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Abstract and Keywords
Over 25 years of experience from the field have resulted in important lessons 
learned concerning how to best approach the multifaceted, complex treatment of 
immigrants and refugees. Continuing this work, it is important to educate 
medical communities about tried-and-true best practices and cultural sensitivity, 
as well as the integration of culturally-related practices in different clinical 
contexts. The medical model is inadequate to address the systematic challenges 
inherent in caring for displaced and traumatized populations. Beyond the clinical 
realm, systems are needed to advocate on behalf of immigrant and refugee 
communities using policy and law instruments; system-level intervention is the 
most effective way to address structural barriers to the highest possible 
standard of health and human rights.

Keywords:   immigrant, refugee, United States, Boston University, humanitarian, internally displaced 
person, asylum seeker

War, humanitarian disasters, and an increase in ethnic conflicts have led to a 
dramatic growth in refugees and internally displaced people (IDPs) worldwide. 
We are now witnessing the highest levels of displacement on record. 
Approximately 68 million people around the world have been forced from their 
home and are considered Persons of Concern (PoC), a designation that includes 
Refugees, internally displaced IDPs, asylum seekers, stateless persons, 
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returnees, and others. Among them are nearly 20 million Refugees, over half of 
whom are under 18 years of age (UNHCR, 2018).

The number of PoC is nearly 4 million more than at the end of 2015. The number 
of IDPs in Colombia has increased from 6.9 million to 7.4 million, very nearly 
matching the number at Syria’s peak during civil war there. The numbers of 
IDPs have also gone up in the Democratic Republic of the Congo, Somalia, 
Afghanistan, Ukraine, and South Sudan because of war, drought, famine, 
disease, and extreme poverty (UNHCR, 2018). More than 250,000 people have 
died and 12 million have fled their homes since the beginning of the Syrian war. 
In Italy, it was reported that the Mafia syphoned huge sums of government aid 
from migrant centres, while the migrants starved. Hungary and Slovakia were 
denounced by a top legal advisor for refusing to accept refugees from Greece 
and Italy in 2015.

There has been increased attention to the plight of these populations, 
particularly those seeking to be resettled in Western, industrialized countries. 
Recent experience stresses the impact of trauma exposure, including torture, 
war trauma, and sexual and gender-based violence (SGBV), on the capacity of 
individuals and communities to successfully integrate and resettle within host 
 (p.246) countries. Traumatic events can have far-reaching effects as they 
adversely affect individuals, families, communities, and the society at large.

SGBV is a significant worldwide problem in refugee populations and is defined 
by the United Nations High Commissioner for Refugees (UNHCR) as ‘violence 
that is directed at a person based on gender or sex. It includes acts that inflict 
physical, mental, or sexual harm or suffering, threats of such acts, coercion and 
other deprivations of liberty’ (UN CEDAW, 1992). Rape has been used as a 
weapon of war in many recent conflicts. SGBV has many important 
consequences for sexual, reproductive, physical, and psychological health, as 
well as destructive community effects (e.g. stigma, ostracization of victims) and 
refugees may continue to be at risk of SGBV after arrival in host communities 
(Nezer, 2013).

Survivors of trauma tend to underutilize health care and psychosocial services. 
Reasons for this may include fear of the medical system, avoidance related to 
the traumatic experiences, feelings of shame or guilt, stigmatization, cultural 
taboos, alternative community solutions, or placing a greater priority on survival 
or acclimation to a new country. Those serving refugee communities and 
especially survivors of trauma are challenged to develop community-based 
interventions that address basic needs of the population, which requires an 
understanding of cultural factors and barriers to care.

Since 1985, over 73,000 refugees from over 90 different countries have been 
resettled in Massachusetts. The top 10 countries of origin are the former USSR, 
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Vietnam, Iraq, Somalia, former Yugoslavia, Bhutan, Haiti, Myanmar, Cambodia, 
and Laos (Massachusetts Government, 2018). Estimates of the prevalence of 
torture in refugee populations range from 5% to 35% (Baker, 1992; Montgomery 
and Foldspang, 1994; Eisenman, Keller and, Kim, 2000) and we estimate that 
there are anywhere from 2,000 to 15,000 survivors of torture among the 
refugees resettled in Massachusetts since 1985. In a systematic review and 
meta-analysis of the prevalence of post-traumatic stress disorder (PTSD) and 
major depressive disorder (MDD) in refugee and post-conflict populations with 
81,866 individuals, the prevalence of PTSD was 30.6% and of depression was 
30.8%. Torture emerged as the strongest predictive factor for PTSD, and the 
cumulative exposure to potentially traumatic events was the strongest factor 
associated with MDD (Steel et al., 2009).

Boston Medical Center (BMC), formerly Boston City Hospital, is a non-profit 496-
bed academic medical centre in Boston, Massachusetts. It is the largest safety-
net hospital and Level I trauma centre in New England. It is dedicated to 
providing accessible health care to everyone, regardless of ability to pay; 72% of 
patients are from under-served populations and 32% of patients do not speak 
English as a primary language. Among foreign-born patients presenting to the 

 (p.247) BMC Primary Care Clinic, approximately 1 in 9 meet the definition 
established by the UN Convention Against Torture (Crosby et al., 2006).

13.1 The Boston Center for Refugee Health and Human Rights
An initial formalized attempt to respond to the needs of the refugee population 
at BMC began in 1991 when Dr Michael Grodin, Professor at Boston University 
School of Public Health and an expert on human rights, and Dr Alejandro 
Moreno, a physician in internal medicine, set up a human rights clinic supported 
by the non-governmental organization Global Lawyers and Physicians (GLP) and 
the Boston University Schools of Public Health, Medicine, and Law. This clinic 
for refugee health and human rights was established to provide care for 
refugees and torture victims and to conduct forensic medical evaluations in 
support of asylum cases.

Efforts began in 1997 to create an expanded centre of excellence to meet the 
comprehensive needs of refugees and torture survivors. A meeting was held in 
1998 to create a centre that would provide centralized multidisciplinary care for 
all refugee patients at BMC. Dr Linda Piwowarczyk from BMC’s Department of 
Psychiatry had created an international mental health clinic and she became co-
director along with Dr Michael Grodin in the formation of the Boston Center for 
Refugee Health and Human Rights (BCRHHR) in 1998.

BCRHHR was founded to provide coordinated, integrated services for 
individuals who have survived torture and related refugee trauma, with the goal 
of enhancing personal, family, and community adjustment. The centre was 
founded as a collaboration of BMC and the Boston University Schools of 
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Medicine, Public Health, Dentistry, Law, and Social Work. The centre established 
an innovative model of outpatient care to serve BMC’s refugee population 
through the provision of comprehensive adult and paediatric primary care, 
mental health, dental care, social services (including English as a second 
language and vocational counselling), legal aid, medical specialist consultation, 
and forensic medical and psychological evaluations for asylum cases.

In their country of origin, during periods of flight, and in countries of first 
asylum, many refugees are exposed to dislocation, deprivation, systematic 
violence, and torture. The physical and psychological effects of war trauma and 
torture may directly affect their functioning across all major life domains: 
personal, family, and vocational. Although some individuals are extraordinarily 
resilient, many continue to experience enduring personality changes, and some 
have neurological impairment due to trauma, which can adversely affect 
functioning. While some function well with psychological symptoms, others are 

 (p.248) limited in their efforts to reintegrate into society. Often these patients 
do not access mainstream rehabilitation, clinical, or vocational services due to 
language and cultural barriers, in addition to lack of familiarity with the system.

Large numbers of the refugee community do not actively seek medical or 
psychosocial services unless they are seeking asylum or are in crisis, often only 
after they have exhausted all other measures. Families and communities carry 
the burden of addressing the needs of their members’ difficulty with 
employment, substance abuse, domestic violence, anger, and social isolation. 
The tension and stress created by pressure to provide support for families 
overseas must be acknowledged. This includes the challenges of family 
reunification. Our programme is conceptualized as a vocational, non-
medicalized, holistic model building on existing alliances with community 
organizations and resettlement agencies and utilization of motivational 
interviewing techniques. Efforts to understand and incorporate culturally 
sensitive and specific interventions into services determine the extent to which 
such a programme will succeed.

In 1999, BCRHHR expanded from interdisciplinary clinical services to also 
include research, teaching, and training. Lectures on caring for refugees and 
survivors of torture included ambulatory care lectures, public health forums, and 
national and international health conferences. Two web-based courses were 
developed (Crosby, 2009; BCRHHR, 2018).

Immigrants and refugees often seek out traditional healing methods, which 
those in higher-income countries may consider to be alternative medicine. With 
increasing exposure, the centre became aware of the importance of recognizing 
culturally bound syndromes and, in addition, the observation that patients 
frequently expressed their psychological pain in physical symptoms, including 
disassociation from their bodies. The mind and body are inextricably linked. The 
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centre established a complementary and alternative medicine clinic to enhance 
treatment. We have reported on the use of different modalities to help reconnect 
the body and mind. The clinic offered qi gong, tai chi, reiki, pranayama yoga 
breathing, music, massage, acupuncture, cupping, and spiritual healing. 
Preliminary results show promise in integrative care (MacDuff, Grodin and 
Gardiner, 2011; Carlson et al., 2017).

In 2010, it became clear that there was a need to move away from a model 
focused on mental health and torture. At this time, the centre was funded 
primarily through the Office of Refugee Resettlement. Programmes such as the 
Torture Victims Relief Act of 1998, administered by the Office of Refugee 
Resettlement, provide services and resources to ‘torture survivors’ but exclude 
refugees who have experienced other types of traumatic events that do not meet 
the strict definition of torture. This eliminated the provision of services to over 
80% of the refugee and immigrant population at BMC.

 (p.249) In 2010, the Immigrant and Refugee Health Program (IRHP) at BMC, 
led by Dr Sondra Crosby and Dr Elizabeth Rourke, was founded to provide 
clinical and wraparound services for all immigrants and refugees, regardless of 
their torture history. The programme was a joint endeavour with GLP, BMC’s 
Department of Medicine, and Boston University School of Public Health’s 
(BUSPH) Department of Health Law, Ethics, and Human Rights.

The IRHP currently serves approximately 1,500 patients from over 60 countries 
across the globe. Many of these patients have been displaced by war trauma, 
torture, and SGBV, and the majority have specialized needs, including care for 
trauma-related psychiatric and medical conditions such as HIV. IRHP serves the 
complex needs of these patients in a culturally sensitive and multidisciplinary 
setting, offering integrated mental health, case management (for HIV patients), 
women’s health specialist services, and care coordination. IRHP provides 
consultation services to BMC clinicians and refers to an expansive team of 
subspecialists in many BMC departments to ensure these vulnerable patients 
receive the most comprehensive healthcare services. In addition, IRHP is a 
designated screening site for newly arrived refugees in the Department of Public 
Health’s Refugee Health Assessment Program. This programme provides initial 
screening, vaccinations, health education, and connection to primary care. 
Recognizing the recent elevation of stress related to immigration, we have 
incorporated an employee of AmeriCorps (a domestic public service programme) 
to assist our patients with legal referrals and navigate the path to citizenship.

As a teaching site for BMC General Internal Medicine residents, IRHP offers 
training and guidance for future clinicians in the field. IRHP residents 
participate in a continuity clinic and a comprehensive didactic series. Public 
health students, law students, and undergraduates have also worked with IRHP 
clinicians on clinical and advocacy projects. IRHP is renowned both within BMC 
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and beyond, faculty teach nationally and internationally and are actively 
involved in best-practices research for this population, such as social justice and 
medical ethics for vulnerable populations. Also embedded in IRHP is the unique 
Forensic Medical Evaluation Group (FMEG), which offers evaluation and 
documentation of physical and psychological trauma and abuse for asylum 
seekers and others who need documentation of prior ill-treatment. FMEG 
provides a supportive and collaborative environment while working closely with 
attorneys, providing guidance and teaching to students from a variety of 
academic backgrounds, medical residents, attorneys and judges. The members 
of this group have written over 500 affidavits and have served as expert 
witnesses in immigration courts, US Federal Court, US Military Commissions 
Court, and international courts.

 (p.250) IRHP faculty includes the director Sondra Crosby, MD, Sarah Kimball, 
MD, and Nicolette Oleng’, MD, in addition to a nurse practitioner, Aissatou 
Gueye. Dr Crosby is a medical forensic expert and is highly experienced in 
evaluating the effects of torture, cruelty, and inhumane treatment on vulnerable 
populations. She has over 20 years of experience in the medical care of 
immigrant and refugee populations. Dr Kimball has extensive training in health 
advocacy and focuses on violence prevention and complex care management for 
refugee patients. Dr Oleng’ is active in resident teaching and has expertise in 
refugee women’s health. Together, IRHP clinicians have evaluated over a 
thousand survivors of torture in their practice. The combination of experience, 
available clinical services, teaching, research, and advocacy, has established 
IRHP as a model comprehensive programme for immigrants and refugees that 
provides expert medical care, referrals to appropriate services, and other 
supports, while also making strides in best practices and research that will 
better inform immigrant and refugee health practice in the future.

To respond effectively to this unprecedented crisis and the political and social 
climate today’s immigrants face, training the next generation of health 
professionals to be competent caregivers and leaders is imperative. With this in 
mind, Boston University received a three-year grant from the Josiah Macy Jr. 
Foundation to strengthen education as a way to better serve immigrant and 
refugee populations. Most medical education focused on this patient population 
currently addresses issues like immunizations and infectious diseases from 
countries of origin, yet does not teach about the physical, emotional, and social 
manifestations of trauma. The majority of medical students and physicians have 
a limited understanding of their patients’ cultural and trauma histories and how 
they impact illness and healing as well as limited skills to intervene in a 
culturally sensitive, patient-centred approach. A longitudinal curriculum to 
advance the health and health care of refugees, which includes both didactic and 
interactive learning modules, will be integrated across several health 
professional programmes at Boston University including medicine, dentistry, 
physician assistant, public health, and social work, emphasizing the importance 
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of a holistic multidisciplinary model. A refugee health clerkship and an 
interprofessional refugee health selective will be optional for students during 
each of their four years.

13.2 Case studies
These cases highlight the need for a community-based initiative with a rich array 
of integrated medical, legal, and psychosocial services in a comprehensive 
centre.

Having finished his morning tea and taken his daily dose of A-gar 35 (a 
traditional Tibetan herbal pill), 45-year-old Yonten walks over to a dimly lit 
room in which he will begin his morning meditations. He begins with his 
deep breathing exercises, focusing on the balance of winds he strives to 
achieve. Once again he did not get a good night’s sleep, so concentrating on 
channelling his energy proves to be a little more difficult than he is 
accustomed to after decades of meditation experience. Ten minutes into the 
breathing exercises, Yonten hears yelling in his mind. The unwanted image of 
his monastery burning appears beneath his eyelids. He recalls this image 
with more pain than even his final prison beating almost a year ago before 
he finally fled India, where he had continued his political activity in support 
of the Tibetan government and His Holiness the Dalai Lama. This memory of 
his temple burning still haunts him the most, although his flashbacks often 
take him to his first imprisonment in China where authorities forced him to 
watch electric shocks administered to his fellow monks as a warning to other 
activists. Yonten and his family had been forced to flee to India through the 
Himalayas after he received threats against his family, and he had to leave 
them behind permanently upon fleeing to the United States. Although it was 
beyond his control, this circumstance has caused him significant guilt and 
sadness, at times rendering him emotionally numb. Consequently, Yonten’s 
contemplative meditation, which was once second nature, has become 
consistently difficult, especially after nights haunted by frightening 
nightmares which often put him in a state of hypervigilance for the duration 
of the next day. Although he actively avoids actions and thoughts reminiscent 
of his trauma, he often feels hopeless in his frustrated efforts at meditative 
mindfulness despite decades of practice and finds himself fighting off 
intrusive feelings of helplessness. He is persistent, and he attempts to ignore 
the invasive memories and focus on the flows of winds. After a frustrating 
hour, he walks back to his kitchen and prepares another cup of tea with 
which he will take his antidepressant medication. He then prepares himself 
for his trip to the Boston Buddhist Center, where he has integrated himself 

 (p.251) Case study 1: Yonten
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Figure 13.1  A view of Boston Medical 
Centre.

Reproduced courtesy of Sara Dyer.

with a supportive community of Tibetan Buddhists, several of whom are also 
patients at BCRHHR/BMC (Figure 13.1 and 13.2).

An adolescent named Amira came to the United States with her family as a 
legal refugee, fleeing violence in her home country. She has major sensory 
deficits, has never been to school, and suffers from a myriad of medical 
conditions. Her father, a legal immigrant, brings her to appointments and 
relays his observations and concerns, since she is unable to speak or write, 
and does not know sign language. Her father obtained work in a local 
business to support the family. Recently, Amira’s father was told the business 
was in trouble for tax issues. One night immigration officials entered the 
family’s residence and arrested the father in front of Amira. It is 
unimaginable how she processed this terrifying experience; her father 
described how Amira was shaking and whimpering, huddled in a corner. She 
continues to exhibit symptoms of fear, anxiety, and distress with no way to 
verbalize her feelings. Fortunately, her father was released, but the situation 
is not resolved. In her country, Amira didn’t stand a chance. Here, the 
possibility of unlocking her mind with education and health care is real. One 
day she may be able to tell her story herself. (p.252)

Case study 2: Amira
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Figure 13.2  Dr. Michael Grodin (left) 
treated Tibetan monk Yeshi Togden for 
post-traumatic stress from his 
imprisonment and torture in the late 
1980s.

 (p.253) 13.3 Politics of 
immigration
Worldwide, in the United 
States, and in the local Boston 
community, immigrant, and 
refugee health have become 
more complicated since the 
2016 presidential election. 
Shortly after Donald J. Trump 
was inaugurated as President of 
the United States, new 
executive orders were signed on 
27 January 2017 that were said 
to protect the country from 
‘terrorists’ entering the United 
States. These orders caused 
strife and chaos in refugee and 
immigrant communities, not 
only in the United States but 
also around the world. The 
orders (often referred to 
broadly as the ‘Muslim ban’) 
banned immigrants from seven 
predominately Muslim countries 
and suspended refugee arrivals 
to the United States for 120 days. Judges in New York and Massachusetts 
immediately blocked parts of the order.

On 6 March 2017, the President signed a second executive order. This new order 
was modified and less exclusionary (for example, Iraq was taken off the list of 
excluded countries’ lawful permanent residents, refugees were allowed, and 
language was removed that gave religious priority to minorities), but this second 
order was also challenged, and another temporary restraining order was issued. 
The orders aimed to cut the number of refugees allowed into the country by half, 
to 50,000. In June 2017, the Supreme Court of the United States partially lifted 
the suspension of the ban and agreed to hear the case in the fall of 2017.

Yet a third version of the travel ban was announced in September 2017, and this 
was the version ultimately approved by the US Supreme Court in June 2018 by a 
5 to 4 vote. The majority opinion, written by Chief Justice John Roberts, 
concluded that the ban was consistent with the President’s national security 
powers and was legitimately designed to prevent the entry of nationals who 
could not be adequately vetted. Justice Sonia Sotomayor wrote a blistering 
dissent arguing that the ban was a religious-based ‘Muslim ban’ that violated the 
First Amendment. She approved of the Court’s reversal of Korematsu, in which, 
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during World War II, the Court had approved of the internment of Japanese 
Americans solely on the basis of race, but argued that the Court had just made 
the same constitutional error again, and ‘merely replaces one “gravely wrong” 
decision with another’ (Trump v. Hawaii, 26 June 2018).

What has probably had the greatest impact on our local immigrant and refugee 
population, however, is the executive order enhancing public safety in the 
interior of the United States. These measures included increasing Immigration 
and Customs Enforcement (ICE) resources and discretion, the threat of 
punishment to sanctuary jurisdictions, an increase in immigrant prosecutions, 
and revival of secure communities (local law enforcement sharing information 
with the Department of Homeland Security) (Executive Order, 2017).

 (p.254) We are seeing the tip of the iceberg of public health disasters in the 
United States stemming from the Trump administration’s aggressive detention 
and deportation policies. Immigrants, both documented and undocumented, are 
experiencing fear and anxiety in response to the executive order, which in turn 
negatively impacts the psychological and physical health of entire communities. 
Findings suggest that policies requiring individuals to provide evidence of 
immigration status limit access to resources, regardless of documentation 
status. For example, following passage of Arizona Senate Bill 1070, which 
allowed law enforcement to detain persons who could not verify citizenship, 
Mexican mothers were less likely to use public assistance or take their infants to 
receive medical care. Lower birth weights have been reported in Latina mothers 
affected by ICE raids, and a spike in adverse mental health symptoms has been 
reported in many immigrant communities (Hacker et al., 2012; Novak, 
Geronimus, and Martinez-Cardoso, 2017). A typical ICE raid is often experienced 
as a traumatic event. These raids frequently occur in predawn hours where 
agents, often with guns and body armour, storm into a home in a militarized 
fashion, frequently in the presence of children. Immigrants are fearful of being 
targeted and are avoiding public benefits, including health care and food 
assistance (Bazar, 2017). Fear of repercussions has resulted in a decrease in 
immigrants’ willingness to report crimes, including domestic violence (Dart, 
2017). The downstream social impact of community and family insecurity is 
detrimental to all our communities.

ICE has created and inflamed a toxic environment of fear, pain, and stress 
throughout immigrant communities. With the Trump administration’s 
empowering of ICE, raids, arrests, and detentions have risen sharply. Nationally, 
immigration arrests are up 38%, with 41,318 people being arrested from 22 
January to 29 April 2017 (ICE, 2017a). The seemingly indiscriminate and brutal 
treatment of immigrants has an impact on the well-being and safety of our 
Massachusetts communities.



The politics of immigrant and refugee health in the United States

Page 11 of 16

PRINTED FROM OXFORD SCHOLARSHIP ONLINE (www.oxfordscholarship.com). (c) Copyright Oxford University Press, 2019. All 
Rights Reserved. An individual user may print out a PDF of a single chapter of a monograph in OSO for personal use.  
Subscriber: Boston University Libraries; date: 14 November 2019

An Office of Detention Oversight compliance report found that on 7 February 
2017 the Theo Lacy Facility in Orange, California, was already over 100% 
capacity (ICE, 2017b). The four ICE detention facilities in Massachusetts, with 
approximately 850 beds in total, are also reaching capacity. Under-resourced, 
overcrowded incarceration settings are conducive to violations of human rights, 
particularly the rights to health and legal representation.

Some deaths in ICE detention have been directly caused by substandard health 
care, according to reports by the American Civil Liberties Union (ACLU) and 
Human Rights Watch (HRW). The HRW report identified three detainees who 
died by suicide ‘after demonstrating signs of serious mental health conditions …’ 
and concluded that ‘inadequate mental health care … significantly  (p.255) 

exacerbated their mental health problems.’ Another detainee, Manuel Cota-
Domingo, died of heart disease and untreated diabetes (HRW, 2016).

The ACLU report reviewed 24 randomly selected deaths in ICE custody from 
January 2010 to May 2012 and attributed 8 to substandard care (ACLU/DWN/
NIJC, 2016). An updated list of deaths of ICE detainees over the past few years 
includes 22 suicides, 2 electrocutions, 2 traumatic brain injuries, 1 drowning, 1 
case of rabies, and 2 deaths by ‘natural causes’ at the ages of 25 and 36 
(American Immigration Lawyers Association, 2018).

Aggressive ICE policies leave families and communities in fear and reeling at the 
loss of loved ones. ICE director Thomas Homan, in a 2017 House Appropriations 
Committee meeting, said that ‘… if you’re in this country illegally, and you 
committed a crime by entering this country, you should be uncomfortable, you 
should look over your shoulder, and you need to be worried …’ (Dart, 2017).

Trump has followed through on this rhetoric and has rescinded the Deferred 
Action for Childhood Arrivals (DACA) programme, which protects from 
deportation 800,000 youth who arrived undocumented as children, as well as the 
Deferred Action for Parents of Americans and Legal Permanent Residents 
(DAPA). The programme would have allowed 5 million parents of US-citizen 
children to avoid deportation; those families are now at risk. When parents are 
detained and deported, thousands of their US-citizen children may be lost in the 
foster care system and reunifying these families can be almost impossible. 
Division of families may especially devastate those with serious health concerns.

We applaud the Massachusetts Supreme Judicial Court’s decision in Lunn v. 
Commonwealth, holding that Massachusetts courts and law enforcement 
officials—including sheriffs and police officers—do not have authority to hold 
persons solely on the basis of immigration detainers. But Massachusetts 
Governor Charlie Baker’s proposal on 1 August 2017 to undermine that ruling 
and grant local law enforcement ‘flexibility’ in detaining non-criminal 
immigrants is not only ineffective policy but harms the public health for 
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everyone. We need stronger protections for all immigrants to lend a semblance 
of normalcy and peace to all US communities. Actions should include universal 
access to legal representation for detained immigrants; increased and 
independent day-to-day oversight of ICE detention facilities; and advocacy in 
support of Senate Bill 1305 (‘Safe Communities Act’), to ensure safe access to 
health care and public services for all community members.

As matter of policy, the United States Government has separated families 
seeking asylum in the US by crossing the border illegally (Barry, Jordan, Correal, 
and Fernandez, 2018). The parents are criminally prosecuted, and  (p.256) the 
children sent to government custody or foster care. Some of the children are 
warehoused in ’cages’. At least 2,700 children have been separated from their 
parents from October 2017 through May 2018. The potential long-term mental 
health impact of forced separation on both children and parents has been 
described by mental health professionals and includes PTSD as well as other 
severe and enduring mental health problems (Danaher, 2018). Amnesty 
International recently stated ‘this is nothing short of torture‘(Amnesty 
International, 2018). Indeed, the severe mental suffering that officials have 
intentionally inflicted on these families for coercive purposes means that these 
acts meet the definition of torture under both US and international law. In 
addition, there have been reports of children given psychoactive medications for 
behaviour problems, raising alarms that ‘safety concerns’ are taking priority 
over medical well-being, and resulting in children not receiving the appropriate 
standard of care. Clinicians caring for immigrant and refugee patients must be 
prepared to care for families and communities traumatized by family separation 
and juvenile detention.

In response to the executive orders and negative impact on our refugee and 
immigrant patients, the IRHP has been compelled to become involved in policy 
and advocacy work. We have led and created a hospital-wide Immigrant Task 
Force (co-chaired by Dr Sondra Crosby and Dr Ben Siegel), whose mission is to 
identify and respond to challenges in the evolving immigration policy landscape 
that may impact health care delivery. The task force serves as the central source 
for patient information, staff education, and data collection on the effects of 
immigration policy on the health and wellness of our immigrant population. It 
aims to develop expertise in psychosocial, legal, and ethical issues, develop 
educational materials, network with community agencies and hospitals, and 
provide for the psychosocial needs of patients and staff. Our programme has 
hosted ‘Know Your Rights’ presentations for immigrants as well as clinicians and 
staff to provide tools for navigating specific situations, enhance empowerment, 
and relieve anxiety.

Health and human rights are inextricably linked. Upholding rights contributes to 
the mission of public health to improve the physical, mental, and social health 
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and well-being of populations. More research is needed to elucidate and address 
the health impact of current immigration policies on population health.

Refugee policy in the United States has mirrored the response of other 
industrialized nations; the response to the refugee crisis has been dramatically 
underwhelming. The transcript of the conversation between Donald J. Trump 
and Australian Prime Minister Turnbull is evident of the policy trajectory the 
United States is currently following. The conversation concerned an  (p.257) 

Obama-era deal where the United States agreed to accept asylum seekers 
currently in Australia, after vetting. Trump told Turnbull that ‘accepting the 
refugees will make us look awfully bad’, and afterwards added: ‘I am the world’s 
greatest person that does not want to let people into the country’ (Guardian 
2017). Asylum seekers to Australia have been held on remote Pacific islands for 
years under conditions widely criticized by human rights advocates and the 
United Nations (see Chapter 14).

The global community has failed to protect the human rights and dignity of the 
victims of the widespread disaster. If the Trump administration dismisses human 
rights or ignores the plight of displaced persons entirely, it will forever be a stain 
on US history. The trickle-down effect of these aggressive policies has impacted 
our local communities.

13.4 Conclusion
Over 25 years of experience from the field have resulted in important lessons 
learned concerning how to best approach the multifaceted and complex 
treatment of immigrants and refugees. Continuing this work, it is important to 
educate the medical communities about tried-and-true best practices and 
cultural sensitivity, as well as the integration of culturally related practices in 
different clinical contexts. It is also critical to recognize the significant risk of 
vicarious trauma in caregivers and to implement preventive measures. (Pross & 
Schweitzer, 2010)

The medical model is inadequate to address the systematic challenges inherent 
in caring for displaced and traumatized populations. Beyond the clinical realm, 
systems are needed to advocate on behalf of immigrant and refugee 
communities using policy and law instruments; system-level intervention is the 
most effective way to address structural barriers to the highest possible 
standard of health and human rights.
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