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ADDRESSING THE MENTAL HEALTH NEEDS OF IMMIGRANTS IN 

PRIMARY CARE: PROTOTYPING AN IMMIGRANT MENTAL HEALTH 

PROGRAM AT MASSACHUSETTS GENERAL HOSPITAL 

SAIGE REIKO FONG  

ABSTRACT 

Objective. Immigrants to the United States represent a variety of ethnocultural 

backgrounds, experiences, and languages. They face stressors unique to migration that 

may exacerbate or cause mental health concerns. Despite this increased risk, immigrants 

access treatment at rates far below their native-borne counterparts. Structural and cultural 

barriers to mental health service utilization expound this disparity. The present thesis 

proposes a novel system to provide psychosocial support for US immigrants seeking 

treatment at Massachusetts General Hospital (MGH). Methods. Recognizing the need for 

a new paradigm of care, an Immigrant Mental Health Center prototype was 

conceptualized using a Human-Centered Design approach. The foundations for this 

prototype align with the Patient-Centered Medical Home approach to integrated primary 

and mental healthcare. Narrative reviews informed the theoretical basis of the prototype. 

A brief review of the existing literature yielded five integrated care themes, forming the 

basis for prototype evaluation criteria. Communication materials for stakeholder meetings 

and expert advisory panels were prepared as the next step in the Human-Centered Design 

approach. Results. The prototype extended care to a diverse spectrum of US immigrants 

within the MGH healthcare network. It involved a multidisciplinary team of specialists, 
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whole-patient orientation, a personal practitioner, increased accessibility, and viable 

internal (MGH) and external (community) linkages. Conclusions. The next steps in the 

Human-Centered Design approach include iteratively designing solutions to co-optimize 

the prototype for implementation at the MGH Center for Immigrant Health. 

Recommendations for the iterative refinement stage include clarifying financial metrics 

and addressing structural barriers to treatment accessibility. A series of feasibility pilot 

trials and efficacy randomized-controlled trials precede implementation. Future directions 

include extending the target population to second or third-generation immigrants, 

attending to severe mental illnesses, and fostering inpatient mental healthcare linkages as 

a bridge to long-term care.  
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INTRODUCTION 

Immigration Demographics  

The scale of international migration has drastically increased over the past twenty 

years. The 2022 World Migration Report places the current estimate at 281 million 

international immigrants, or 3.6% of the world's population, representing a notable 

increase from 173 million (2.8%) international immigrants in 2000.1 These global trends 

persist in the United States of America (US). Approximately 44.9 million immigrants live 

in the US, constituting around 13.7% of the total population.2 The US Census Bureau 

projects that the immigrant population will grow exponentially faster than the native-born 

population, reaching 65 million (17.1%) of the US population by 2040.3 Indeed, 

immigrants compose a sizeable fraction of the country's population. The augmented pace 

of migration to the US necessitates a finer understanding of the specific composition of 

this rapidly-growing population.  

Among adult immigrants in the US (≥ 18 years), 21.9 versus 20.3 million identify 

as female compared to male, respectively, and 2.5 million foreign-born children are 

present. Across the country, the median age of newly-arrived immigrants from their 

countries of origin is 31 - 49 years.2 A majority of immigrants to the US have 

traditionally come from Latin America, the Caribbean, and Asia. However, there has 

been a significant diversification in geographical and ethnocultural origins over the years. 

Language trends mirror this increasing diversity. Approximately 22% of all immigrants 

(≥ five years) reported speaking another language at home, with a majority fluent in 

Spanish, Chinese, Tagalog (Filipino), Vietnamese, and Arabic. Of these immigrants, 
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approximately 25 million reported limited English proficiency.2 It is also important to 

note the various immigration statuses of this population: The 2022 World Migration 

Report estimates that the US hosts approximately 341,000 refugees and 1 million asylum-

seekers in total.1 The Migration Policy Institute estimates 11 million unauthorized 

immigrants residing in the US as of 2019.4 

Altogether, Data lends evidence towards a national immigrant population that (1) 

is rapidly growing, despite travel restrictions imposed by the COVID-19 pandemic, (2) 

has a median age of 31 - 49 years and a slightly higher ratio of females to males, (3) is 

increasing in geographical, cultural, and ethnic diversity, (4) speaks multiple languages, 

with a substantial proportion of individuals with limited English proficiency, and (5) 

varies in documentation status. Although immigrant profiles fluctuate across factors like 

gender ratio, racial and ethnic group, age, geographical origin, language proficiency, and 

migration status between US regions, the trends mentioned above persevere amongst 

immigrants who seek treatment with the Massachusetts General Hospital (MGH) 

healthcare network. Demographics from the MGH Center for Diversity & Inclusion’s 

Health Equity Dashboard (2019 – 2022) show similar trends within the MGH Healthcare 

Network in Massachusetts, US.  

 

 

Core Psychosocial Stressors 

While the composition and experiences of this population are diverse, it is well-

established that immigrants experience a host of complex structural, sociocultural, and 

psychological stressors that are critical in shaping their mental health. Structural 
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determinants of mental health are broadly defined as institutions and public policies that 

affect the whole population (e.g., legislature around immigration status and employment 

opportunities).5 For example, a recent systemic review of forty peer-reviewed articles 

found that anti-immigration policies were associated with mental health outcomes, 

including general anxiety disorder (GAD), major depressive disorder (MDD), and post-

traumatic stress disorder (PTSD).6 Across documented and undocumented Latin(x) 

immigrants, living in US states with more anti-immigration laws decreased their odds of 

reporting optimal health, and increased their risk for mental health concerns.7 

Sociocultural determinants of mental health include factors such as racial-ethnic 

discrimination and language barriers.5,8 A cross-control study found that the language 

barrier is one of the most important sociocultural stressors, with limited English 

proficiency significantly associated with three stress-related conditions (unhappiness, 

depression, anxiety) and dramatically elevated poor health.9 Finally, psychosocial 

determinants of mental health are broadly defined as characteristics that influence an 

individual psychologically and socially (e.g., acculturative stress and war-related 

trauma).5 Such a multitude of stressors and experiences, combined with the demographic 

diversity of immigrants to the US, underscores the reality that migration is a highly 

heterogeneous process. 

It is also essential to note that migration is not a singular event. Researchers view 

migration as a trajectory spanning three phases: pre-migration, migration, and post-

migration resettlement.10 Each phase of the migration trajectory is associated with 

specific stressors. The following section will introduce four core stressors across the 
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migration trajectory as they relate to immigrant patients seeking treatment at MGH. The 

four core stressors are as follows: resettlement, acculturation, trauma and isolation, and 

[lack of] adequate psycho-pharmacological treatment (Figure 1).  

 

Figure 1. The Four Core Psychosocial Stressors. Resettlement, acculturation, trauma 

and isolation, and [lack of] adequate psycho-pharmacological treatment pose significant 

mental health stressors to many US immigrants within the post-migration resettlement 

phase of the migration trajectory. The Immigrant Mental Health Center (IMHC) 

prototype will target these core stressors. 
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Psycho-Pharmacological Treatment 

The exact burden of mental illness among the US immigrant population is 

inconclusive. Methodological variations across studies, combined with the heterogeneity 

of experiences and backgrounds present, prevent accurate estimates.11 Despite these 

limitations, one meta-analysis suggested that around one in ten refugees resettled in 

Western countries have PTSD, around one in twenty have MDD, and around one in 

twenty-five have GAD, with a high probability of comorbidity (Appendix A).12 A similar 

systemic review highlighted a greater tendency for US immigrants to develop these 

mental illnesses than their native-borne counterparts.13 The same review cautioned, 

however, that the mere fact of being an immigrant does not presume a tendency to 

manifest mental illness. Traumatic experiences across the migration trajectory combined 

with individual vulnerability (i.e., the immigrant is not healthy, has a disability, or 

already has a mental illness before being subjected to migration-related stressors) 

contribute to the etiology of mental illness.10,13 

Despite methodological variations, reviews of the available literature strongly 

suggest that US immigrants may have increased risk for developing mental illneses, yet 

access psychiatric treatment at lower rates than their native-borne counterparts. 12–16 A 

glance at the statistics elucidates this gap in healthcare: service use among immigrants 

with a diagnosed mental illness range from 5% - 40%. Among immigrants without a 

diagnosis (i.e., without psycho-pharmacological evaluation), the service rates drop to 3% 

– 6%. These levels are well below the US standard— among native-born adults with any 

serious mental illness, the rates of service use are 59%. These rates increase to 71% for 
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native-born adults with MDD.14 The next section will introduce some critical barriers 

towards receiving mental healthcare treatment that influence these trends. Furthermore, 

even if some immigrants do receive psycho-pharmacological attention, a substantial 

proportion do not experience the benefits of a stable medication regimen. In a study of 

antipsychotic, antidepressant, and mood stabilizer usage among US Latin(x) immigrants, 

the mean rate of psychotropic medication non-adherence was 40-44%.17 

Additionally, previous studies have noted that treatment attrition (dropout) rates 

may be higher amongst US immigrants. For example, Law et al. (2003)18 found that 41% 

of undocumented Chinese (Fuzhounese) immigrants attended less than half of their 

outpatient mental health appointments; Chavira et al. (2014)19 found that Latin(x) patients 

attended fewer sessions and have higher rates of cognitive-behavioral therapy (CBT) 

dropouts compared to non-Latin(x) Whites; Ouellet-Plamondon et al. (2015) found that 

immigrants with first-episode psychosis had more than three times the odds of attrition 

than non-immigrants. The COVID-19 pandemic has further decreased treatment attrition 

rates and follow-up psychiatric appointment compliance among US immigrants.20 This 

clear disparity in psycho-pharmacological attention must be addressed in the IMHC 

healthcare system prototype. 

Resettlement  

A large body of literature suggests that stressors linked to the resettlement process 

pose significant risks for mental health concerns. Briefly, the Refugee Act of 1980 

delineates the complex resettlement process for forced migrants and emphasizes, at its 

core, economic “self-sufficiency” via finding employment within a few months of 



 

 

7 

resettlement.21 Refugees obtain self-sufficiency if they earn a total income that supports 

themselves and their families without monetary assistance from the state. However, a 

critical review of the 1980 Refugee Act highlights the detrimental nature of emphasizing 

financial independence over supporting immigrants throughout their transitions into US 

mainstream culture.21 For one, English language training programs are marginalized in 

favor of finding jobs as quickly as possible. Numerous studies show that limited-to-no 

English proficiency is associated with high rates of mental health problems,9 lower 

health-related quality of life,22 and decreased treatment-seeking behaviors related to 

mental healthcare.14,15 The language barrier is a significant resettlement-related stressor 

that affects immigrant mental health and may impede an immigrant’s ability to navigate 

complex healthcare and legal systems.9,23  

Even with English proficiency, navigating the US legal system is a complex 

endeavor for immigrants during and throughout the resettlement process. Legislature 

surrounding immigration has grown increasingly restrictive, involving extended 

processing times, long detention intervals, and an increase in temporary rather than 

permanent visas. Accordingly, immigrants must understand new legal proceedings to 

resettle in the US successfully. Research indicates this is a significant psychosocial 

stressor.7,24 One study of Iraqi asylum-seekers found that prolonged asylum 

(resettlement) legal proceedings predicted higher levels of GAD, MDD, and somatoform 

disorders.25 A complementary study posited that exposure to cumulative living 

difficulties (e.g., family conflict, asylum application rejections, the threat of detention, 

and unstable living conditions) during the resettlement process mediated this trend.26 Yet 
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another study concluded that immigrants without permanent visas experienced increased 

anxiety, depression, and psychological distress.27 These investigations support the notion 

that mental health outcomes deteriorate alongside the complex, prolonged, and restrictive 

legislature surrounding immigration in the US.  

It is also important to note that the interval of time spent in detention during resettlement 

contributes to the etiology of mental health concerns. The former study of Iraqi asylum-

seeking groups also reported that individuals in detention experienced higher rates of 

PTSD, GAD, and MDD than those who did not experience detention. These higher 

disease rates were sustained ten months after detention, with traumatic experiences 

during detention likely mediating this trend.25 While resettlement, akin to pre- and post-

migration trauma, is a highly heterogeneous experience, evidence points to multiple 

stressors that detriment immigrant mental health.  

Acculturation 

Acculturation refers to how immigrants adapt their attitudes, behaviors, and 

identities when confronted with a new cultural landscape.28 It is another highly 

heterogeneous process where immigrants choose different ways, or “acculturative 

strategies,” to navigate their cultural transitions. One model proposes four acculturative 

strategies: assimilation, integration, separation, and marginalization.28 Although 

contention exists around this model, some evidence suggests that each strategy confers 

different amounts of acculturative stress, which is the mental distress experienced by an 

individual when attempting to adopt the beliefs, practices, and values of a new culture.29 

High levels of acculturative stress are robust predictors of poor mental health outcomes 
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for immigrants, such as MDD, GAD, PTSD, and suicidal ideation.30–32 The following 

section will introduce three acculturation strategies and their relationships with 

acculturative stress.  

Immigrants who choose the integration strategy will retain valued features from 

their traditional culture while selectively adopting their new culture's behaviors, attitudes, 

and beliefs.28 Research suggests this strategy confers the least risk of experiencing 

acculturative stress and developing mental health concerns. Contrarily, marginalization 

and separation strategies are associated with the highest levels of acculturative stress and 

increased risk of developing mental health concerns.29 Marginalization occurs when an 

immigrant refuses to associate with their traditional culture and their host culture; 

separation occurs when an immigrant places value on holding their traditional culture and 

seeks little to no contact with the host culture.28 

It is important to note that marginalization and separation are not entirely 

individual choices—when the dominant ethnocultural group forces these strategies onto a 

minority, they are instead called “segregation” and “exclusion.”28 These strategies also 

mediate the relationship between discrimination and worse mental health, in that 

immigrants who lean towards complete marginalization or separation may report a higher 

frequency of discriminatory experiences.33 Indeed, acculturation strategies, acculturative 

stress, and stressors relating to adopting a new culture must be addressed alongside 

effective psychotherapy within the IMHC prototype.  
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Trauma and Isolation 

Trauma is an event, series of events, or circumstances that have prolonged 

adverse effects on an individual’s mental, physical, and social functioning.34 Trauma may 

occur across all three phases of the migration trajectory, placing immigrants at risk for 

developing mental health concerns such as MDD, GAD, and PTSD at frequencies above 

their native-born counterparts.10 Pre-migration PTEs include experiences such as war-

related injuries, natural disasters, and the deaths of loved ones.35 A recent meta-analysis 

found that torture (in combination with other pre-migration traumas) was the most 

significant predictor of depression and PTSD among refugees.36 Additionally, pre-

migration trauma associated with witnessing or experiencing violence predicted positive 

screenings for mental health disorders within refugee populations.37 PTEs during the 

migration phase are often linked to legal status— entry into the US without authorization 

may involve trauma relating to long journeys and extreme physical hardships.38 

Finally, evidence suggests that post-migration potentially traumatic events play a 

critical role in shaping immigrant mental health.30,35 Post-migration PTEs include 

experiences such as discrimination, family separation and conflict, violent neighborhood 

environments, and acculturative stress. These post-migration PTEs are associated with a 

heightened risk of MDD, PTSD, GAD, and increased self-rated psychological distress.30 

Although traumatic experiences vary in nature and frequency across the US immigrant 

population, evidence points to an excess risk of mental health disorders following 

exposure to trauma at each point on the migrant trajectory.  
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Trauma is only one of the many psychosocial stressors that detriment immigrant 

mental health. Research has long documented the detrimental effects of social isolation 

on mental health.39 The migration process is intrinsically linked with social isolation. 

Immigrants often face the dissolution of their lifelong social networks when they leave 

their homeland for a new country.40 A study of Latina women immigrants highlights the 

impact of social isolation on mental health: during participant interviews, many reported 

that loneliness, lack of communication, and a general feeling of being closed-in 

(“encerrada”) dominated their new lives in the US. Approximately half of the women in 

this study met the criteria for depression and PTSD, while nearly all reported at least one 

form of ongoing or past trauma.40 Furthermore, middle-aged immigrants (40-59 years) 

with limited English proficiency may have an increased risk for social isolation.41 Along 

with trauma, social isolation is a critical psychosocial stressor that must be targeted 

through effective psychotherapy within an IMHC prototype. 

 

Mental Health Service Utilization  

Despite a significant need for mental healthcare services, US immigrants are half 

as likely as their native-borne counterparts to receive treatment42 and demonstrate lower 

per-capita medical utilizations and expenditures.43 A multitude of barriers potentiates this 

inequality. Said barriers include cultural (e.g., stigma, attitudes) and structural (e.g., lack 

of insurance, transportation) factors. The most salient barriers to mental healthcare 

utilization, which the IMHC prototype will target, are introduced in the following section.  
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A review of the available literature surrounding cultural barriers to service 

utilization revealed two overarching themes.44 First, individuals often turn to spiritual 

leaders,45 traditional healers,46,47 or a mixture of family and community spiritual 

organization members48 to support their mental health concerns rather than “Western” 

practitioners. These alternatives to the US standard model of care are not necessarily 

detrimental; instead, they afford explanations for mental health service underutilization. 

Second, many ethnocultural immigrant groups differ concerning their treatment-seeking 

attitudes. For example, many Asian immigrants to the US commonly endorse the belief 

that mental health services should only be sought when physical symptoms are present.47 

Many Sub-Saharan African immigrants believe that seeking treatment generally 

reinforces the notion that Eurocentric ideologies are erroneously superior (given the 

colonization histories of their native countries and the subsequent, complex racial 

relations).46 Nevertheless, hesitancy surrounding Western models of care and varying 

treatment-seeking behaviors are just two of the many cultural factors influencing service 

utilization. An effective IMHC prototype must consider barriers to ensure equity of 

treatment accessibility.  

Among the many institution-based impediments to mental healthcare 

accessibility, US health insurance eligibility predominates. Improving immigrant access 

to healthcare and health insurance could reduce disparities between immigrants and their 

native-borne counterparts by 14-29%.49 Although rules about immigrants’ access to 

health insurance vary across states, all lawfully-residing immigrants may purchase 
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insurance through the Affordable Care Act (ACA) and are eligible for Medicaid coverage 

if they meet specific, need-based criteria.50 

Receiving comprehensive insurance coverage, however, is a much more nuanced 

ordeal. Factors such as legal status and limited ACA resource navigation underlie the 

growing number of uninsured US immigrants. A recent study highlights this disparity: in 

2021, the US Census Bureau utilized data from the American Community Survey to 

estimate the extent to which health insurance coverage varies across race and 

documentation statuses. The US Census Bureau reported that higher proportions of non-

citizens of every race and ethnicity were uninsured compared to their native-borne 

counterparts.51 Furthermore, studies show that only 50% of US immigrant full-time 

employees had employer-sponsored health insurance, compared to 81% of their native-

borne counterparts.52 In addition to citing lack of insurance as the most influential barrier 

to receiving mental healthcare, a systematic review by Derr et al. (2016)14 also concluded 

that language differences, cost, long wait times, and a low supply of local providers were 

critical factors in service utilization rates. The IMHC prototype will address these 

structural barriers to adequate mental healthcare through an integrated health schematic 

outlined in the next section. 

 

The Patient-Centered Medical Home 

The Patient-Centered Medical Home (PCMH) is an emerging integrated 

behavioral healthcare model. In the PCMH model, a multidisciplinary team of specialists 

[rather than a single provider] collaborates to meet all patient needs, whether acute, 
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chronic, primary, secondary, or preventative.53 The multidisciplinary care team is also 

responsible for engaging and educating patients throughout the duration of their 

treatment. Overall, the PCMH is a vehicle for primary care redesign. It includes elements 

that move healthcare away from volume-based services and emphasizes shared decision-

making through stratifying the continuum of care between a team of specialists working 

in tangent with each other and their patients.53 

 The PCMH has gained popularity in the US over the past four decades. 

Stakeholders, particularly insurance companies, are interested in this model for its ability 

to reduce overall cost and spending by reducing inpatient visits, emergency department 

use, and hospital readmission rates.54 Federal agencies have also voiced support for the 

implementation of PCMHs across the nation. The Affordable Care Act (ACA) identified 

PCMHs as a viable way to reduce healthcare expenditures, hold providers accountable, 

and promote transparency to help eliminate medical waste.53 Numerous studies 

demonstrate that leveraging ideas from this model into existing healthcare infrastructures 

improves patient outcomes and provider satisfaction.53,55 However, the literature 

surrounding its efficacy must be expanded because it is a nascent healthcare delivery 

model. 

Although relatively nascent, the PCMH model represents a landmark innovation 

in integrated healthcare. We present an attenuated version of this model to address the 

unique mental health needs of immigrant patients who seek treatment within the MGH 

healthcare network. The resulting prototype, termed the Immigrant Mental Health Center 

(IMHC), will leverage ideas from integrated behavioral healthcare to address the four 
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core psychosocial stressors associated with migration (trauma and isolation, resettlement, 

acculturation, and psycho-pharmacological treatment). After a review of the conceptual 

basis of the IMCH prototype, we will utilize a Human-Centered Design framework to 

refine the model and then discuss possible barriers to implementation at MGH. We will 

conclude by evaluating the deliverable IMCH prototype as a PCMH. We will then 

prepare communication materials for future MGH Center for Immigrant Health 

stakeholder meetings. 

 

SPECIFIC AIMS 

We propose a novel way to address the core psychosocial stressors and barriers to 

treatment accessibility that affect mental health outcomes among immigrant patients 

seeking treatment at MGH within the post-migration resettlement phase of the migration 

trajectory. Using a Human-Centered Design approach, we will leverage ideas from a 

working model of integrated healthcare, the PCMH, to produce a prototype that considers 

this patient population's unique and diverse needs. The prototype will then undergo 

iterative adjustments and evaluations to fit within the existing healthcare delivery 

framework at MGH and to satisfy stakeholder requirements.  

Aim 1. To present a conceptual model of the IMHC prototype. The prototype will 

be guided by Human-Centered Design principles and informed by a narrative review of 

each element and evidence-based intervention.  

Aim 2. To discuss the extent to which the IMHC prototype fits the criteria of a 

PCMH. In doing so, we will investigate the extent to which the prototype shares common 
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elements with other national integrated healthcare initiatives and immigrant-focused 

behavioral health programs.  

Aim 3. To identify potential stakeholders and prepare initial communication 

materials. Communication Materials include a deliverable IMHC prototype and its 

conceptual basis (i.e., how it addresses the four core psychosocial stressors of migration), 

a discussion of the IMCH prototype’s strengths and weaknesses, a summary of key 

internal and external partnerships, and potential designation as a PCMH.    

 

METHODS  

Aim 1 approach. As the first step in the Human-Centered Design process, a 

collaborator at the MGH Center for Health Outcomes and Interdisciplinary Research 

conducted a needs-based analysis which informed the initial concept of the IMHC 

prototype (Figure 2). For the first aim, we will develop the framework of the IMHC 

prototype using qualitative data from this needs-based analysis. Next, we will conduct 

narrative reviews to isolate elements to include in the IMHC prototype. These elements 

will combat the four core psychosocial stressors (trauma and isolation, resettlement, 

acculturation, psycho-pharmacological care) as well as mitigate the aforementioned 

barriers to treatment accessibility. The resulting prototype will provide an integrated 

mental healthcare model that engages medicine, including psychiatry, psychology, social 

work, theology, law, and biostatistics, to improve the mental health outcomes of 

immigrant patients within the MGH healthcare network.  
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Figure 2. The Human-Centered Design Process. The IMCH prototype represents the 

second stage of development, which includes (1) combining and critiquing design ideas, 

(2) theoretically meeting the areas of needs determined in the preliminary needs-based 

analysis, and (3) producing a deliverable model for further iterative refinements. The next 

stage will be iterative refinements of the IMCH prototype. 

Aim 2 approach. Second, we will conduct a brief literature review to isolate key 

elements of PCMH healthcare models. We will present a table which encompasses the 

central elements of a PCMH and aligns these elements with features of the IMCH 

prototype. We will then discuss the extent to which the IMCH prototype may perform at 

the level of other integrated care models using criteria set forth in a review of national 

programs. 
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Aim 3 approach. Third, we will summarize community partnerships, sponsors, 

and practitioners that may express vested interests in bringing the IMHC prototype 

concept to fruition. We will prepare communication materials for a proposal at the MGH 

Center for Immigrant Health, the institution which will house the IMCH prototype, after 

isolating these key stakeholders. Strengnths and challenges associated with 

implementation of the IMHC within the MGH Center for Immigrant Health are included 

in the discussion section.  

 

RESULTS 

We modified an already established PCMH model for refugees to create our 

IMHC prototype (PCMH-O; original patient-centered medical home model).56 This 

prototype works in concert with other services at the MGH Center for Immigrant Health. 

ssential modifications to the original model include addressing migration's four core 

psychosocial stressors and expanding the target population beyond refugees. The IMHC 

prototype additionally integrates MGH— and Massachusetts— specific resources into its 

continuum of care. The following section compartmentalizes the IMHC prototype into 

three elements: (1) Referrals, resettlement resource navigation, and assessment; (2) triage 

into mental health services; (3) allied health and interdisciplinary partnerships.  
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Figure 3. Element 1 of the IMHC Prototype. Following a preliminary psychological 

assessment, patients are triaged to specialists who address the core psychosocial stressors 

associated with migration. Either a Licensed Social Worker (LISCW), Clinical 

Psychologist, or Psychiatrist serves as the lead care provider. Suggestions towards 

targeting each psychosocial stressor are summarized within the green boxes.  

Element 1 

Referrals 

The IMHC prototype considers US immigrants' heterogeneity by aligning with 

four referral sources (Figure 3). First, the MGH Asylum Clinic provides affidavits for 

asylum. They currently service individuals from over 70 nations and across 25 
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languages.57 Referrals from the MGH Asylum Clinic allow the IMHC prototype to 

service geographically diverse asylum-seekers. Second, the Health & Law Immigrant 

Solidarity Network refers documented and undocumented immigrants to medical-legal 

resources.58 Alignment with this institution allows our model to reach immigrants with 

varying legal statuses. Third, the IMHC prototype accepts referrals from MGH Satellite 

Clinics in Chelsea, Revere, and Everett and from the Emergency Department on the 

MGH Main Campus in Boston. Incorporating satellite clinics and the emergency 

department is critical to our model's integrated primary care element. Alongside medical 

treatment, immigrants with mental health concerns may immediately access mental 

health services through the IMHC prototype—thus shortening wait times and providing 

care across diverse socioeconomic and locational barriers to treatment accessibility. 

Fourth, the MGH Freedom Clinic provides free LGBTQ+ primary and preventative care 

for survivors of human trafficking.59 Referrals from this broad network acknowledge the 

diverse experiences and backgrounds among US immigrants seeking mental healthcare.  

Resettlement Resource Navigation 

First contact occurs through the Immigrant Health Resource Specialist (Figure 3). 

Ideally, the IMHC includes three Resource Specialists representing the three most 

common languages. On-call Interpreters partner with the Resource Specialist for further 

language accommodations. The Resource Specialists in the IMHC prototype are 

analogous to Global Health Navigators in the PCMH-O model.56 Global Health 

Navigators were former refugees with expertise in health education and outreach who 

were familiar with the cultural aspects of individual refugee groups. In turn, Resource 
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Specialists within the IMHC prototype are ideally immigrants themselves or pulled from 

an existing pool of MGH Community Health Workers. The MGH Community Health 

Workers Program consists of trained Medical Interpreters and Patient Navigators with 

expertise in patient advocacy and culturally-competent care.60  

The Resource Specialist’s primary role is to address resettlement-related stressors 

by helping immigrant patients access and navigate various medical, legal, and community 

resources based on their needs. Regarding medical partnerships, if an immigrant patient 

presents with acute physical injury or illness, the Resource Navigator helps them access 

MGH Clinical Services (primary and specialty care services) in an expedited manner. To 

address nutrition deficiency or food insecurity, the Resource Navigator refers immigrants 

to the nutritional programming at the MGH Center for Immigrant Health.61 Regarding 

legal partnerships, the Resource Navigator refers immigrants to thoroughly-vetted legal 

services and health insurance options that consider the proliferous nuances of the 

migration experience. Regarding language partnerships, studies show that limited-to-no 

English proficiency is associated with three stress-related conditions (unhappiness, 

depression, anxiety) and dramatically elevated poor health status,9 lower health-related 

quality of life,22 decreased treatment-seeking behaviors,14,15 and increased risk for social 

isolation among US immigrants.40,41 It is also a significant barrier to mental health service 

accessibility.23 Given that approximately 25 million US immigrants report limited 

English proficiency,2 it is imperative to include English language training programs 

within the IMHC prototype. The Resource Navigator refers immigrants to these training 

programs as the final method for mitigating resettlement-related stressors.  
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Preliminary Assessment  

Immigrants with needs outside of resettlement-related stressors refer to the second 

key personnel: The Immigrant Mental Health Psychologist (Figure 3). The Immigrant 

Mental Health Psychologist is a licensed practitioner who specializes in trauma-informed 

care. The principal responsibility of the Immigrant Mental Health Psychologist is to 

perform initial health and psychological evaluations. Appendix B includes a proposed 

assessment battery for evaluating mental health outcomes with US immigrants. The 

Immigrant Mental Health Psychologist is analogous to the “Assessment Specialist” in the 

PCMH-O model. In the PCMH-O model, placing a specialized psychologist early in the 

continuum of care expedited treatment times and effectively targeted specific mental 

health needs.56 After the preliminary assessment, the Immigrant Mental Health 

Psychologist triages the patient into three service areas.  
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Figure 4. Element 2 of the IMHC Prototype. Following a preliminary psychological 

assessment, patients are triaged to specialists who address the core psychosocial stressors 

associated with migration. Either a Licensed Social Worker (LISCW), Clinical 

Psychologist, or Psychiatrist serves as the lead care provider. Suggestions towards 

targeting each psychosocial stressor are summarized within the green boxes.  

Element 2 

Addressing Acculturation 

The fourth key personnel in the continuum of care are Licensed Social Workers 

(LISCW). These professionals serve as lead care managers for patients whose mental 

health concerns arise from pervasive acculturative stress (as determined by their 
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preliminary psychological assessment). LISCWs mitigate the effects of this core 

psychosocial stressor through (1) education about different acculturation strategies, (2) 

enhancing protective factors against acculturative stress, and (3) fostering resiliency skills 

and coping strategies (Figure 4). Education centers around clarification of the four 

acculturation strategies. Since integration confers less risk of experiencing acculturative 

stress than assimilation, separation, and marginalization strategies.28–30 the LISCW 

emphasizes integrative actions such as negotiating a balance between homeland and host 

country cultural norms. In addition to education, the LISCW targets protective factors 

against acculturative stress. Said factors include family cohesion62 and perceived 

effectiveness of social support.32 The LISCW organizes and maintains immigrant social 

support groups to bolster the latter protective factor.  

In addition to support groups, the LISCW directs family unit meetings. These 

family unit meetings will address intergenerational conflicts between adolescents and 

their parents. Such conflicts arise when children adapt to US culture more quickly than 

their parents or if they adopt different acculturative strategies from their parents.62,63 As a 

final measure against acculturative stress, the LISCW partners with psychologists across 

the IMHC prototype to relay resiliency and coping skills in the face of acculturative 

stressors, such as perceived discrimination during integration.  

Addressing Trauma and Isolation 

The IMHC prototype follows the framework for trauma-informed care set forth 

by the Substance Abuse and Mental Health Service Association.34 On a departmental 

level, the IMHC prototype includes provisions to ensure that all staff members 
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understand and practice the basic principles of trauma-informed care. Said provisions 

include, but are not limited to: ongoing training seminars, staff support (i.e., addressing 

secondary traumatic stress, staff handbooks and manuals, badge-backers with trauma-

related resources), and annual client advisory boards in which trauma survivors inform 

improvements of the IMHC prototype (Figure 4). Given that perceived discrimination is 

a critical potentially traumatic experience during the post-migration resettlement phase,8 

the IMHC prototype includes workshops on racial trauma64 and culturally-competent 

healthcare practices65 for all staff members.  

The fifth key personnel in the continuum of care are Clinical Psychologists who  

specialize in trauma-informed care. These mental health practitioners serve as lead care 

managers for patients whose mental health concerns arise from trauma and social 

isolation. They utilize evidence-based and culturally-cognizant therapeutic protocols to 

address mental health concerns such as GAD, MDD, PTSD, and suicidal ideation.  

Although there is a dearth of information surrounding empirical evaluations of 

therapeutic protocols for US immigrants,66 a review of refugee-centered interventions 

found that CBT alone or in combination with pharmacological therapy was effective in 

reducing symptoms of traumatic and migration stress.67 However, the six studies of CBT 

included in the review had small sample sizes and varying treatment effect sizes. 

Exposure Therapy and Mindfulness-Based Interventions are additional protocols with 

emerging evidence for combatting traumatic stress.67 Finally, Clinical Psychologists 

within the IMHC prototype recognize the substantial impact of torture-related trauma on 

mental health. They understand the unique nature of treating torture survivors, such as 
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emphasizing the re-establishment of trust, addressing survivors’ guilt, and helping 

patients recover from dehumanizing conditions over the course of psychotherapy.68 These 

results provide a theoretical foundation for psychotherapy within the IMHC prototype 

(Figure 4).  

Trauma is one of the many stressors that Clinical Psychologists address in the 

present model. Social isolation relief is equally critical to comprehensive mental 

healthcare (Figure 4). Because social isolation is caused by a complex mixture of 

individual, family, social, and structural factors,39 any therapeutic protocol must extend 

beyond individual psychotherapy. To this extent, peer support groups are essential 

components of the IMHC prototype. Clinical Psychologists may choose to model their 

support groups after the “Terutulias” intervention developed by Page-Reeves et al. 

(2021).69 Although this intervention is specific to female Mexican immigrants, it contains 

elements such as structured dialogue, peer-to-peer interactions, and storytelling that may 

be applicable across all immigrant demographics. Clinical psychologists may also target 

this core psychosocial stressor through implementing “supported socialization,” an 

activity in which immigrants with mental health concerns regarding social isolation are 

paired with community volunteers for 1:1 social engagement.70 Clinical psychologists 

may also include evidence-based social skills training in treatment plans.71 

Addressing Psycho-Pharmacological Treatment 

Psychiatric treatment accessibility extends beyond finding a physician. It includes 

the attributes of providers, such as their ability to address immigrant-specific needs and 

provide culturally-tailored care. With this in mind, Psychiatrists included in the IMHC 
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prototype are recruited from the existing pool of board-certified MGH physicians. These 

medical professionals must demonstrate a vested interest in cross-cultural psychiatry and 

hold practice values that closely align with the IMHC prototype’s holistic, integrated 

vision of mental healthcare. Immigrant patients with demonstrated psycho-

pharmacological needs are referred to an IMHC psychiatrist after their preliminary 

mental health assessment (Figure 4).  

Here, the clinical setting must be considered. The psychiatric clinical setting must 

(1) be accessible during times outside of regular practice hours to accommodate varying 

patient employment statuses; (2) include flexible scheduling to accommodate newly-

arrived patients as they navigate the US healthcare system; (3) prioritize safety in that all 

treatments protect staff, practitioners, and their already vulnerable patient population; and 

(4) have a location that allows coordinated care (i.e., care that can address complex health 

conditions via collaborations with medical specialists) to be as efficient and seamless as 

possible. The PCMH-O model includes these clinical setting recommendations for 

psycho-pharmacological treatment.56 

Clinical recommendations for psycho-pharmacological treatment include 

targeting psychotropic medication adherence, decreasing attrition rates, and establishing 

bridges to long-term care. Specifically, bridges to long-term care include collaborations 

between IMHC psychiatrists and outpatient mental health practitioners who are able to 

provide stable, consistent, and culturally competent therapy while monitoring medication 

adherence.  
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Figure 5. Element 3 of the IMHC Prototype. The IMHC prototype includes 

multidisciplinary partnerships to align with integrated care program standards, combat 

barriers to mental health treatment accessibility, facilitate community relationships, and 

ensure continuous monitoring and quality improvement. 

Element 3 

Apart from the provision of mental healthcare yet essential to the IMHC prototype 

are four allied health professions: Center Coordinators, Volunteer Coordinators, Interfaith 

Counsellors, Statisticians, and Electronic Health Record Programmers. Each allied health 

professional contributes to the prototype’s multidisciplinary vision of mental healthcare 

(Figure 5).  

Center Coordinators 

Center Coordinators manage an educational curriculum for IMHC staff and 

patients (Figure 5). Regarding staff, the curriculum addresses the four core psychosocial 

stressors. Beneficial topics may include Racial Trauma Theory,64 Culturally-Competent 

Healthcare Systems,65 Understanding the US Refugee Resettlement,21 or Acculturation, 

Acculturative Stress, and Integration Strategies.28 Experts in these topics may be invited 
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from external organizations per the Center Coordinator’s efforts. Regarding patients, the 

Center Coordinator aligns with the MGH Center for Immigrant Health to provide 

education on nutrition management and self-management of chronic diseases (for 

example, programs aimed at decreasing tobacco use and increasing exercise). The Center 

Coordinator additionally partners with IMHC Clinical Psychologists to host trauma-

informed care workshops. Staff handbooks on trauma-informed care, badge-backers with 

referrals to secondary trauma resources, and client advisory boards to address trauma-

related stressors (Figure 4) are also managed by the IMHC Center Coordinator.  

Volunteer Coordinators 

Volunteer Coordinators are the second administrative personnel in the IMHC 

prototype  (Figure 5). The Volunteer Coordinators partner with the well-established 

MGH Volunteer Department to recruit students from universities across Massachusetts. 

They may also recruit volunteer medical interpreters from the MGH Community Health 

Workers Program. Student volunteers may assist IMHC staff with organizational needs 

outside of mental health treatment, such as partnering with the Center Coordinators to run 

the trauma-informed care workshops or helping the Statisticians with secondary data 

collection. Volunteer medical interpreters may partner with the Immigrant Health 

Resource Specialist to provide on-call interpretation (Figure 3). Both student and 

medical interpretation volunteers may also participate in “Supported Socialization” 

activities as a measure against social isolation. Although it is an ancillary service, 

establishing a volunteer department would strengthen the IMHC prototype’s financial 

sustainability in a mental healthcare landscape with limited resources.72 
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Interfaith Counsellors 

Interfaith Counsellors connect spirituality and mental health within the IMHC 

prototype  (Figure 5). As mentioned, the literature highlights significant associations 

between religiosity and attitudes toward mental health services across multiple US 

immigrant demographics.45–48 With this in mind, Interfaith Counsellors in the IMHC 

prototype attend to attitudinal barriers; specifically, they may provide support for patients 

who endorse higher levels of religiosity and less trust in professional mental health 

services. Existing integrated care models have successfully incorporated Interfaith 

Counsellors into their framework to provide culturally-tailored and individualized 

treatment.45,56 

IT and EHR Programmers 

IT/EHR Programmers are the final administrative personnel involved in the 

IMHC prototype. They oversee the health information technologies components of three 

critical areas of integrated care: (1) Population health management; (2) Mechanisms to 

facilitate coordination of care; and (3) Systematic quality improvement (Figure 5).73 

Regarding population health management, IT/EHR programmers employ various systems 

for monitoring health statuses, tracking medication delivery, and scheduling follow-up 

appointments for patients. Regarding mechanisms to facilitate the coordination of care, 

IT/EHR programmers will employ strategies to support referral tracking, communication, 

and confidentiality of patient health information.73 Finally, IT/EHR will support quality 

improvement efforts by collecting continuous feedback of results to providers, support 
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staff, and internal and external partners per the framework specified in the PCMH-O 

model of integrated care.56  

 

PCMH Evaluation 

A brief review was conducted to isolate the characteristics of PCMH models in 

the US. In 2007, a consortium of primary care physician societies (The American 

Academy of Family Physicians) isolated six common principles of a PCMH. These 

include the assignment of a personal practitioner, whole-person orientation (i.e., attending 

to all needs of a patient), integration of healthcare services, the use of technology and 

client feedback to enhance quality and safety of care, increased accessibility, and a 

payment schedule that extends beyond traditional fee-for-service encounters.74 In 2017, 

the National Committee for Quality Assurance (NCQA) published six additional “must-

pass” elements for an institution to be considered a PCMH. These are access to care 

during office hours, using data for population management, care management, support of 

self-care processes, tracking of referrals and follow-up care, and implementing 

continuous quality improvement.53 Additionally, a recent review isolated eleven shared 

elements of integrated behavioral care programs: multidisciplinary teams, population 

health management, access to routine and urgent care, decision support for measurement-

based care, self-management support, ongoing care management, seamless referral 

processes, mechanisms to facilitate coordination of care, linkages with community and 

social services, systematic quality improvement, and sustainability strategies.73 The 

rationales for measuring a PCMH vary across organizations, but some similar criteria 
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arise. Table 1 summarizes the extent to which the IMHC prototype aligns with these key 

PCMH criteria.  

 

Table 1. Common PCMH Themes. Criteria for PCMH set forth by the National 

Committee for Quality Assurance,53 the American Association of Family Physicians,74 

and a review of national integrated healthcare programs73 are stratified into five main 

themes. A checkmark is designated for each criteria that IMHC prototype theoretically 

fulfills, and specifies the element of the prototype where it is address. E1= Element 1; 

E2= Element 2; E3 = Element 3. 
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Deliverable: IMHC Prototype   

 US Immigrants face multiple psychosocial stressors as an intrinsic part of starting 

their lives in a new country. Some challenges they face include learning a new language, 

the health care system, and the overall adjustment to a new way of life and culture. Many 

immigrants also arrive with pre-migration trauma and face post-migration traumatic 

experiences, such as discrimination, family conflict, and social isolation, which further 

exacerbate mental health concerns. Although they must surmount a plethora of 

psychosocial stressors, US Immigrants access psycho-pharmacological services at lower 

rates than their native-borne counterparts, have lower rates of long-term care 

appointments, and demonstrate marked deficits in treatment adherence. These factors 

make the provision of immigrant mental healthcare challenging and necessitate an 

organized approach that addresses existing barriers to treatment accessibility.  

In summary, the IMHC prototype represents an organized approach to providing 

mental health services and mitigating barriers to treatment accessibility, tailored 

explicitly for US Immigrant patients within the MGH Healthcare Network. Three 

elements of the IMHC prototype represent integrated, accessible, comprehensive, and 

culturally-tailored care. Figure 6 illustrates the complete IMHC prototype.  
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Figure 6. Complete IMHC Prototype. The continuum of care is segmented into three 

elements. Element 1 includes referrals, resettlement-related resource navigation, and 

preliminary health and psychological assessment. Element 2 includes triage into three 

core areas of service. Element 3 encompasses the allied healthcare professions that ensure 

quality and safety of healthcare provided.  

 
DISCUSSION 

Evaluation of the IMHC Prototype  

Strengths 

The predominant strength of the IMHC prototype is its emphasis on 

multidisciplinary healthcare. A patient’s medical, psychological, social, and spiritual 

needs are stratified across five specialists so that a single provider does not manage every 

aspect of wellness. Although the care itself is segmented between practitioners, the 

IMHC prototype assigns a “lead care provider” (Figure 7) based on a patient’s specific 

psychosocial need. The lead care provider spearheads treatment efforts and provides a 

contact point for a given patient. Indeed, an emerging body of research shows that 
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multidisciplinary mental healthcare models (such as the PCMH model) may improve 

health outcomes55 and provider satisfaction.75 Other benefits include fewer medical 

errors, test duplications, and better client-provider relationships.54 Having a “lead care 

provider” also ensures accountability and prevents role-blurring—two significant 

criticisms of integrated healthcare models.76 Overall, the IMHC framework achieves the 

triple aims of targeting core psychosocial stressors, facilitating multidisciplinary 

teamwork, and ensuring accountability for a patient’s health outcomes by allowing a 

single person to spearhead a patient’s recovery.  

           Another strength of the IMHC prototype is its strong internal (MGH) and external 

(community) relationships. Externally, community involvement begins with patient 

referrals from four diverse institutions. It continues through the resource navigation phase 

of Element 1 (Figure 3), where the Immigrant Health Resource Navigators partner with 

multiple community institutions to provide resettlement services. Of these community-

based resettlement services, the English Language Training Programs take utmost 

importance given that limited English proficiency is a significant psychosocial stressor 

and barrier to treatment accessibility. In Element 2 (Figure 4), a Clinical Psychologist 

may involve the community by holding peer support groups or implementing supported 

socialization activities to mitigate isolative stress. 

Similarly, a LISCW may target protective factors against acculturative stress by 

organizing community-based immigrant social support groups. In Element 3 (Figure 5), 

Volunteer Coordinators involve students from local universities in non-treatment IMHC 
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activities. University partnerships strengthen the IMHC prototype’s community presence 

and afford immigration-related outreach and advocacy opportunities.  

 Internally, the IMHC prototype aligns with existing resources at MGH. In 

Element 1 (Figure 3), Immigrant Health Resource Navigators are recruited from the 

MGH Community Health Workers Program, and On-Call Translation measures currently 

exist for MGH institutions. The Immigrant Mental Health Psychologist, who conducts 

preliminary health and psychological assessments, may be recruited from the MGH 

Center for Immigrant Health. In Element 2 (Figure 4), any specialist may be sourced 

from the MGH healthcare network. Here it is essential to note the academic and clinical 

prowess of practitioners employed by MGH. Massachusetts General Brigham 

(representing the entire healthcare network) employs over 74,000 individuals, represents 

the largest private hospital recipient of National Institutes of Health (NIH) funding in the 

US, and offers one of the most robust medical education programs in the country through 

aligning with Harvard Medical School. Finally, in Element 3 (Figure 5), Center 

Coordinators may run their immigrant-focused educational curriculum in partnership 

with the Mass General Psychiatry Academy. This institution sponsors web-based 

seminars, satellite symposia, teleconferences, and live educational events.77 On a 

macroscopic level, the IMHC prototype is not limited to Boston. MGH Satellite Clinics 

extend care to Chelsea, Everett, and Revere Massachusetts municipalities. This allows the 

IMHC prototype to circumvent locational barriers to service. Overall, partnering with 

MGH ensures a foundational set of essential services for mental health and general 

medical care provided by practitioners at the forefront of their respective fields.  
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 Apart from strong internal and external relationships, the IMHC prototype excels 

at weaving the principles of trauma-informed care into its framework. Said principles 

consist of four key assumptions, as outlined in SAMHSA’s trauma-informed care 

guidelines.34 The first assumption is that all staff across all levels of the organization have 

a basic realization about how trauma affects the mental health of individuals, families, 

organizations, and the community as a whole. Mandatory trauma-informed care 

workshops provided by the IMHC prototype ensure this assumption. Second, the 

SAMHSA framework specifies that people across the organization recognize the signs of 

trauma. Placing an Immigrant Mental Health Specialist early in the continuum of care to 

assess patients for trauma-related mental health concerns partially fulfills this 

assumption. Third, a healthcare system should respond by applying the principles of 

trauma-informed care to the wellbeing of both staff and patients. Regarding staff, the 

IMHC prototype specifies the provision of resources for secondary trauma. Regarding 

patients, the IMHC prototype contains a Clinical Psychologist that specializes in 

addressing the core psychosocial stressors of trauma and social isolation. Finally, 

SAMHSA articulates that an effective trauma-informed healthcare system includes 

measures to resist re-traumatization. Although the physical location of the IMHC 

prototype is yet to be determined, the fact that organizations often create stressful and re-

traumatizing environments that interfere with client recovery will be considered during 

the implementation process.  
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Challenges 

 Similar to the PCMH-O model, the tremendous heterogeneity of experiences, 

ethnocultural backgrounds, and spoken languages amongst the US immigrant population 

represents one of the most significant challenges to providing patient-centered care. 

Measures to accommodate language differences, such as on-call translation services and 

multiple bi-lingual Resource Specialists, only partially ameliorate the challenge of 

serving a population with approximately 67,802,000 individuals who speak languages 

other than English.2 Furthermore, the goal of providing culturally-competent mental 

health services grows increasingly complex when the target demographic encompasses 

all US immigrants. For example, the preliminary psychological assessment in Element 1 

is subject to cultural bias (Figure 3). Specifically, a primary barrier to any assessment or 

screening battery for minority populations is the lack of efficient, valid, and culturally-

responsive instruments for detecting disorders78 especially when considering that 

common mental illnesses (i.e., MDD) may present differently according to ethnocultural 

background and language.79 The primary assessment is only one of the many elements 

within the IMHC prototype that may encounter difficulties in attending to the 

heterogeneity of the US immigrant population.  

 Theoretically, the IMHC prototype includes a multidisciplinary team of specialists 

for a single patient. A “lead care manager” spearheads treatment progress, while allied 

healthcare professionals address spiritual needs and facilitate administrative 

processes (Figure 6). Realistically, this prototype may encounter challenges in recruiting 

and financially sustaining such a sizable workforce. Although Mass General Brigham is 
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the largest employer in Massachusetts, recent epidemiological surveys have highlighted a 

shortage in psychiatrists that the COVID-19 pandemic has further exacerbated.91 To 

date, no studies report the frequency of LISCWs or Clinical Psychologists specializing in 

immigrant-focused mental health in Massachusetts, nor are there studies reporting the 

frequency of multi-lingual mental health professionals in the US. Recruiting providers 

with the training, motivation, and experience needed to address immigrant-related mental 

health concerns from an already marginalized resource pool may severely limit the 

efficacy of the IMHC prototype.  

Furthermore, the financial metrics of the IMHC protocol are yet to be defined. As 

many immigrants seek coverage through Medicaid,51 reimbursement may be inadequate, 

especially when additional service costs, such as on-call interpretation, are necessary to 

provide care. Fee-for-service payment policies were inadequate to fund the PCMH-O 

model,56 and out-of-pocket payments for mental healthcare services often exceed the 

financial capabilities of underserved populations.14 Of note, a reoccurring theme within 

integrated care models like the IMCH prototype is a misalignment between payment 

systems and integrated care goals; specifically, provider payment schemes remain linked 

to procedures and the volume of patient visits.53 The financial incentive of seeing more 

patients, and billing for more hours, may outweigh the extra time and effort on behalf of 

the “lead care manager” in directing a single patient’s recovery. Indeed, methods to 

recruit and financially sustain the workforce included in the IMHC prototype need to be 

defined before the implementation stage in the Human-Centered Design workflow. 
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Additionally, the IMHC prototype would benefit from exploring sustainability strategies 

before implementation.  

Sustainability strategies are related to the longevity and maturation of a healthcare 

model. They include elements such as diversification of funding, ensuring flexibility and 

institutional engagement with policy changes, and certifying that the healthcare model 

includes measures to make affordable healthcare available to all patients.73 Preliminary 

sustainability strategies included in the IMHC prototype may include the provisions for 

patients with limited English proficiency and the emphasis on medical-legal navigation 

assistance in Element 1. However, the IMHC prototype would benefit significantly from 

further exploration of the diversification of funding and the specific ways it would 

acclimate to changes in hospital, legal, or general healthcare policies.  

There are some critical structural barriers to mental health treatment accessibility 

that remain unaddressed. First, the IMHC prototype accepts referrals within a narrow 

geographical margin. Boston, Chelsea, Revere, Everett, and Charlestown represent four 

of three hundred and fifty-one municipalities in Massachusetts. Although positioned to 

improve the health and wellbeing of US immigrant patients seeking services at MGH, 

implementing the IMHC prototype may exacerbate existing discrepancies between 

metropolitan and rural mental health resources. Second, limited access to technology and 

transportation remain significant barriers to effective service provision within the IMHC 

prototype. Resource navigation, scheduling appointments, attending psychotherapy, 

follow-up checks, and even educational programming rely upon a given patients’ access 

to technology and transportation. Potential solutions may include aligning the IMHC 
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prototype with complementary medical shuttles or initiatives such which provides access 

to technology. It is important to note that these structural barriers to treatment 

accessibility are not unique to the IMHC prototype. Across the US, limited transportation 

and access to technology provide monumental barriers to healthcare regardless of 

immigration status.80  

 

Communication Materials 

Collaborating with stakeholders and aligning with Human-Centered Design 

principles, we will iteratively design solutions to co-optimize the IMHC prototype for 

eventual implementation within the MGH Center for Immigrant Health. This process 

begins with presenting communication materials to a panel of experts in immigrant 

mental health. Communication materials include the complete IMHC prototype (Figure 

6), the proposed psychological screening battery (Appendix B), a discussion of the 

strengths and weaknesses of the IMHC prototype, and a list of potential internal and 

external stakeholder organizations. Once holding the expert advisory panels, we will 

refine the IMHC prototype through a series of feasibility pilot trials (up to three rounds of 

feasibility pilots with exit interviews for each patient) using patient and provider 

information on vital integrated health benchmarks. Said benchmarks include the key 

PCMH criteria isolated in Table 1 from the literature, feasibility, acceptability of the 

prototype, and fidelity with current standards of care. After the feasibility pilot trials, we 

will conduct a pilot feasibility RCT among US immigrant patients seeking treatment 

within the MGH healthcare network. Here, we will determine whether the IMHC 
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prototype meets a priori set benchmarks necessary for successful implementation. We 

will also determine the feasibility and efficacy of the IMHC prototype compared to the 

current standard of mental healthcare for US immigrants and compared to other models 

of integrated mental healthcare. 

 

CONCLUSION 

Immigrants resettled in the US face many psychosocial stressors that are a part of 

rebuilding their lives in a foreign country. During resettlement, significant language 

barriers and learning to navigate increasingly complex medical-legal landscapes pose 

significant risks for psychological distress. Acculturation, or managing dissonance 

between traditional and host cultures, increases the risk of acculturative stress based on a 

given immigrant's strategy. Pre-migration traumatic events, such as war-related deaths 

and natural disasters, additionally increase the risk of developing or exacerbating mental 

health concerns. However, trauma does not end after resettling in the US. Post-migration 

traumatic experiences like discrimination, family separation, and social isolation may 

further detriment mental health. Despite this increased risk of developing mental illness, 

US immigrants receive psycho-pharmacological treatment at lower rates than their 

native-borne counterparts. The vast heterogeneity of the US population and the number 

of psychosocial stressors they may have encountered make the provision of immigrant 

healthcare challenging. It necessitates an organized, structured approach provided by a 

healthcare prototype such as the IMHC. 
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Theoretically, the IMHC prototype provides multidisciplinary healthcare with a 

whole-patient orientation by aligning with PCMH standards. While the IMHC prototype 

contains an adequate framework for the stratification of care across multiple 

professionals, financial metrics and provider motivation to practice within an integrated-

care model must be further explored. Similarly, the IMHC prototype theoretically 

contains a strong referral network, internal partnerships, and external relationships with 

community institutions. However, definitive stakeholders must be identified and isolated 

as a critical measure before implementation. Future directions may include extending 

care to second- and third-generation immigrants, who may be at an even greater risk of 

developing mental health concerns.81 Provisions for acute mental health needs also need 

to be explored. To this extent, the IMHC prototype may be extended in future iterations 

to include partnerships with mental health hospitals and rehabilitation institutes. These 

may increase the ability of the IMHC prototype to create bridges to longer-term care for 

individuals with serious mental illnesses or substance use disorders. As this new IMCH 

prototype matures, it will continue to create stronger collaborations among other 

institutions providing immigrant-focused care. Further, this prototype may lead to the 

translation of integrated-care services for other vulnerable populations. The IMHC 

prototype sits at the forefront of primary care and behavioral health redesign, facilitating 

the ongoing paradigm shift in how healthcare is delivered. 
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Posttraumatic Stress Disorder Self-Report Scale (PCL-5)  

 De Jong Giervield Loneliness Scale  

 Multidimensional Scale of Perceived Social Support (MSPSS)  

 Harvard Trauma Questionnaire  

Acculturative Stress 
SAFE Acculturative Stress Scale  

Bicultural Involvement Questionnaire (BIQ)   
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