helping them understand the forms. Youth may have a diffi cult time 
understanding why their parents are stressed, not recognizing the importance of this 
process.    This is yet another way that working with refugee youth comes with a 
unique set of circumstances. 

 Youth may apply for asylum without an adult [ 28 ]. In fact, minors have the right 
to apply for asylum even if their parent is also applying for asylum, allowing for 
separate immigration processes [ 28 ]. The US government has guidelines in place 
for interviewers that are meant to take into account the child’s developmental level 
[ 28 ]. While this may result in increased sensitivity to  the child’s mental health  , these 
are not professional mental health care workers. Those working with youth in the 
mental health fi eld may fi nd themselves discussing with the child this interview 
process and how that negatively affected, or even re-traumatized, the child. Whether 
an adult or child, providing basic resources such as food and shelter may be the 
responsibility of an agency that  specializes   in such matters.  

     Resettlement Agency   

 When refugees are scheduled to travel to the USA, a nongovernmental resettlement 
agency becomes responsible for their preparation for arrival [ 29 ]. As the similarities 
between their home country and USA decrease, the diffi culty of adjustment 
increases [ 30 ]. For refugees coming from developing countries, their transition to 
the USA can be tantamount to traveling centuries into the future, where their 
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experiences include new modes of travel, technology, and attitudes about social 
issues. They may have no experience or exposure to the use of electrical appliances, 
indoor plumbing, and the like. Everything seems to be new and often bewildering. 
It is the task of the resettlement agencies to ease this transition [ 31 ]. 

 While well intentioned, most  resettlement agencies   are underfunded and over-
whelmed by the volume of refugees they serve. This commonly results in their provid-
ing the most minimal of services, sometimes even leaving it to newly arrived refugees 
to fi nd their own housing within a month of their arrival. While  the US government   
provides a fi nancial stipend to refugees for 8 months following their arrival, the tasks 
that must be accomplished in that timeframe to become self- suffi cient, such as learn-
ing English and developing skills for gainful employment, can be overwhelming. 
Such tasks may be daunting to someone who arrives well- functioning, eager, and cul-
turally oriented. These tasks become even more diffi cult for those refugees who are 
traumatized by their experiences of persecution, fl ight from their home country, and 
their wait for placement  while   in a transitional country [ 32 ].  

     Child Trafficking   

 Another way children come to  the USA   is through the crime of human traffi cking. 
The US government defi nes traffi cking as the exploitation of others through “force, 
fraud, or coercion” for the purposes of sex or labor and describe it as a “modern 
form of slavery” [ 33 ]. Obtaining accurate numerical estimations on human traffi ck-
ing is diffi cult; however, the US government reported that between 2003 and 2004 
alone, 14,500 to 17,500 individuals were victims of human traffi cking into the USA 
[ 34 ]. These individuals are not only going through the horror of forced sexual or 
labor activities, but this is occurring in an unfamiliar setting. The US government 
offers relief for such victims in the form of the T visa [ 35 ]. This application may be 
used by victims if they are willing to comply with law enforcement investigators 
regarding human traffi cking perpetrators, although this is not required if the person 
is under the age of 18 or if they qualify as having symptoms of traumatic stress [ 35 ]. 
For  mental health workers  , this latter exemption may seem redundant with being a 
victim of human traffi cking. Nevertheless, an outlet exists that can begin the process 
of providing a safe haven for these victims. 

 Part of the diffi culty for  clinicians   working with this population is the coordination 
with multiple systems, particularly the legal system. Remaining within ethical bound-
aries, clinicians should be prepared to navigate the legal process with a client who 
may not understand the process in its entirety. Furthermore, new means of employ-
ment and new housing may be a top priority for these individuals in order to fully 
escape their previous life [ 32 ]. They also may be suffering from sexually transmitted 
infections [ 36 ]; therefore, coordinating with a primary care physician may be integral 
to providing excellent treatment. While navigating all of these systems is discussed 
further with more details, it should be evident that refugees, including traffi cked chil-
dren, are a  unique   population that requires qualitatively different treatment than tradi-
tional mental health treatment (e.g., weekly emotional processing for 1 h [ 37 ,  38 ]). 
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  “Anjali” was an 18-year-old single woman who arrived in the USA from India 
on a work visa. She was brought to the USA 2 years prior to the initial clinical 
intake by her employers, an Indian couple, to serve as a nanny. She was tearful 
and expressed desperation. Her employers paid her at a rate below minimum 
wage, allowed her no time off, and required her to pay them rent for her room. 
She was to be available 24 h per day for childcare, cooking, and cleaning. She 
was also treated with disrespect, often berated by her employers. They had 
accused her of stealing from them and had spread this rumor within their ethnic 
community so that she had    no     opportunity to fi nd different employment. 
Despite their accusations,      they continued to have her as a servant in their home.    

     Unaccompanied Minors   

 The fi nal group discussed here are unaccompanied minors. These are children who 
have crossed into the USA without an adult or who have been abandoned by an 
adult [ 39 ]. Traffi cked and unaccompanied children have no guardian in the USA 
and, if identifi ed, must have a legal guardian assigned to them. Sometimes upon 
their arrival in the USA, they fi nd that the parent with whom they sought to reunite 
is not interested in resuming their parenting. A variety of nonprofi t organizations 
have undertaken that role, seeking to place as many as possible into foster homes 
[ 40 ]. Many, however, cannot be placed with foster parents and instead are placed 
into group homes designed for children without parents. When a nonprofi t is unable 
to immediately identify housing, the child is placed into an Immigration and 
Customs Enforcement detention center until more suitable care can be identifi ed 
[ 40 ]. As of 2014, under the  Deferred Action for Childhood Arrivals (DACA)  , chil-
dren who cross the border unaccompanied and who are registered as such have been 
granted a 2-year stay of deportation while their legal options can be explored [ 41 ]. 
If deemed qualifi ed for asylum, they are allowed to remain in the USA until a deci-
sion is reached regarding their application. As of this writing, it is unclear how 
children who do not qualify for asylum will be handled if no relative can be identi-
fi ed in their home country. 

 In the USA, many of these children and their parents, typically from Mexico, 
Central America, and Caribbean countries, move fl uidly across borders such that the 
term “transnational” has been used to describe their identifi cation of their national-
ity [ 42 ]. Participation in their faith centers is often the unifying element between the 
cultures and their sense of identifi cation [ 42 ]. 
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   “Carlos” was a 16-year-old boy who arrived from his native Mexico 6 months 
prior to the initial clinical intake. He was brought into the clinic by his  pro bono 
 lawyer for a psychological evaluation for use in his application for asylum. He 
explained that his mother had left for the USA 2 years prior to his crossing the 
border, with the intent of securing employment and then sending for him. While 
waiting and living with his grandmother, he had repeatedly been approached by 
gang members seeking to recruit him. After several refusals, they began harass-
ing him, threatening him and his grandmother, and twice beating him. He took 
refuge in a church and was not able to leave for nearly 1 year. Despite many 
harrowing experiences, he found his aunt, and through her, his mother. His 
mother unfortunately had made it clear that she was “very busy” and therefore 
he could not live with her. He was deferential and a bit shy. He explained 
through the interpreter that he wanted to attend school in the USA.   

  Upon the second meeting 5 weeks later, “Carlos’” presentation had mark-
edly changed. He appeared to be depressed, was unkempt, and dressed in the 
manner typical of local gang members. He was either unresponsive to ques-
tions or surly when he did respond. He eventually explained that he had seen 
two members of the gang that had harassed him in Mexico while in a shop-
ping center. He had managed to leave before they saw him but now was unable 
to leave his aunt’s home, feeling just as imprisoned as he had in Mexico. 
Despite saying she would attend two pre- court family interviews, his mother  
  appeared     for neither. She also had failed to respond to his lawyer’s messages 
encouraging her to appear at his upcoming asylum hearing. His mother did 
not attend the hearing, and his asylum application was denied. He disappeared  
  and     could not be found.   

     Simultaneous Navigation of Services   

 Often, immigrant youth face a new way of life while also dealing with past hardships, 
language barriers, and other acculturative stressors. An example of an agency seeking 
to serve refugees and asylum seekers is the  Center for Survivors of Torture (CST)   at 
 Asian Americans for Community Involvement (AACI)   in San Jose, CA. It is common 
for new clients to be exclusively focused on their basic needs such as food, housing, 
and employment and rightfully so. At the same time, these clients may not see a need 
for traditional mental health treatment. Many immigrants are wary of seeking help 
due to the stigmatization and fear of discrimination [ 43 ]. They also fear what may 
come of a mental health diagnosis [ 43 ]. While they may also fear the loss or separa-
tion of their children [ 43 ], the youth involved in these decisions may benefi t greatly 
from services that focus on making connections within their respective communities 
(e.g., religious organizations) or broader-based communities (e.g., YMCA). 

  Case Study  
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 When staff recognizes that mental health treatment is needed, they often seek to 
overcome these barriers to treatment by focusing on aspects of case management. 
This often proves to be an impactful entry point for mental health treatment for 
many new clients. Case managers serve as social workers and play an integral role 
at CST, as they are often the persons who help new refugees orient themselves to 
life in the USA. Many immigrants are not aware of the many services that are in 
place designed to help individuals such as them. For example, many refugees qual-
ify for reduced-cost bus passes, bagged lunches, and free groceries. Case managers 
can also help new arrivals get acquainted with the different immigration laws and 
suggest accessible attorneys who are experienced within the immigration process. 

 CST helps navigate multiple kinds of resources within the immigrant community 
even beyond immigration law. They are able to coordinate services with other orga-
nizations, such as Catholic Charities and the International Refugee Committee 
(IRC), both of which assist immigrants with skills used in fi nding employment, 
such as resume writing. Clinicians and case managers can assist in the application 
for low-cost bus fares and free cell phones based on psychological disabilities. 
These are services of which immigrants may not be aware and that make the transi-
tion to the USA less stressful.    Affordable housing is also an issue, especially in 
heavily populated areas of the country, such as the San Francisco Bay area. Providing 
resources and helping immigrants with affordable housing applications, often in an 
unfamiliar language, can be crucial. Along with these resettlement agencies, CST 
has close relationships with charitable organizations such as the Second Harvest 
Food Bank. CST staff helps  immigrants   obtain weekly food stipends, which helps 
reduce stress regarding their basic needs. Every year, CST seeks dozens of donated 
bicycles which are specifi cally purposed for clients within the program. 

 Immigrant youth may be in an educational transition, wherein they have gradu-
ated from high school in their home country but are seeking higher education in the 
USA. It may be necessary to help individuals become familiar with the college 
application process and what is expected of an 18-year-old applicant. In general, it 
may be necessary to normalize individuals’ place in society as expectations in one 
country for an 18-year-old may be very different in another country. These resources 
and foci of treatment do not fall within traditional mental health care and are all 
examples of assistance that makes the immigration and acculturation process less 
anxiety provoking and overwhelming. 

  Case Study  

  Seventeen-year-old “Amin” immigrated from Iran 9 months prior to the initial 
intake. He came to the USA seeking more educational opportunities and suf-
fered from symptoms of depression and anxiety resulting from the resettle-
ment process. He was particularly concerned about his education, place in 
society, and his career. Part of treatment with “Amin” was normalizing his 
expectations as a college student and providing appropriate resources so that 
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he may better understand how the education system works and how different 
types of education lead to different types of careers. While he was concerned 
that he did not have the same fi nancial situation as his peers, he slowly seemed 
to appreciate that his goals were long term. The therapist encouraged the cli-
ent to make connections with his peers. In turn, he recognized that his mood 
increased with greater social connections.  

   Table 1    Categories of youth immigration and the corresponding possible system navigation 
needs; these needs are not exhaustive   

 Designation 
 Possible system navigation needs (above and beyond basic needs such 
as food and shelter) 

 Voluntary immigration  Employment, immigration process, connection with religious/cultural 
community, mental health services 

 Refugee  Employment, connection with religious/cultural community, mental 
health services 

 Child traffi cked  Employment, mental health services, criminal attorney, immigration 
process, primary care physician 

 Political asylum  Employment, mental health services, immigration process, primary 
care physician 

 Many of the patients utilizing these services suffer from major mental health 
disorders, most typically post-traumatic stress disorder. Therefore, along with the 
case managers, social workers, counselors, psychologists, and psychiatrists play an 
important role in providing mental health treatment to these individuals while they 
are trying to navigate problems with housing, food, and immigration law. 
Furthermore, these services are not provided in a vacuum. Psychotherapists help 
clients navigate the immigration process, and case managers provide emotional sup-
port. Knowledge of immigration law, housing opportunities, and food services is 
important to administering treatment in CST’s holistic approach. Adding to this 
complicated form of treatment may be the need for a primary care physician to 
assist with various medical conditions. A case manager and/or mental health clini-
cian often assist in obtaining one. For a detailed explanation of a refugee program 
modeled at CST, see Nazzal et al. [ 44 ]. 

 As the client’s cognitive space is freed with the amelioration of these more basic 
worries, room becomes open for emotional processing and more intensive therapy. 
Furthermore, assisting clients with these basic needs often improves mental health. 
Mental health treatment within this context is challenging. These systems are compli-
cated and often unclear. It is important that mental health workers within these contexts 
are able to understand and navigate  such   systems (see Table  1  for general overview).
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        Trauma and Grief   

 The immigration to a new country, even voluntarily, offers many opportunities for a 
child to become psychologically traumatized. Traumatizing experiences such as war, 
persecution, and economic disadvantage may have led to migration, and the process of 
leaving the home country may have involved the act of hiding, capture, mistreatment, 
exploitation, dangerous terrain, bigotry, and marginalization in an intermediate country 
[ 45 ,  46 ]. The process is enormously stressful, and anxiety and depression are com-
monly present [ 47 ]. Adjustment to a new life in a new country requires fl exibility and 
resilience. Oftentimes, this fl exibility and resilience is a matter of understanding what 
opportunities are available for refugees, making the work with the youth refugee popu-
lation so unique. Mental health counselors and case managers have the ability to pro-
vide youth with resources mentioned above, which, in turn, ameliorates stress and 
allows for emotional and cognitive processing of their past and current environment. 

 Regardless of the manner of their arrival, all immigrants have sustained substan-
tial losses, and those losses must be grieved. For voluntary immigrants, that grieving 
is somewhat tempered by the attainment of a goal and hopefully the benefi ts that 
derive from it. Mental health counselors and case managers, because they under-
stand developmentally appropriate goals for living in the USA (e.g., graduating high 
school, working a summer job, obtaining a driver’s license), can help these youth 
understand what is available to them and how to attain it. They are able to point 
youth toward the direction of certain communities that foster a sense of gaining 
benefi ts from society through school, work, family, religion, etc. 

 Those who arrive as the result of their involuntary displacement have little solace 
for their losses, which makes the task of grieving more diffi cult. The degree of fl ex-
ibility and personal strengths strongly affects the immigrant’s ability to adjust to 
their new life:    these are qualities that are more associated with youth. Typically, 
younger people are much better able to accommodate to their new life circum-
stances and gradually construct a new life which compensates them, to some degree, 
for their losses [ 48 ]. Again, the unique opportunity to work with refugee youth 
allows mental health counselors and case managers to work toward emotional and 
cognitive processing of these losses while slowly introducing ways that youth can 
integrate themselves into their diaspora, American culture, or both. This is another 
example where providing traditional psychotherapy and case management services 
may play an  integral   role in providing optimal mental health treatment.  

     Acculturation   Versus  Preservation      

 The concepts of marginalization, separation, integration, and assimilation are sepa-
rate forms or strategies of acculturation defi ned and introduced by John Berry [ 48 ] 
(Table  2 ). Marginalization is externally imposed by the dominant society, in which 
the immigrant community is isolated and disadvantaged [ 48 ]. Separation is self- 
imposed, wherein the immigrant community seeks to retain the customs and culture 
of their home country within their new circumstances [ 48 ]. Integration is the 
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selection of the old combined with the selection of the new customs and culture 
[ 48 ]. Assimilation is the complete acceptance and identifi cation with the dominant 
culture [ 48 ]. Clinicians should be familiar with all of these concepts as they may 
encounter a number of them, even within a family system. Depending on which 
acculturative process a youth endorses, different social systems may be indicated. 
For instance, if a refugee youth endorses separation as the primary acculturative 
process, guiding her toward a church that places equal value in the US culture and 
premigration culture may be harmful to the therapeutic process, as the youth may 
understand this as the therapist or case manager not understanding her needs. 
Conversely, introducing a progressive youth who endorses the assimilation process 
to a church who endorses more traditional values may have the same effect.

   Adults voluntarily immigrating to the USA generally attain integration as their form 
of  acculturation  . While valuing and sometimes idealizing their new country, their enthu-
siasm  often   dims with the realities of life in the USA and moves into a phase of disil-
lusionment [ 49 ]. With time that phase may move into an acceptance of the disappointing 
realities. Ultimately and ideally, they are able to retain the best of the old while adopting 
the best of the new, fi nding their identity in their new country through integration. 

 Children, adolescents in particular, typically seek to become assimilated. They 
may go to extremes in their process of adaptation, wanting to fully adopt their new 
circumstances and culture, and reject all the dress, customs, and even language that 
their parents hope to honor and retain, at least in part [ 49 ,  50 ]. These confl icting 
goals often create friction between parents and their children and consequent stress 
for both [ 51 ]. It is common for refugees and asylum seekers who have been forced 
to leave their home country to adjust through isolation, that is, to seek out other 
members of the  ethnic  , religious, and/or linguistic community and operate as much 
as possible within that group. Typically traumatized by their experiences of perse-
cution, they may have diffi culty learning the new language and culture. With disor-
ders such as PTSD, being able to learn new information may not be possible [ 52 ] 
which affects language acquisition. Without the ability to learn a new language, 
cultural isolation is more likely to occur and to be maintained. Like the voluntary 
immigrant children, refugee children who are younger seek assimilation, wanting to 
adopt the language, dress,    and customs of their peers.    Older children may be more 

   Table 2    John Berry’s [ 48 ] acculturative processes   

 Marginalization  Externally imposed by the dominant society; the immigrant 
community is isolated and disadvantaged 

 Separation  Self-imposed; immigrants within their respective communities seek 
to retain the customs and culture of their home country within their 
new circumstances 

 Integration  The selection of the old combined with the selection of the new 
customs and culture 

 Assimilation  Complete acceptance and identifi cation with the dominant culture 
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infl uenced by their parents’ isolation and seek to integrate the customs of their origi-
nating country with those of their new home. 

 Part of the parents’ desire for their children to limit their adoption of the new culture 
is their own dream of someday returning “home” to their country of origin if changes 
occur in the political or social circumstances that led to their persecution. For most, 
however, it remains an unfulfi lled dream. Even after becoming eligible for citizenship, 
many refugees fail to apply for it. Avoidance of further contact with  the   Immigration and 
Customs Enforcement, unfamiliarity with procedures,    and resistance to taking a fi nal 
step toward the loss of their home (from their perspective)    all can play a part [ 53 ].  

    Children as Cultural  Brokers   

  Case Study  

   While interpreting for her father being examined to determine if he was eli-
gible for a citizenship interview waiver, which involves a psychological or 
medical professional attesting to his inability to learn English or civics due to 
a disability, 15-year-old “Anna” learned he’d been imprisoned and tortured 
for 2 years in their home country. Her father had failed to attend rallies and 
other displays of support for the Ethiopian government and was assumed to 
support its opposition. Suspension, beatings, exposure to extreme heat, and 
being forced to witness the torture and execution of others were among the 
various forms of torture to which he had been subjected. She was horrifi ed 
and shocked at this revelation: as a child, she had been told he was on an 
extended business trip.   

 As described in Chapter 8, “Family Factors: Immigrant Families and Inter-
generational Considerations,” the children of immigrants are often placed into a 
position of being a buffer, or cultural broker, for their parents and their new culture. 
While their parents expect them to uphold the values and customs of their home 
country, they also need their children’s understanding of the new culture, as well as 
their ability to speak and read English, to help them navigate the immigration and 
social service agencies with which they are compelled to interact. Children often 
learn a new language faster than their parents, and as such parents often rely on 
them to help ease the transition [ 54 ,  55 ]. Language brokering is defi ned as when 
youth with no formal training translate and interpret between two or more linguisti-
cally different parties [ 56 – 58 ]. Previous research has suggested that brokering 
begins within 1–5 years of arrival [ 54 ]. 

 Language brokering occurs most frequently for parents but also includes other 
relatives, neighbors, and individuals within the community [ 55 ,  56 ]. The task of 
brokering occurs in a broad number of situations, including schools, banks, doctors’ 
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offi ces, and public domains. When doing so, the children must  recognize   the needs 
of others and understand how their skills can benefi t others [ 56 ]. As children gain 
more linguistic ability and grasp of the host language, brokering may increase [ 56 ]. 
The use of children as interpreters is widely accepted in immigrant communities, 
but has faced criticism due to perceived disadvantages [ 54 ]. The debate regarding 
whether language brokering is an advantage or a disadvantage for children is exam-
ined in multiple studies. 

 Some research suggests that parental respect and attachment increase in accor-
dance with language brokering, while others suggest that role reversal occurs, in 
turn undermining parental authority [ 54 ,  56 ]. Switching back and forth between the 
subservient child and the knowledgeable teacher, a child is often frustrated by her/
his parents’ seeming inability to learn basic concepts and their resistance to foreign 
ideas. This can be stressful on both sides. The accuracy of translated information 
may be questionable, and the information itself may negatively affect the mental 
health of child interpreters [ 54 ,  55 ]. For instance, a child like “ Anna ” in the case 
example above may become vicariously traumatized if he or she translates a par-
ent’s traumatic events and/or medical information [ 54 ]. In fact,  lawmakers   have 
entered the debate with a 2002 California bill that prohibits children from translat-
ing information in medical and legal situations [ 54 ]. 

 For those that begin brokering at a young age, brokering is seen as normative and 
a practical way to contribute to the family [ 57 ]. Another benefi t is it has also been 
found to foster an interest in culture and heritage that would otherwise be lost [ 55 , 
 56 ]. Furthermore, in translating for parents, children are afforded the opportunity to 
practice their language [ 55 ]. Language abilities may be acquired at a faster rate with 
a higher vocabulary due to the increased exposure in diverse settings [ 54 ]. Children 
also have feelings of pride in their language abilities as well as their role in helping 
others in their family [ 55 ]. 

 Current research suggests that Western mentality infl uences the thoughts of 
whether brokering is benefi cial or detrimental to youth and instead should be looked 
at within an independent and interdependent frame of reference [ 57 ]. The feelings 
and thoughts associated with the act of brokering, more than the act of brokering per 
se, infl uence whether it is an advantage or disadvantage [ 58 ]. This is dependent on 
whether the act of brokering results in feelings of burden or empowerment [ 55 ]. 
Language brokering requires further  study   in light of the complex processes and 
multifaceted results that have been found.  

    Conclusion 

 Multiple governmental entities are in place to allow for the safe immigration of 
thousands of children into the USA every year. There are  multiple avenues   by which 
children come to the USA, seeking political asylum being one of them. Once here, 
it is often up to the community and nonprofi t organizations to help their families 
gain access to life’s basic needs. Refugees and other children seeking political asy-
lum bring with them a history that may or not be categorized as traumatizing [ 49 ]. 
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If youth are traumatized, the adjustment period is qualitatively different due to both 
the country from which they came and the steps it will take to gain permanent legal 
status in the USA. Navigating these systems can be diffi cult and overwhelming for 
both the child and mental health professionals [ 49 ]. Flexibility is essential. 

 Youth are in a unique position to be a conduit of resilience for the entire family. 
Youth are often left powerless and largely dependent on their parents by governmen-
tal infl uences and infl uences from their home countries. However, they have the fl ex-
ibility needed to navigate these barriers toward adjustment [ 3 ]. Because of this, 
however, they may face enormous pressures from their parents to be even more suc-
cessful than them. After all, their parents have often moved to benefi t their children 
[ 59 ]. Understanding the  cultural demands   of the immigrant youth experience and 
supporting this experience through validation and empathy can go a long way toward 
a meaningful adjustment period. Social workers, counselors, psychologists, and psy-
chiatrists all can play an important role in helping a child navigate these systems.     
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    Abstract 
 Before psychotherapeutic interventions for  immigrant youth  are considered, a 
context must be examined in which psychological/psychiatric diagnoses and 
treatment strategies are understood. In this chapter, we discuss the imperative of 
incorporating cultural context in psychotherapy, beginning with a defi nition and 
examination of cross-cultural psychiatry. We then provide an analysis of the 
Western narrative of the history of psychology and psychiatry as disciplines and 
refocus to reveal the antecedence of parallel, non-Western developments in psy-
chology. Further, we describe the insular nature of modern Western psychologi-
cal research and the necessity of diversifying the samples studied or qualifying 
research as relevant to the particular communities who participated in the stud-
ies. We then move on to evaluate the vocabulary used by different cultures and 
explain why the recently developed Western lexicon does not function as a uni-
versal language given its incongruence with many beliefs of non-Western cul-
tures. A discussion of religion and psychology is followed by an exploration of 
the controversial Universalism-Cultural Relativism debate, with particular 
emphasis placed on the fl ashpoint of culture-bound syndromes. 
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    Cultural Sensitivity in the Mental Health of Immigrants 

 The book, “ Psychotherapy for Immigrant Youth ,” was an accumulation of updated, 
evidence-based information about how best to approach the delivery of psycho-
therapy for this vulnerable population. The sections throughout the book elaborated 
different mental health treatment approaches for the broad population category of 
 immigrant youth . But some assumptions about psychopathology and its treatments 
are culturally relative. This appendix, “Cultural Perspectives in the Context of 
Western Psychological Mind-sets: The Need for Cultural Sensitivity in the Mental 
Health of Immigrant Youth,” points out the notion that cultural context must be 
considered whenever examining the utility or applicability of Western mental health 
treatment on non-Western populations. Given the wide spectrum of non-Western 
traditions and understandings in regard to human psychological experience, immi-
grant youth and their families may have very different responses to intervention by 
Western trained mental health professionals. Cultural understanding is an essential 
root in the approach to immigrant mental health and especially for the consideration 
of psychotherapy for immigrant youth.  

    Culture and Mental Health 

 “Cross-cultural” or “Intercultural” Psychiatry is becoming a norm rather than the 
exception given the United States’ changing demographics and immigrations 
throughout the world. It is more common now than ever before that a mental health 
professional will work with a person of a different cultural background. For the pur-
poses of this chapter, we can defi ne “intercultural” mental health treatment as a clini-
cal treatment situation wherein the identifi ed patient is of one cultural background 
and the clinician is of another. For example, this scenario can be achieved when a 
Caucasian psychiatrist from Kansas works clinically with a Hmong refugee family 
from Laos: both clinician and client having very different cultural backgrounds and 
concepts about psychological norms, psychological pathology, and appropriate inter-
ventions for psychology. But intercultural mental health treatment can also occur in 
the context of a psychologist identifying as culturally Vietnamese working with an 
English-speaking child born and raised in Australia: again, both clinician and client 
possibly having very different cultural backgrounds and concepts about psychologi-
cal norms, psychological pathology, and appropriate interventions for psychology. 

 The necessary consideration of culture in conceptualizing psychology and its 
pathologies is becoming more and more apparent as practitioners fi nd failure with 
the current diagnostic and treatment processes in regard to effectiveness. While the 
American Diagnostic and Statistical Manual of Mental Disorders (DSM) and other 
conventions for evaluating and assessing diagnoses make attempts to capture the 
essence of a mental health disorder, it may be diffi cult to interpret symptoms through 
the fi lter of language and cultural bias. Non-Western models for explaining psycho-
logical symptoms or states or categorizing disorder diagnosis can be very different 
from standard Western convention. 
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 Once clinical diagnosis is conceptualized, intervention may be very diffi cult to 
apply, given the very different notions about what interventions apply from a cul-
tural standpoint. There may be as many biases around what intervention to use for a 
psychological/psychiatric problem as there are cultures. Even when mental health 
providers look to evidence-based literature for guidance, they must weigh the 
amount to which studies incorporate cultural diversity before determining the legiti-
macy of literature when applied to specifi c intercultural situations. 

 Cultural sensitivity, therefore, must become new standard for thinking about the 
use of different modalities of psychotherapeutic intervention in the modern climate of 
diversity. There is a role for psychotherapy in intercultural mental health treatment. 
But it is open to scrutiny and examination. It is more complicated than would simply 
allow for the application of non-culturally specifi c, evidence-based Western psycho-
therapy models without completely incorporating cultural sensitivity.  

    A History of the Western Model of Psychology 

 Western psychological practice has been greatly ethnocentric at least in part due to 
its claim to the origins of psychological science. The majority of Western anthologies 
on the history of psychology do not acknowledge other cultural views of psychology 
outside of Europe and rarely attempt to trace back psychology’s historic origins 
beyond the Greeks and Romans [ 1 – 4 ]. Widely referenced histories of Western psy-
chology imply that, until the research and writings of German psychologists Gustov 
Fechner and Wilhelm Wudnt in the late 1800s, psychology was not considered a 
discipline and therefore did not exist as psychology [ 5 ]. Early movements in psy-
chology in the Victorian Age may defi ne the early history of the discipline of Western 
psychology for some historians, but there is a rich tradition in the art and science of 
psychology in the West and in other traditions that predates this. 

 Rich, ancient traditions fi lled with psychological thought can be found in Chinese 
and Indian writings that predate the Greeks. The core tenants of many Eastern reli-
gious movements, like Buddhism, center on human psychological experience and 
have developed for millennia. The unprecedented advancements in medicine and 
psychology made during the Islamic Golden Era is another example of an early and 
parallel movement toward understanding psychology often unmentioned in the his-
torical accounts of the discipline of psychology [ 6 ]. 

 When considering the DSM 5 and American-based evidence-based literature on 
mental health interventions, it should be noted that Americans comprise less than 
5 % of the world’s population [ 7 ]. Thus, using Western ideals and standards as the 
lens through which we view psychology can result in an understanding of psychology 
that is incomplete and that can neither adequately represent nor serve all populations. 
Instead, objective historical understanding of psychological theory and practice as a 
human, cross-cultural endeavor is necessary as is the development of a more cultur-
ally inclusive and astute body of psychological theory and practice (Table  1 ).
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       Important Cultural Aspects in the Experience of Psychology 

 The tendency in Western academic psychology to assume a universalistic cultural 
context has led to a diminished attention to the importance of Non-Western cultural 
considerations in psychology. This tendency has also led to skewed population sam-
pling in research participants and bias in formulation of research questions. Jared 
Diamond notes that most psychological studies are done by white, middle- class 
researchers with subjects who are white and middle class [ 8 ]. Other critics have 
charged that the default and accepted understanding of the cultural context for 
human development is homogeneous [ 9 ]. That is to say that culture is based on a set 
standard of values and expectations primarily held by white, middle-class popula-
tions. For example, when children are referenced in published psychological 
research, they typically refer to white children [ 10 ] and women generally refer to 
white women [ 11 ]. Researchers only defi ne populations’ ethnicities when they refer 
to non-caucasians. Consequently, psychological research has adopted stances that 
are geared to treat middle-class, European-American research populations as the 
default subject of research and, consequently, the default subject of the evidence we 
base clinical decisions on. 

 Arnett [ 7 ], in his article, “The Neglected 95 %: Why American Psychology 
Needs to be Less American,” demonstrated through examining 20 years of research 
presented in psychology journals that 95 % of the psychological studies are under-
taken by Americans about Americans. Yet, “theories and principles are developed 
that are mistakenly assumed to apply to human beings in general; they are assumed 
to be universal.” Arnett also pointed out that so little research has been dedicated to 
determining how psychology is understood by the rest of the world. Thus, academic 
books used for university classes may be more aptly titled  Euro-American 
Developmental Psychology  or  Abnormal American Psychology  than  Developmental 
Psychology  or  Abnormal Psychology.  American textbooks on psychology are now 
bought and circulated in universities abroad, fueling, in part, the growing movement 
against American constructs of psychology and mental health [ 12 ].  

   Table 1    Problems with exclusive use of Euro-American psychology   

 Attributes of Euro-American psychology  Resulting problems 

 Largely originated in the late 1800s with the 
writings of Fechner and Wudnt 

 Ignores the rich history of Eastern 
psychological science 

 Research subjects primarily white, middle class  Research fi ndings inapplicable to a great 
majority of people in need of treatment 

 Born in a society that stigmatizes people with 
mental illnesses 

 Largely does not reserve sympathy or 
reverence for the mentally ill, as is often 
done in Eastern traditions 

 Suggests religion is a consequence of 
psychopathology 

 Incongruous with many cultures that highly 
value religion 
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    Different Fundamental Assumptions on the Theory of “Mind” 

 A Western concept of mind in both youth and adults is not universally held. The 
Western view of cognition holds that all learning and psychological development 
takes place within the brain and involves thinking. Yet, looking at this concept from 
a non-Western perspective points to it being a cultural and ethnocentric psychologi-
cal viewpoint rather than objective reality [ 13 ,  14 ]. Western science does not cur-
rently accept or acknowledge the existence of nonlocal consciousness as is 
understood in many Eastern philosophies. Furthermore, research in the fi eld of 
psychiatry and neurobiology has posited that consciousness, apart from the mecha-
nisms of the brain, does not exist [ 15 ]. The reductionist approach used in Western 
science is prone to reducing all understanding of the psyche to chemical processes 
occurring in the brain. 

 Language is an important cultural consideration in our understanding of psychol-
ogy. For example, the concept of “cognition” is heavily infl uenced by the Western 
cultural view of “the mind.” However, this is not a universally agreed upon under-
standing. Other cultures assign different characteristics and abilities to the psycho-
logical aspects of personhood. 

 Cross-linguistic research has shown that many cultures have a folk model of 
personhood or “mind” that consists of visible and invisible (psychological) aspects 
[ 16 ]. In the English-speaking West, the psychological aspect of personhood is 
closely related to the concept of “the mind” and has strongly infl uenced the modern 
view of cognition. Other traditions have very different starting points. 

 In the Korean language, the concept “maum” replaces the concept of “mind.” 
“Maum” has no English counterpart, but is sometimes translated as “heart.” The 
closest description of “maum” in the English language is the “seat of emotions, 
motivation, and goodness in a human being” [ 16 ]. Intellect and cognitive functions 
are captured by the Korean term “meli” (head). However, “maum” is clearly the 
counterpart to “mind” in terms of the psychological part of the person. 

 The Japanese have yet another concept for the invisible, psychological part of a 
person. In Japanese language, “Kokoro” is a “seat of emotion” and also “a source of 
culturally valued attention to, and empathy with, other people” [ 16 ]. In contrast to 
the Korean “maum,” “kokoro” is not associated with will and motivation (“hara” 
which means belly serves this purpose in Japanese). However, “hara” is not associ-
ated with the psychological component of a person. In other words, Korean “maum” 
refers to motivation, Japanese “kokoro” refers to feelings, and the Western concept 
of the “mind” refers to thinking. 

 Russian languages use “dusa” as the counterpart to the psychological part of the 
person. “Dusa” is often translated as “soul,” but also sometimes as “heart” or “mind.” 
“Dusa” is associated with feelings, morality, and spirituality. The “dusa” is respon-
sible for the ability to connect with other people. This meaning seems to resonate 
more with the Eastern conceptualization of the invisible, psychological aspects of a 
person than with the highly cognitive Western concept of the “mind” (Table  2 ).

   Had Western cognitive psychology developed out of the Korean, Japanese, or 
Russian traditions, it is unlikely that the “mind” would have played such a crucial 
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role in the understanding of psychology. This possibility highlights the arbitrariness 
of how the psychological realm is currently carved out—what is believed to be objec-
tive reality is in fact heavily dependent on culture, language, and traditional origin.  

    Western Psychiatry and Spirituality 

 Spiritual and religious understandings of the psyche are an equally important cul-
tural consideration and apply to psychology in youth and adults. At the end of the 
nineteenth century and beginning of the twentieth, French neurologist Jean Charcot 
(and later his star pupil, Sigmund Freud) linked religion with hysteria and neurosis 
[ 17 ]. Freud’s opinions signifi cantly contributed to the development of Western psy-
chology and largely helped defi ne the relationship between religion and psychiatry. 
It was not until the publication of the DSM 4 in 1994 that examples depicting reli-
gious persons as being mentally ill ceased [ 18 ]. 

 For over a century, many Western clinicians have thought of the religious beliefs 
and practices of their patients as having a pathological basis, especially if the religion 
is non-Western. Recent research has challenged deeply entrenched stance held by 
Western psychology. In some cases, hallucinations may even be a life-enhancing expe-
rience: for example, hearing voices of ancestors or guardian angels and fi nding comfort 
in them, or seeing visions and fi nding inspiration or religious revelation in them [ 19 ]. 

 Other studies have uncovered fi ndings that suggest religion may be a protective 
factor as well as a resource to some patients that helps them to cope with the stresses 
in life, including those of their illness [ 17 ,  20 ]. Despite these robust fi ndings, people 
with prominent psychotic symptoms in Western societies are likely to be stigma-
tized and isolated. By contrast, in many traditional societies these same people may 
be seen as visionaries and mystics and celebrated and sought out for their special 
insights and abilities. 

 This may have much to do with practice of conferring a shaman-like status to 
people who may project an aura of spirituality and religiosity due to high levels of 
paranormal and religious beliefs. The term “shaman” is generally used to refer to 
people with important roles in traditional societies such as healers, medicine men, 
seers, and sorcerers who are respected for abilities such as divining the weather, 
communing with the spirits, and placating the gods bringing about physical and 
psychological healing. 

   Table 2    Personhood, as it is understood in a number of selected cultures   

 Culture  Defi nition of personhood 

 Western  One’s identity is dominated by “the mind,” which infl uences cognition and 
consciousness 

 Korean  “Maum” is the closest equivalent to “mind” in the West, but it also takes on the 
specifi c responsibilities of being in control of emotions, motivations, and goodness 

 Japanese  “Kokoro” contains one’s emotions and sense of empathy, but does not include 
motivation, which is not typically associated with one’s psychology 

 Russian  “Dusa” encompasses feelings, morality, spirituality, and empathy 
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 An interesting manifestation of spiritual and religious interpretation of mental 
illness can be exemplifi ed in medieval Islamic society. In his signifi cant study, 
 Majnun :  The Madman in Medieval Islamic Society , Michael W. Dols [ 21 ] argues 
that medieval Islamic civilization “permitted a much wider latitude to the interpreta-
tion of unusual behaviour than does modern Western society and much greater free-
dom to the disturbed, non-violent individual.” Such societal acceptance allowed for 
a variety of states on the normality/abnormality scale and ensured that “the madman 
was accommodated by society, so that he was not a pariah, an outcast, or a scape-
goat.” Dols also pointed out that this fl exibility explains the prevalent “methods of 
healing, modes of perceiving, and ways of protecting the insane” found in classical 
Islamic societies. 

 Some traditional societies welcomed the same people who may be marginal-
ized in Western societies due to their history of treating religion as psychopathol-
ogy. Thus, rather than being stigmatized and isolated, people with “madness,” 
“psychosis,” “schizophrenia” may be seen as gifted or blessed and may be 
accorded an important social role and potentially a high social status. Several 
investigators [ 22 – 25 ] have found that the outcome of schizophrenia is generally 
more favorable in traditional societies. This may be due in a large part to the con-
ceptualization of mental disorders by people in traditional societies more as a part 
of life than as a sign of illness or failure. This essential shift in perception can be 
credited for enabling people with a mental disorder to retain an honorable place in 
the very midst of their societies. 

 In terms of clinical effectiveness with patients and patient families, these histori-
cal paths that lead to different understandings of psychology are important to under-
stand in clinical diagnosis and treatment.  

    “Culture-Bound Syndromes” 

 Culturally specifi c syndromes provide another example to consider and criticize the 
universality of mental health diagnoses and intervention. The so-called  Culture- 
bound syndromes , also known as  culture-specifi c disorders , refer to mental illnesses 
or behavioral disturbances that are unique to, and are understandable only in the 
context of, a certain culture. Many examples of these were given in Western accounts 
of cross-cultural psychiatry. In the appendix of the DSM IV, 25 “Culture-bound 
syndromes” are described in a selectively inclusive glossary. In the appendix, many 
behavioral phenomena are described without contextualization in the cultural cir-
cumstance in which it is understood. According to the  Dictionary of Psychology , 
culture-bound syndromes are patterns of behavior that do not fi t accordingly into 
normal classifi cations of mental disorders. They “are entirely or mainly restricted to 
particular cultural groups” [ 40 ]. 

 Culture-bound disorders came into Western psychiatric literature in the late nine-
teenth century, when Western physicians made reports of strange and “exotic” dis-
orders they observed while working in Asia, Africa, and South America. They 
noticed that these disorders were different from the disorders found in Europe and 
North America. More than 50 culture-bound disorders have been reported in the 
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clinical and research literature. However, only a few receive the most attention and 
are well known, such as  latah ,  amok , and  susto . 

 Every culture has its own and different “disorders” or (usually) maladaptive behav-
ioral expressions that may or may not be modifi cations of the disorders found in the 
Western world that are said to be “universal”; this is why they are called culture- bound 
disorders ( Encyclopedia of Psychology , 1994, p. 374). In theory, culture-bound syn-
dromes are those “folk” illnesses in which alterations of behavior and experience fi g-
ure prominently. In actuality, however, many are not syndromes at all. Instead, they 
are local ways of explaining any of a wide assortment of misfortunes [ 41 ]. 

 Other more common disorders, even though they may share a biological or 
genetic substrate, are more likely to be shaped by social context, cultural norms, and 
developmental stage. Rutter and Nikapota argue in favor of integrating both a uni-
versal and relativistic view of psychopathology depending on the specifi c disorder. 
The extent to which the defi nitions of disorders or syndromes are universal across 
cultures or vary signifi cantly across cultures is a matter to be determined by empiri-
cal inquiry that establishes the validity of the diagnostic criteria across cultures [ 42 ]. 

 The combined relativistic and universalistic approach in diagnostic classifi ca-
tory systems for psychopathology states that some disorders (i.e., autism, schizo-
phrenia, fragile X syndrome, and other pervasive developmental disorders) are 
more likely to be universal in all cultures because they are mostly based on neural 
pathology [ 42 ]. 

 But it is useful to fully examine a culture-bound syndrome beyond the phenom-
enology and understand the context in order to uncover the role that culture and 
worldview play in the expression of psychological events. For this exercise, con-
sider the culture-bound syndrome seen in the East, koro. The DSM IV defi nes koro 
as “a term that refers to an episode of sudden and intense anxiety that the penis (or, 
in females, the vulva and nipples) will recede into the body and possibly cause 
death” (DSM IV). 

 Without context, this condition sounds like it might be thought of as an anxiety 
disorder or a body dysmorphic disorder. Reading about the phenomena as 
described in the DSM could also indicate that an individual with koro suffers from 
a psychotic belief, namely that the genitals are shrinking or that their shrinking 
could result in death. But the phenomenon occurs in a context of culture and 
worldview that makes the phenomena seem less like a psychotic delusion. The 
cultural beliefs that surround  koro  include ideas of sex physiology in the   tradi-
tional Chinese medicine    , which in fact links fatality with genital retraction. This 
is believed to be fact, not myth. In the ancient Chinese medical book  ZhongZang 
Jing , retraction of the penis with distension of the abdomen was described as a 
certain sign of death. Yin and yang theory, widely appreciated in Asia, proposes 
that an unbalanced loss of the yang humor produces genital shrinkage. In 
Traditional Chinese medicine, frequent   ejaculation     is regarded as detrimental to 
health, as   semen     is considered to be related to a man’s vital energy, and hence 
excessive depletion of semen may lead to illness or death. Some authors believe 
that the idea of death caused by the semen depletion resembles the idea of death 
caused by genital disappearance. 
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 Some DSM IV disorders are listed in the body of the manual without explicit 
reference to cultural factors that might suggest the root of the illness. It has been 
debated whether eating disorders like  anorexia nervosa  have an intrinsic cultural 
element or even are (Western) culture-bound syndromes. In this case, the behavior 
may be steeped in the cultural link between thinness and beauty for females. In a 
culture without emphasis on thinness for beauty, the behaviors and beliefs of an 
anorexic may seem disorganized and bizarre. Other similar examples throughout 
the DSM are debated as to their cultural relevance. 

 When the cultural root or worldview is better understood, the mechanism for how 
a culture-bound syndrome comes to be understood by that culture becomes clearer. 
Also potential interventions or “cures” can be differentially prescribed when the 
underlying worldview is understood. Without the cultural understanding, the idiom 
of distress will not be understood and interventions cannot be well prescribed.  

    Universalism vs. Cultural Relativism 

 There is evidence that a person’s cultural background colors every facet of their ill-
ness experience, from linguistic structure [ 26 ,  27 ] to the unique meaning of 
expressed emotion [ 28 ,  29 ]. Yet, there is little consensus on the extent to which 
these cultural factors infl uence psychiatric disorders causing them to differ on their 
core defi nitions and constellation of symptoms. This has led to controversy about 
the universality versus the relativity of psychiatric disorders or syndromes across 
cultural groups. In part, this controversy has been debated for many years due to the 
lack of biological markers, imprecise measurement, and ultimately the lack of a 
gold standard for validating most psychiatric conditions [ 30 ]. 

 Research on culture and mental health has traditionally focused on one of two 
orientations. The fi rst being the Universalist view that holds that similarities exist in 
mental disorders across all cultures, but the expression of these disorders varies 
from culture to culture. The other view is the Cultural Relativist approach. This 
view holds that some disorders are unique to a culture and may only be understood 
from a cultural perspective [ 31 ]. This relativistic point of view claims that culture 
shapes the individual’s development and his/her biological and psychological 
unfolding to a substantial degree—thus calling for the need to integrate culture 
within the diagnostic classifi catory system [ 32 ]. Otherwise, important cultural 
symptoms and syndromes unique to particular cultural settings result in a category 
fallacy or apparent homogeneity of disorders across cultures [ 33 ]. 

 Thus, there exists a clear divide in the literature with adherents of biopsychologi-
cal universalism interpreting mental illnesses as manifestations of universal human 
psychopathology, only infl uenced and modifi ed by particular cultural factors [ 34 – 36 ]. 
On the other side, adherents of an ethnological cultural relativism purport these 
conditions as engendered or generated by aspects of a particular culture [ 37 – 39 ]. 
This divide has led to heated debates between both sides over the concept of 
“culture- bound syndromes.” Though this debate may not fi nd rest soon, these syn-
dromes testify to the profound infl uence cultural factors exert on the human mind 
(Table  3 ).
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       Cultural Sensitivity and Psychotherapy for Immigrant Youth 

 The Mayo Clinic web resource defi nes psychotherapy (for youth as well as adults) 
as follows: “Psychotherapy is a general term for treating mental health problems by 
talking with a psychiatrist, psychologist or other mental health provider.” It contin-
ues, “During psychotherapy, you learn about your condition and your moods, feel-
ings, thoughts and behaviors. Psychotherapy helps you learn how to take control of 
your life and respond to challenging situations with healthy coping skills. There are 
many specifi c types of psychotherapy, each with its own approach. The type of 
 psychotherapy that’s right for you depends on your individual situation. 
Psychotherapy is also known as talk therapy, counseling, psychosocial therapy or, 
simply, therapy.” 

 In Western culture, psychotherapy has roots in a dynamic therapy developed in 
the Freudian tradition. This is an essential premise in understanding the way a 
Western trained mental health professional will approach a patient’s psychology, 
their diagnosis, and treatment. In fact, Western language lexicons have been modi-
fi ed by the thoughts of Freud and his disciples. Terms like “ego” and “subcon-
scious” have entered into the English language or have modifi ed their meaning in 
the last 150 years as a result of the infl uence of psychodynamic psychology. The 
language is said to be “psychologized.” This is not necessarily true of other lan-
guages. This is not to say that other languages lack the proper lexicon to describe 
psychological states. Only that they may not refl ect a newly incorporated way of 
thinking about psychological terms, all of which come from one system of thought 
from one theory. The theory’s validity is under question within its own cultural 
context and defi nitely not validated in other cultures. 

 The need for better cultural understanding of how psychotherapy might be incor-
porated into treatment plans from culture to culture is a subject of investigation for 
youth and adult patients. And the sensitivity to cultural norms around the manifesta-
tion, cause, and intervention in mental illness must be sensitively approached. As 
psychotherapies are considered for particular circumstances in cross-cultural situa-
tions, multiple factors must be considered. It cannot be assumed that particular psy-
chotherapies are universally applicable to specifi c diagnoses. 

   Table 3    Universalism vs. cultural relativism   

 Universalism  Cultural relativism 

 Asserts that the same diseases exist across 
cultures, even if they are understood 
differently 

 Asserts that there exist certain diseases that only 
affect certain cultures or populations (culture- 
bound syndromes) 

 Suggests disorders are purely the result of 
biopsychological complications 

 Suggests disorders can be infl uenced by 
ethnology 

 Argues that diagnoses can be made 
independently of cultural considerations 

 Argues that diagnostic classifi cations must take 
culture into account 

 Can’t be categorically proven due to linguistic disparities and the absence of a uniform, 
concrete, cross-cultural standard by which to evaluate the accuracy of diagnoses 
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  Immigrant youth  is a very diverse population. Cultural realities for immigrant 
youth may be largely Western or non-Western or combinations from diverse immi-
gration backgrounds and mixing experiences. The cultural realities of the youth and 
their families will be factors in their experience of psychological problems and their 
treatment possibilities. As this book explores the challenges of working with this 
population and treating with psychotherapeutic interventions, the reader must be 
aware that cultural contexts will underlie the clinical experiences. The possibilities 
of using psychotherapy cross-culturally must be approached with awareness of the 
evidence and a critical eye.   
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