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Abstract:
In the United States, 1 in 4 children
lives in an immigrant family. State and
national policies have historically pre-
cluded equitable access to health care
among children in immigrant families.
More recently, increasingly restrictive
policies, political rhetoric, and xeno-
phobic stances have made immigrant
families less able to access health
care and less comfortable in attempt-
ing to do so, thus increasing the
likelihood that patients will present to
the emergency department. Once in
the emergency department, language,
cultural, and health literacy barriers
make providing high-quality care po-
tentially challenging for some families.
Emergency care professionals can
therefore glean critical insight regard-
ing inequities from clinical work to
inform advocacy and policy changes at
institutional, community, regional, and
national levels.
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n the United States (US), 1 in 4 children (more than 18.4 million)
lives in an immigrant family, meaning the child and/or at least 1
Iparent was born outside of the US.1 Although the percentage of
children in immigrant families continues to increase, the number of

immigrant children (children who are foreign-born) in the US has
declined since 2000.2 Drivers of migration are complex and include
political, socioeconomic, environmental, communication, religious,
educational, and other community and personal circumstances.3 Such
shifting demographics and policy changes are relevant to pediatric
emergency medicine (PEM) through issues related to access to care,
clinical presentations, patient outcomes, and emerging needs for systems-
level innovation and transformation.
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Despite the complexity of immigration policy, PEM
physicians have an opportunity to connect clinical experi-
ences with education and research to advance policy changes
at multiple levels.4 ,5 Restrictive immigration policies, such
as increased immigration enforcement leading to parental
deportation, immigration detention, and family separation at
the border, negatively impact the health and well-being of
children in immigrant families (CIF).6-9 For instance, recent
immigration policy changes have been associated with
increased psychological distress, including anxiety and sleep
disturbances, and physical effects such as blood pressure
changes among adolescents.8 ,9 Xenophobia and racism
have been associatedwith negative health effects andmay be
exacerbated by the rhetoric surrounding restrictive immigra-
tion policies.10-13 Additionally, being undocumented and/or
inmixed-status families has been connected with poor health
outcomes, particularly in high-risk scenarios such as child
birth or after kidney transplant.14-16 Fear and uncertainty
when accessing health care or participating in public
programs, including through the public charge regulation,
have also created barriers for CIF.17-20 Increasingly
restrictive border policies, including the Migrant Protection
Protocol (MPP) and “metering” at ports of entry whereby
officials limit the daily number of individuals allowed to
enter the US (often at random), have increased the health and
safety risks to immigrant families seeking safe haven.21 ,22

Unlike restrictive policies, inclusive immigration policies,
such as Deferred Action for Childhood Arrivals and
providing health coverage to unauthorized pregnant
women and children, support health, well-being, and access
to care.6 ,23-26
Figure 1. Health coverage for immigrant children. Reproduced with p
Health insurance coverage greatly impacts access to care
and health outcomes yet varies widely across states. As of
January 2020, only 6 states (Washington, Oregon,
California, Illinois, New York, Massachusetts) and the
District of Columbia offered health coverage to immigrant
children regardless of immigration status (Figure 1).27 ,28

More than half of states offer Medicaid or the Children's
Health Insurance Program (CHIP) to lawfully residing
children regardless of date of entry (Figure 1).27 , 28

Insurance coverage is intimately connected with having a
usual source of care and with emergency department (ED)
utilization.29 Additionally, increased parental coverage is
associated with increased utilization of preventive health
care by their children.30 However, despite improvements in
insurance coverage after passage of the Affordable Care
Act including through state Medicaid expansion, Latinx
youth and non-Latinx black youth are less likely to be
insured than non-Latinx white peers.31 Additionally,
citizen children with an immigrant parent are still less
likely than citizen children with a nonimmigrant parent to
have health coverage.32 Such inequitable health coverage
naturally translates into challenging inequities in the
pediatric ED.

More recently, the novel coronavirus (COVID-19)
pandemic has underscored existing inequities and
revealed new ones for CIF.33 Stark inequities by race,
ethnicity, and language preference have been widely
described and attributed to the impact of racism and
structural inequities in communities across the nation.34

Furthermore, like previous pandemics that have been
associated with xenophobia and stigma,35 COVID-19 has
ermission of the National Immigration Law Center.28

Image of Figure 1.
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led to anti-Asian xenophobia that has negatively impacted
Asian Americans and people of Asian descent globally.
Although children may be less likely to become
symptomatic from COVID-19, the COVID-19 pandemic
impacts other aspects of child health relevant to PEM
physicians, including immunizations (and risk for serious
infections), abuse, and mental health concerns.36

PEM physicians can glean critical insight regarding
immigrant health inequities from clinical work to inform
research and advocacy at institutional, community,
regional, and national levels. The subsequent article
offers case-based examples to understand critical chal-
lenges and opportunities for improvement in the field.
CHILDREN OF IMMIGRANT FAMILIES
PRESENTING TO THE ED

Case 1. A 3-year-old boy presents to the ED at 10 PM for
concerns regarding his poorly controlled eczema. He was
born in the US, but his parents are undocumented
immigrants from Angola. He is uninsured and does not
have a medical home.
Eligibility for Health Coverage
There are many reasons why patients of any back-

ground may present to the ED for the treatment of a
nonemergent condition; however, many of these dis-
proportionately impact CIF. As discussed above, health
insurance coverage in most states is directly linked to
immigration status, which in turn affects access to a
medical home. In most states, immigrants have limited or
no access to federally funded health care.37 Ultimately,
undocumented and “lawfully present” immigrants have
significantly higher rates of being uninsured and
decreased health care utilization and expenditures as
compared to US citizens.38-42 CIF subsequently have
significantly diminished access to health insurance, health
care, and mental health care.43-45
Barriers to Accessing Care
Many barriers impair access to care for CIF. For

example, the complex laws that affect health care coverage
are unclear to many, including those assisting immigrant
families, leading to confusion over eligibility. As a result,
many patients who are eligible for public programs are not
aware and therefore are not registered.37 , 46 , 47 The
application process is often difficult to navigate, and
families may experience logistical barriers such as lack of
financial resources and transportation. Health literacy
challenges also affect ability to access care.4 , 48
Racism and Xenophobia
Recently arrived immigrants may face xenophobia and

racism premigration, during migration, and postmigration.49

Both engender fear, leading to concern over the conse-
quences of accessing benefits, mistrust of the health care
system, and decreased utilization of medical care for CIF.13

Local immigration raids and deportations have also led to
decreased participation in public programs, including
Medicaid and Women, Infants, and Children (WIC).50

This fear is not limited to those without legal documentation
and can also affect immigrant familieswhomay fear that they
will be perceived as undocumented because of their race/
ethnicity.38 When states have enacted laws threatening
immigrant families, such as with Arizona's SB1070 or
Georgia's HB87, health care utilization among immigrant
families decreased.51 ,52 Likewise, restrictive policies,
statements, and attitudes toward immigrant families
coming from the Trump administration also undoubt-
edly affect families' comfort level with seeking medical
care53 and willingness to trust the health care system
with their personal information.46 Most recently, the
amended Public Charge rule caused confusion and fear
among immigrant families, leading to decreased utiliza-
tion of health care even by those not directly affected by
the rule change.19 , 38 , 54-56 For example, some studies
have demonstrated that children who are US citizens in
mixed-status families, despite eligibility for federal and state
programs, have comparatively low resource utilization and
still make up a significant percentage of the uninsured child
population.57 ,58 With more than 7 million mixed-status
families in the US, it is crucial that emergency physicians
acknowledge the effects of xenophobia on the health of
immigrant populations.8 ,9 ,33 All of these factors, and more,
influence the likelihood that families will have a regular
source for preventive and illness health care needs, and the
likelihood that they will present to an ED instead.
Opportunities for Advocacy
Emergency physicians should consider the relation-

ships between immigration status, insurance status, race/
ethnicity, and health care access in the context of health
equity within the ED and beyond. In the case of CIF
presenting to the ED for a nonurgent medical condition,
opportunities for advocacy exist at the institutional,
community, state, and federal levels. Advocacy in such
cases begins with delivery of high-quality and compas-
sionate care, including addressing nonemergent needs,
identifying barriers to primary care, and referral to
culturally relevant community-based resources. Many of
these opportunities are in line with existing American
Academy of Pediatrics policies.4 , 5 , 11 , 59-63 Suggested
advocacy action items for ED physicians are included at
the end of each section (Box 1).
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CONSIDERATIONS FOR CIF WHILE IN THE ED

Case 2. A newly arrived, 8-year-old Guatemalan child
presents to the ED after a first-time seizure. He and his
father prefer to speak Tz'utujil. Telephonic interpretation
is not available for this indigenous language, so a family
friend provides the interpretation. Hospital admission is
ultimately recommended but declined by his father, as his
friend is unable to stay to assist with ongoing
communication.

Providing high-quality and compassionate care to CIF
in the ED requires purposeful attention to mitigating
barriers such as language, cultural discordance, and health
literacy difficulties, and augmenting strengths such as
community and family support.
Language Barriers
In 2018, 22% of people in the US (67 million) reported

speaking a language other than English at home.2 Of
those, 62% reported speaking Spanish at home. Among
Box 1. Advocacy opportunities: advancing equitable access t

Institutional • Clarify and develop processes for financial couns
without insurance or ability to pay
• Develop processes to offer social work and/or co
the ED and are not able to identify a medical hom
• Offer ongoing education to physicians, nurses, tr
relevant, accessible care for CIF
• Offer ongoing education to physicians, nurses, tr
care topics (eg, common health care conditions,
racism and bias, and human trafficking)

Community • Engage with community organizations already se
partnership and potential referral sources for patie
• Medical-legal partnerships64

• Organizations providing activities or mentorshi
• Mental health organizations
• Organizations providing dental care and nutriti

State • Advocate for new or continued Medicaid expansi
• Advocate to end the 5-year waiting period for lawf
• Work with state-level professional organizations an
access to Medicaid/CHIP for all children, regardless

Federal • Work with professional organizations to support e
• Work with policy makers to encourage all federal
policies that prioritize and protect the health, well
• Advocate against any form of family separation a
enforcement
• Advocate against immigration enforcement activities
as schools and health care facilities, that have irrepa
or ability to access care, and community well-being
all CIF, 4% live in a home where neither the child nor
parents have been in the US for greater than 5 years.65

Without the use of professional interpretation, language
barriers have a negative impact on treatment adherence,
admission rates, resource utilization, repeat emergency
visits, length of stay, medical errors, patient satisfaction,
patient trust, and perceptions of received care.4 , 66-82

However, inclusion of professional interpreters is asso-
ciated with improved understanding of diagnosis, treat-
ment plan, and discharge instructions; increased filling of
prescriptions; decreased return visits; decreased resource
utilization; decreased admission rates; and reduction in
medical errors. Interpreter use also improves patient
satisfaction, perception of provider friendliness/respect-
fulness, and quality of care received.66 , 80 , 83-92 Despite
this, pediatricians often rely on family members or
nonprofessional interpreters, increasing the risk for
negative outcomes.4 , 92-96 Addressing language barriers
is a legal and ethical requirement and is essential to
providing appropriate care to CIF.66 Barriers can be
overcome through utilization of best practices, develop-
ment of programs and partnerships, and flexibility.97
o care.

eling and/or charity care when patients present to the ED

mmunity health worker referrals when patients register in
e
ainees, and other team members regarding culturally

ainees, and other team members regarding pertinent health
neglected tropical diseases, social determinants of health,

rving local immigrant communities. Identify areas for
nts. This may include:

p

onal services4

on in all states
ully residing children in states that have not yet done so28

d community partners to build a coalition to expand
of immigration status
xpansion of ACA programs to all immigrant families
, state, and local agencies that interact with CIF to develop
-being, and safety of CIF
nd the detention of children as a form of immigration

in local communities, especially in sensitive locations such
rable consequences to a child's health, a family's willingness
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Cultural Considerations
In caring for CIF, it is crucial to underscore protective

cultural factors, including strength, resilience, and sup-
port from extended families and communities.4 , 43 , 48 , 98

Providing culturally relevant care is challenging, reward-
ing, and ultimately vital to advancing health equity.
Failure to do so may lead to mistrust of the provider or
health care system, decreased patient compliance, and
poorer outcomes.

Effective communication often requires bridging
cultural differences between patients, their families, and
physicians. Each immigrant family comes from a unique
cultural framework, informed by their life experiences,
values, behaviors, beliefs, religions, languages, and
understanding of illness and the role of the health care
system. Therefore, to effectively communicate, physi-
cians must approach their patients with cultural humility.
This includes recognizing their own cultural assumptions
and biases, the systemic and historical underpinnings to
existing power differentials and health inequities, and
their patient's cultural perspectives.33 Physicians may
have implicit racial biases that impede effective inter-
pretation of patients' symptoms, decision making, and
provider understanding of patients' ethnic and cultural
disease models and expectations.99 Failing to negotiate
cultural divides may lead to improper diagnoses,
improper pain management, underutilization of prescrip-
tion medications, and challenges with obtaining informed
consent. In the aforementioned case, the family's choice
to decline admission likely encompassed factors beyond
the language barrier. Additional considerations may have
included the family's interpretation of the risks of
declining further workup, their understanding of the
disease process or treatment options, preferences regard-
ing traditional vs Western therapies, fear of being
mistreated, not having the culturally appropriate
decision-making authority present, or any other number
of factors.
Health Literacy
Health literacy is described as an individual's ability to

“obtain, process, and understand basic health information
needed to make appropriate health decisions.”100 It also
reflects the complexity of the health care system with
which the individual is interacting and the degree to
which they are attempting to do so.100-102 Health literacy
affects a patient's or family's ability to understand written
material and health-related information, communicate
effectively, and make appropriate health related deci-
sions.110 An estimated 1 in 3 patients/family members
has low health literacy, therefore affecting most ED
encounters.103 Limited health literacy disproportionately
affects people with lower socioeconomic status, minority
groups, and those with limited English proficiency. Poor
health literacy has been associated with higher rates of ED
visits for nonemergent care, higher rates of hospitaliza-
tions, and worse preventive care and health outcomes in
children.101 , 103-105 Recognizing and addressing the
complexities of poor health literacy are vital to appro-
priately and effectively treating children in the ED,
continuing quality care after discharge, and connecting
them to a medical home.
Opportunities for Advocacy
PEM physicians can work at institutional, community,

state, and federal levels to develop systems-level
approaches to advancing linguistically and culturally
relevant care for CIF (Box 2).

SPECIAL POPULATIONS: CHILDREN SEEKING
SAFE HAVEN

Case 3. A 16-year-old adolescent boy from El Salvador
who is residing in a local shelter for unaccompanied
minors (UM) presents with a perirectal abscess that
requires admission for surgical intervention and further
evaluation for underlying medical conditions. Concerns
are raised regarding a potentially incomplete history,
ability to obtain informed consent, and language and
cultural barriers.
Children and Families Seeking Asylum
The numbers of forcibly displaced people around the

world have risen to alarming levels, reaching an estimated
70.8 million in 2018.106 There are many ways by which a
family might seek safe haven in the United States,
including with temporary or special visas, applying for
refugee status before traveling to the US, or requesting
asylum on arrival.4 , 107 According to the US Customs and
Border Protection, 851 508 people were apprehended on
the Southern US border in Fiscal Year 2019 (October
2018-September 2019).108 Although the criteria and legal
definitions for this complex system are beyond the scope
of this paper, families seek asylum and other forms of
legal protection for complex reasons, including abject
poverty, interpersonal and community violence, and lack
of state protection.5 As described in a Medecins San
Frontieres (Doctors Without Borders) report, 39% of
migrants report direct attacks or threats to themselves or
family, extortion, or gang-forced recruitment as their
primary motivation for escaping. Forty-three percent have
had a family member die because of violence in the
preceding 2 years (notably, 56% of Salvadorans). As
many as 75% report witnessing a murder or seeing a
corpse in the preceding 2 years.109 Continued violence is
common during the arduous journey or even after arrival.
In fact, 68% of migrants report being victims to violence



Box 2. A advocacy opportunities for advancing linguistically and culturally relevant care.

Institutional • Explore opportunities to create welcoming spaces for CIF (eg signage, culturally appropriate nutrition options)
• Ensure written materials are available in common languages for your community and written at an
appropriate level. Consider audiovisual or other forms of information delivery
• Educate ED physicians and staff on the importance and proper use of interpreters. Ensure the availability of
in-person or telephonic interpretation. Discourage the use of family, friends, or other nonprofessional
interpreters. Children should never be used as interpreters
• Integrate prompts into the medical record system to remind physicians to ask families for their preferred
language
• Educate ED physicians on the importance of cultural humility and the complexities of cross-cultural
communication with immigrant families
• Partner with interpreters, social work, and community organizations to ensure patient care is being delivered
in the most culturally sensitive manner
• Make health literacy an integral part of the ED's mission and operations. It should be factored into planning,
evaluation measures, patient safety, and quality improvement101 Educate ED physicians and staff on the
importance of delivering diagnosis, health information, and discharge instructions to families with varying levels
of health literacy
• Design processes and assist patients to navigate the local health system. Provide easy access to navigation
assistance101

Community • Partner with local community-based organizations working with immigrant families to seek feedback on care
provided in the ED
• Offer community-based educational materials in multiple languages and in multiple platforms including
signage, social media, radio, and local television

State • Advocate for insurance coverage of medical interpretation through state Medicaid and CHIP
Federal • Advocate for insurance coverage of medical interpretation through the Affordable Care Act
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during their journey, and one third of women reported
sexual abuse while in transit.110 Violence may be even
worse in certain higher-risk populations such as UM or
migrants who identify as lesbian, gay, bisexual, trans-
gender, questioning, and/or intersex (LGBTQI).

Under the MPP instituted in 2019, most asylum seekers
approaching the US from Mexico are returned to Mexico
pending their immigration hearing, regardless of their country
of origin. This has led to overcrowded and unsafe makeshift
camps along the border, as asylum seekers from different
countries and people groups—some who may have been
fleeing the very people they are sent toMexicowith—are sent
with limited legal protections and lack of access to counsel.
Human rights organizations have documented high levels of
violence, including kidnapping, rape, and murder in these
camps. The MPP has also compelled Mexican authorities to
increase their southern border and internal enforcementwhere
many more health and safety concerns exist.111

When caring for recently arrived asylum-seeking
patients in the ED, one must consider that a patient has
likely been a victim of or exposed to violence. Additional
considerations include the toxic stress associated with
detention and family separation.5 , 112 Health sequelae
include acute physical injuries acquired during their
journey and mental health concerns, especially posttrau-
matic stress disorder.113 Although most are healthy, one
must be thorough with newly arrived patients because
they may present with previously undiagnosed disease,
poorly managed chronic diseases, or chronic diseases that
have decompensated during their journey.

Unaccompanied Minors
“Children do not migrate, they flee.”114 UM entering

the US face added risks given their age and lack of family
support. They are at high risk of having been witness or
subject to physical and sexual violence, including human
trafficking, rape, kidnapping, extortion, torture, and
murder. According to Amnesty International, as many
as 6 in 10 Central American women and girls are victims
of sexual violence during their migration through
Mexico.115 Based on previous experiences with violence,
history taking and physical examination can be retrau-
matizing. In particular, extreme sensitivity should be used
if a genital or rectal examination is required for any
recently arrived patient.

Once in the US, UM are detained in Customs and
Border Patrol processing facilities for up to 72 hours
before being transferred to the Office of Refugee
Resettlement (ORR) custody. From there, they are placed
in ORR shelters for UM, often for several months,
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pending reunification with a family or community
sponsor or placement in the foster care system. It is
important to note that not all UM arrive to the US alone.
Children may be separated from their family members for
reasons of detention, removal, or prosecution of the adult
family member, thus exposing them to additional trauma.

For children coming to the ED from the ORR shelter,
all should have had an initial medical evaluation within
72 hours of arrival to the shelter, and all children should
have access to medical care after discharge. Most shelters
have daily nursing staff and access to a medical home
onsite, offsite, or at times via telehealth (particularly in the
setting of COVID-19). Any discharge or follow up
instructions should be clearly written for the receiving
shelter medical staff. If the child requires subspecialty
care, this should be expedited, if possible, as there may
only be a short window before the child leaves the shelter.
While in ORR custody, medical care is covered by ORR,
and expedited follow-up may remove medical barriers for
reunification.

As with any patient, if the child requires hospitalization
or procedures, informed consent must be obtained. As the
child is in ORR custody, ORR has the full legal authority
to consent; however, the minor should be a full participant
in medical discussions (as is age appropriate), and full
assent should be sought by the medical team. Clinicians
should also feel empowered to seek speaking to the
patient's family, whether they are in the US or another
country, assuming that contacting the patient's family
would not compromise the child's safety. Although the
parents do not have medical decision-making authority,
obtaining a complete history and having their participa-
tion in the consent process are, in most cases, the right
thing to do. By working together with the patient, the
patient's family, and the ORR shelter, we can improve our
ability to best care for the child while in our ED, after
returning to the ORR shelter for UM, and after
reunification.
Mental Health Concerns
Immigrants undergo an intense period of unfamiliarity

and uncertainty throughout the migration experience,
including in country of origin, during migration, and after
arrival in the US. Postmigration, immigrant youth have
high rates of posttraumatic stress disorder and depression.
Up to 85% of refugee youth experience bullying.116 In
fact, when compared with nonimmigrant youth, immi-
grant youth are more likely to present to the ED rather
than other medical facility with their first mental health
crisis.117 The ED practitioner should offer trauma-
informed care, addressing psychosocial needs when
possible. ED physicians can also emphasize inherent
strengths that may provide a protective benefit to our
patients, including extensive community and extended
family support.63 For instance, CIF often have strong
cultural identification but yet are able to maneuver
between the dominant US culture and that of their family
and home country.43 , 49 The ED approach therefore
should be holistic, understanding that addressing the
child's family and support network may be an important
component of doing what is best for the patient.
LGBTQI-Specific Concerns
The subset of child immigrants who identify as part of the

LGBTQI community has unique health care access
challenges that the PEM practitioner should be aware of.
They are more likely to use the ED, to report financial
barriers to medical care, and to experience difficulties
accessing mental health care.118 Data on sexual minority
immigrant youth are sparse, but nonimmigrant sexual
minorities have more unmet health care needs and less
routine care compared to their heterosexual counterparts.119

This is likely compounded by the additional barriers to health
care immigrants’ experience. LGBTQI youth may be
stigmatized or considered lower class.120 Many report
bullying and victimization.121

In the setting of limited access to care and social
ostracism, physicians caring for LGBTQI immigrant
youth must recognize that an ED visit may be one of
the few contacts the patient may have with the health care
system. Sexual minority youth express need for privacy,
confidentiality, inclusivity of language, and increased
physician comfort with topics of LGBTQI-related health
issues.122 As such, PEM physicians must work to
establish trust and promote safety, recognize the complex-
ities of their mental health challenges, and be introspec-
tive about one's own implicit biases.123
Human Trafficking Concerns
Children who are immigrants or undergoing migration

are at increased risk of labor and sex trafficking.124 They
are uniquely vulnerable to exploitation and human rights
violations because of the same risk factors (eg, poverty,
persecution, fear) that caused them to migrate in the first
place.125 ED physicians should educate themselves on
red flags for trafficking and coercion, such as reluctance
to give a history without deferring to the accompanying
person, injuries out of proportion to stated history, lack of
control of documents and identification, multiple sexually
transmitted infections or multiple partners, etc. The
National Human Trafficking Hotline (1-888-373-7888)
offers basic procotols and various screening tools for
trafficking that are undergoing validation for the pediatric
ED.59 Victims of human trafficking may be eligible for a
protective visa if they work with law enforcement and
other authorities. Social services in the pediatric ED
should be aware of this and know how to link victims with
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appropriate legal assistance in pursuing a T-visa when
applicable.
Opportunities for Advocacy
Special populations, including immigrant families

seeking safe haven, UM, CIF with mental health
difficulties, CIF who identify as LGBTQI, and victims
of human trafficking, face unique challenges within the
broader population of CIF. PEM physicians have
opportunities to advocate for policy changes to support
the unique health and wellness needs of CIF who are part
of special populations (Box 3).
SPECIAL CONCERNS DUE TO COVID-19
Case 4. A 3-year-old girl presents to the ED with distal

finger cellulitis that began during the SARS-CoV-2
outbreak. Her mother prefers to speak Vietnamese, had
lost her job, and harbored significant fear of both
Box 3. Advocacy opportunities to advance health equity for s

Institutional • Develop processes to provide trauma informed
• Educate ED staff and learners on the needs of
such as offering Safe Zone training (https://thes
CIF who are also LGBTQI
• Develop processes to identify and respond to h
CIF (http://www.polarisproject.org)
• Encourage appropriate communication with the
countries, except in situations where it may pote

Community • Develop relationships with local ORR shelters
• Remove barriers to caring for their patients a
• Remove barriers to seeking subspecialty care

their appointments
• Explore opportunities to fill in any gaps to ca

• Collaborate with local community-based organi
linguistically and culturally relevant resources are
• Partner with community-based organizations to
services for referral when mental health challeng
• Partner with and advocate for organizations pro
previously detained and/or newly arrived to the

State • Advocate for the expansion of public funding fo
school-based health centers and/or community-
• Advocate against state-level policies that unrav
• Advocate for “safe harbor” laws that recognize
that prevent them from being prosecuted for pro

Federal • Advocate for policy makers to create an inclusi
and safety of all CIF, especially those requiring s
• Attend to guidance from professional organizati
changes that negatively affect immigrant health,
and efforts to prolong detention for immigrant fa
accessing health care and contracting COVID-19. She
treated the finger with home remedies for 2 weeks until
the infection continued to spread, causing intractable pain
and severe swelling. The child was found to have severe
osteomyelitis and underwent intravenous antibiotic ther-
apy and distal fingertip amputation.

A pandemic such as COVID-19 places additional strain
on immigrant families already facing a myriad of social
and economic challenges, exposing gaping inequities in
our system.126 Many factors contribute to inequitable
outcomes for CIF during the pandemic, including
diminished access to care from language barriers or
limited health literacy, insufficient health coverage, or
decreased access to medical homes. Immigrant families
may also be less likely to enroll in nutritional assistance or
other social support programs.33 In addition, immigrant
children are more likely to live in multigenerational
households and therefore unable to limit social contacts.
Adults may have fewer financial resources and be
required to work to make ends meet, or they may be
pecial populations of CIF.

care in the ED
special populations of CIF who may present to the ED,
afezoneproject.com/about/what-is-safe-zone/) to support

uman trafficking and/or domestic violence when caring for

families of UMs, even when they are located in other
ntially cause harm

nd improve communication with shelter medical staff.
within your institution. Develop a process to expedite

re that the ORR shelter might not be able to provide
zations who offer services to LGBTQI youth and ensure that
available in the ED
expand linguistically and culturally relevant mental health
es arise in the ED
viding postrelease services for those children who were
community.
r mental health services accessible to CIF through
based organizations
el protections for LGBTQI individuals
trafficked children as victims rather than perpetrators and
stitution
ve immigration policy that protects the health, well-being,
pecial protections as outlined above
ons and encourage others regarding comments on rule
such as new asylum regulations, public charge regulations,
milies (https://www.federalregister.gov)

https://thesafezoneproject.com/about/what-is-safe-zone/
http://www.polarisproject.org
https://www.federalregister.gov
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more likely to be in frontline, essential jobs and therefore
faced increased infectious exposure.

Increasing xenophobia has also been all too present. At
the start of COVID-19, Twitter was inundated with
xenophobic messaging targeting Asian communities,
amplified by messages of fear and anger worldwide.127

The Asian Pacific Policy and Planning Council reporting
center documented nearly 1500 reports of verbal harass-
ment, physical assault, and civil rights violations against
Asians within 4 weeks of its inception.128 Considering
that one quarter of Asians are immigrants and this
population is growing, xenophobia against Asians affects
the pediatric immigrant population profoundly.129 Xeno-
phobia in the setting of the pandemic may also contribute
to fear to seek medical care.

Although there is not yet sufficient research to
investigate delays to care, emerging data suggest that
some are experiencing harm because of this delay. A
small case series in Italy demonstrated that even children
who are not immigrants experience COVID-19 fear-
related delays to care, sometimes at significant morbidity
and mortality cost.130

Policy solutions are critical to mitigate the inequitable
impact of COVID-19 on CIF.33 , 131 In a pandemic where
public fear is already elevated, physicians can advocate
for immigrants by lobbying for expanded access to care
and for multilingual and culturally relevant messaging to
help immigrant families navigate the changes in the
medical system without fear, and by supporting federal
mandates to ensure that undocumented immigrants and
people experiencing poverty are included in public
services and not have to fear deportation if they access
services.
SUMMARY
PEM physicians often have the privilege of caring for

CIF during some of the most challenging moments in
their lives. With that privilege comes a responsibility to
engage in advocacy to advance health equity for CIF
through systems-level and policy change. Such advocacy
is motivated through compelling interactions with
children and families. When cases present in the ED
that demonstrate inequities in policies or practices, PEM
physicians can consider seeking permission from the
family to share the story in a deidentified way to motivate
change. Through a combination of narratives to tell the
story, data to describe the impact, and policy-level
solutions, PEM physicians can contribute to advancing
health equity for CIF.
CONFLICTS OF INTEREST
The authors have no conflict of interest.
REFERENCES
1. Annie E. Casey Foundation. Children in immigrant families in the

United States 2020. Available at: https://datacenter.kidscount.org
Accessed Jun1 1, 2020..

2. Batalova J, Blizzard B, Bolter J. Frequently requested statistics on
immigrants and immigration in the United States.; 2020. Migration
Policy Institute. Available at: https://www.migrationpolicy.org/
article/frequently-requested-statistics-immigrants-and-immigration-
united-states. Accessed May 20, 2020.

3. Castelli F. Drivers of migration: why do people move? J Travel
Med 2018;25:1-7.

4. Linton JM, Green A, Chilton LA, et al. Providing care for children
in immigrant families. Pediatrics 2019;144, https://doi.
org/10.1542/peds.2019-2077.

5. Linton JM, Griffin M, Shapiro AJ. Detention of immigrant
children. Pediatrics 2017;139:e20170483.

6. Mendoza FS, Cueto V, Lawrence D, et al. Immigration policy:
valuing children. Acad Pediatr 2018;18:723-5.

7. Von Werthern M, Robjant K, Chui Z, et al. The impact of
immigration detention on mental health: a systematic review.
BMC Psychiatr 2018;18:1-19.

8. Eskenazi B, Fahey CA, Kogut K, et al. Association of perceived
immigration policy vulnerability with mental and physical health
among US-born Latino adolescents in California. JAMA Pediatr
2019;173:744-53.

9. Roche KM, Vaquera E, White RMB, Rivera MI. Impacts of
immigration actions and news and the psychological distress of US
Latino parents raising adolescents. J Adolesc Health 2018;62:
525-31.

10. Svetaz MV, Chulani V, West KJ, et al. Racism and its harmful
effects on nondominant racial-ethnic youth and youth-serving
providers: a call to action for organizational change. J Adolesc
Health 2018;63:257-61.

11. Trent M, Dooley DG, Dougé J. American Academy of Pediatrics
Section on Adolescent Health, Council on Community Pediatrics
and Committee on Adolescence. The impact of racism on child
and adolescent health. Pediatrics 2019;144:e20191765.

12. Dreyer BP. Deadly consequences for children and families. N Engl
J Med 2019;381:1196-8.

13. Suleman S, Garber KD, Rutkow L. Xenophobia as a determinant of
health: an integrative review. J Public Health Policy 2018;39:407-23.

14. McEnhill ME, Brennan JL, Winnicki E, et al. Effect of
immigration status on outcomes in pediatric kidney transplant
recipients. Am J Transpl 2016;16:1827-33.

15. Gemmill A, Catalano R, Casey JA, et al. Association of preterm
births among US Latina women with the 2016 presidential
election. JAMA Netw Open 2019;2:1-10.

16. Krieger N, Huynh M, Li W, et al. Severe sociopolitical stressors
and preterm births in New York City: 1 September 2015 to 31
August 2017. J Epidemiol Community Health 2018;72:1147-52.

17. Callaghan T, Washburn DJ, Nimmons K, et al. Immigrant health
access in Texas: policy, rhetoric, and fear in the Trump era. BMC
Health Serv Res 2019;19:1-8.

18. Potochnick S, Chen J-H, Perreira K. Local-level immigration
enforcement and food insecurity risk among hispanic immigrant
families with children: national-level evidence. J Immigr Minor
Health 2017;19:1042-9.

19. Zallman L, Finnegan KE, Himmelstein DU, et al. Implications of
changing public charge immigration rules for children who need
medical care. JAMA Pediatr 2019;173:6-11.

20. Pelto DJ, Ocampo A, Garduño-Ortega O, et al. The nutrition
benefits participation gap: barriers to uptake of SNAP and WIC
among Latinx American immigrant families. J Community Health
2020;45:488-91.

https://datacenter.kidscount.org
https://www.migrationpolicy.org/article/frequently-requested-statistics-immigrants-and-immigration-united-states
https://www.migrationpolicy.org/article/frequently-requested-statistics-immigrants-and-immigration-united-states
https://www.migrationpolicy.org/article/frequently-requested-statistics-immigrants-and-immigration-united-states
https://doi.org/10.1542/peds.2019-2077


10 VOL. 21, NO. 2 • CHILDREN IN IMMIGRANT FAMILIES: ADVOCACY WITHIN AND BEYOND T... / RUSSELL ET AL.
21. Roth BJ, Grace BL, Seay KD. Mechanisms of deterrence: federal
immigration policies and the erosion of immigrant children's
rights. Am J Public Health 2020;110:84-6.

22. Physicians for Human Rights. Zero protection: how US border
enforcement harms migrant safety and health, 2019. Available at:
https://phr.org/our-work/resources/zero-protection-how-u-s-border-
enforcement-harms-migrant-safety-and-health/. Accessed June 1, 2020.

23. Venkataramani AS, Shah SJ, O'Brien R, et al. Health con-
sequences of the US Deferred Action for Childhood Arrivals
(DACA) immigration programme: a quasi-experimental study.
Lancet Public Health 2017;2:e175-81.

24. Giuntella O, Lonsky J. The effects of DACA on health insurance,
access to care, and health outcomes. J Health Econ 2020;72:102320.

25. Hainmueller J, Lawrence D, Martén L, et al. Protecting
unauthorized immigrant mothers improves their children's mental
health. Science 2017;357:1041-4.

26. Swartz JJ, Hainmueller J, Lawrence D, Rodriguez MI. Expanding
prenatal care to unauthorized immigrant women and the effects on
infant health. Obstet Gynecol 2017;130:938-45.

27. National Immigration Law Center. Medical assistance programs
for immigrants in various states. 2020. Available at: https://www.
nilc.org/wp-content/uploads/2015/11/med-services-for-imms-in-
states.pdf. Accessed June 1, 2020.

28. National Immigration Law Center. Health care coverage maps. 2020.
Available at: https://www.nilc.org/issues/health-care/
healthcoveragemaps/. Accessed June 1, 2020.

29. Schlichting LE, Rogers ML, Gjelsvik A, et al. Pediatric emergency
department utilization and reliance by insurance coverage in the
United States. Acad Emerg Med 2017;24:1483-90.

30. Venkataramani M, Pollack CE, Roberts ET. Spillover effects of
adult Medicaid expansions on children's use of preventive
services. Pediatrics 2017;140:e20170953.

31. Ortega AN, McKenna RM, Chen J, et al. Insurance coverage and
well-child visits improved for youth under the Affordable Care
Act, but Latino youth still lag behind. Acad Pediatr 2018;18:
35-42.

32. Jarlenski M, Baller J, Borrero S, Bennett WL. Trends in disparities
in low-income children's health insurance coverage and access to
care by family immigration status. Acad Pediatr 2016;16:208-15.

33. Cholera R, Falusi OO, Linton JM. Sheltering in place in a
xenophobic climate: COVID-19 and children in immigrant
families. Pediatrics 2020;146:e20201094.

34. Wallis C. Why racism, not race, is a risk factor for dying of
COVID-19. Scientific American 2020. Available at: https://www.
scientificamerican.com/article/why-racism-not-race-is-a-risk-
factor-for-dying-of-covid-191/ . June 1, 2020.

35. Hoppe T. “Spanish flu”: when infectious disease names blur
origins and stigmatize those infected. Am J Public Health 2018;
108:1462-4.

36. Walker DM, Tolentino VR. COVID-19: the impact on pediatric
emergency care. Pediatr Emerg Med Pract 2020;17:1-27.

37. Broder T, Moussavian A, Blazer J. Overview of immigrant eligibility
for federal programs. National Immigration Law Center; 2015.
Available at: https://www.nilc.org/wp-content/uploads/2015/12/
overview-immeligfedprograms-2015-12-09.pdf Accessed June 1,
2020.

38. Raphael JL, Beers LS, Perrin JM,GargA. Public charge: an expanding
challenge to child health care policy. Acad Pediatr 2020;20:6-8.

39. Wilson FA, Stimpson JP. Federal and state policies affecting
immigrant access to health care. JAMA Health Forum 2020
Available at: https://jamanetwork.com/channels/health-forum/
fullarticle/2764349. Accessed June 1, 2020.

40. Stimpson JP, Wilson FA. Medicaid expansion improved health
insurance coverage for immigrants, but disparities persist. Health
Aff 2018;37:1656-62.
41. Stimpson JP, Wilson FA, Su D. Unauthorized immigrants spend
less than other immigrants and us natives on health care. Health
Aff 2013;32:1313-8.

42. Pitkin Derose K, Escarce JJ, Lurie N. Immigrants and health care:
sources of vulnerability. Health Aff 2007;26:1258-68.

43. Berger Cardoso J, Thompson SJ. Common themes of resilience
among latino immigrant families: a systematic review of the
literature. Fam Soc 2010;91:257-65.

44. Caballero TM, Johnson SB, Munoz Buchanan CR, Ross DeCamp
L. Adverse childhood experiences among hispanic children in
immigrant families versus US-native families. Pediatrics 2017;
140:e20170297.

45. Uwemedimo OT, May H. Disparities in utilization of social
determinants of health referrals among children in immigrant
families. Front Pediatr 2018;6:1-6.

46. Patel MR, Jensen A, Ramirez E, et al. Health insurance challenges
in the post–Affordable Care Act (ACA) era: a qualitative study of
the perspective of low-income people of color in metropolitan
Detroit. J Racial Ethn Health Dispar 2018;5:78-85.

47. Sommers B. Health care reform's unfinished work—remaining
barriers to coverage and access. N Engl J Med 2015;373:2395-7.

48. Castañeda H, Holmes SM,Madrigal DS, et al. Immigration as a social
determinant of health. Annu Rev Public Health 2015;36:375-92.

49. Kroening ALH, Dawson-Hahn E. Health considerations for
immigrant and refugee children. Adv Pediatr 2019;66:87-110.

50. Perreira KM, Pedroza JM. Policies of exclusion: implications for
the health of immigrants and their children. Annu Rev Public
Health 2019;40:147-66.

51. Beniflah JD, Little WK, Simon HK, Sturm J. Effects of
immigration enforcement legislation on hispanic pediatric patient
visits to the pediatric emergency department. Clin Pediatr (Phila)
2013;52:1122-6.

52. Toomey RB, Umaña-Taylor AJ, Williams DR, et al. Impact of
Arizona's SB 1070 immigration law on utilization of health care
and public assistance among mexican-origin adolescent mothers
and their mother figures. Am J Public Health 2014;104:28-34.

53. Rodriguez RM, Torres JR, Sun J, et al. Declared impact of the US
President's statements and campaign statements on Latino
populations' perceptions of safety and emergency care access.
PLoS One 2019;14:e0222837.

54. PerreiraKM,YoshikawaH,Oberlander J.Anew threat to immigrants'
health—the public-charge rule. N Engl J Med 2018;379:901-3.

55. Tolbert J, Pham O, Artiga S. Impact of shifting immigration policy
on medicaid enrollment and utilization of care among health center
patients executive summary. Henry J Kaiser Family Foundation.
Available at: https://www.kff.org/report-section/impact-of-
shifting-immigration-policy-on-medicaid-enrollment-and-
utilization-of-care-among-health-center-patients-issue-brief/. June
1, 2020.

56. Artiga S, Garfield R, Damico A. Estimated Impacts of final public
charge inadmissibility rule on immigrants and medicaid coverage.
Henry J Kaiser Family Foundation. 2019. Available at: https://www.
kff.org/disparities-policy/issue-brief/estimated-impacts-of-final-
public-charge-inadmissibility-rule-on-immigrants-and-medicaid-
coverage/?utm_campaign=KFF-2019-Disparities-Policy&utm_
source=hs_email&utm_medium=email&utm_content=
77008296&_hsenc Accessed June 1, 2020.

57. Kemmick Pintor J, Call KT. State-level immigrant prenatal health
care policy and inequities in health insurance among children in
mixed-status families. Glob Pediatr Health 2019;6:1-12.

58. Kaiser Family Foundation. Health coverage of immigrants.
Available at: https://www.kff.org/disparities-policy/fact-sheet/
health-coverage-of-immigrants/ Accessed June 1, 2020.

59. Greenbaum J, Bodrick N, Flaherty EG, et al. Global human
trafficking and child victimization. Pediatrics 2017;140:e20173138.

https://phr.org/our-work/resources/zero-protection-how-u-s-border-enforcement-harms-migrant-safety-and-health/
https://phr.org/our-work/resources/zero-protection-how-u-s-border-enforcement-harms-migrant-safety-and-health/
https://www.nilc.org/wp-content/uploads/2015/11/med-services-for-imms-in-states.pdf
https://www.nilc.org/wp-content/uploads/2015/11/med-services-for-imms-in-states.pdf
https://www.nilc.org/wp-content/uploads/2015/11/med-services-for-imms-in-states.pdf
https://www.nilc.org/issues/health-care/healthcoveragemaps/
https://www.nilc.org/issues/health-care/healthcoveragemaps/
https://www.scientificamerican.com/article/why-racism-not-race-is-a-risk-factor-for-dying-of-covid-191/
https://www.scientificamerican.com/article/why-racism-not-race-is-a-risk-factor-for-dying-of-covid-191/
https://www.scientificamerican.com/article/why-racism-not-race-is-a-risk-factor-for-dying-of-covid-191/
https://www.nilc.org/wp-content/uploads/2015/12/overview-immeligfedprograms-2015-12-09.pdf
https://www.nilc.org/wp-content/uploads/2015/12/overview-immeligfedprograms-2015-12-09.pdf
https://www.nilc.org/wp-content/uploads/2015/12/overview-immeligfedprograms-2015-12-09.pdf
https://www.nilc.org/wp-content/uploads/2015/12/overview-immeligfedprograms-2015-12-09.pdf
https://www.kff.org/report-section/impact-of-shifting-immigration-policy-on-medicaid-enrollment-and-utilization-of-care-among-health-center-patients-issue-brief/
https://www.kff.org/report-section/impact-of-shifting-immigration-policy-on-medicaid-enrollment-and-utilization-of-care-among-health-center-patients-issue-brief/
https://www.kff.org/report-section/impact-of-shifting-immigration-policy-on-medicaid-enrollment-and-utilization-of-care-among-health-center-patients-issue-brief/
https://www.kff.org/disparities-policy/issue-brief/estimated-impacts-of-final-public-charge-inadmissibility-rule-on-immigrants-and-medicaid-coverage/?utm_campaign=KFF-2019-Disparities-Policy&utm_source=hs_email&utm_medium=email&utm_content=77008296&_hsenc
https://www.kff.org/disparities-policy/issue-brief/estimated-impacts-of-final-public-charge-inadmissibility-rule-on-immigrants-and-medicaid-coverage/?utm_campaign=KFF-2019-Disparities-Policy&utm_source=hs_email&utm_medium=email&utm_content=77008296&_hsenc
https://www.kff.org/disparities-policy/issue-brief/estimated-impacts-of-final-public-charge-inadmissibility-rule-on-immigrants-and-medicaid-coverage/?utm_campaign=KFF-2019-Disparities-Policy&utm_source=hs_email&utm_medium=email&utm_content=77008296&_hsenc
https://www.kff.org/disparities-policy/issue-brief/estimated-impacts-of-final-public-charge-inadmissibility-rule-on-immigrants-and-medicaid-coverage/?utm_campaign=KFF-2019-Disparities-Policy&utm_source=hs_email&utm_medium=email&utm_content=77008296&_hsenc
https://www.kff.org/disparities-policy/issue-brief/estimated-impacts-of-final-public-charge-inadmissibility-rule-on-immigrants-and-medicaid-coverage/?utm_campaign=KFF-2019-Disparities-Policy&utm_source=hs_email&utm_medium=email&utm_content=77008296&_hsenc
https://www.kff.org/disparities-policy/issue-brief/estimated-impacts-of-final-public-charge-inadmissibility-rule-on-immigrants-and-medicaid-coverage/?utm_campaign=KFF-2019-Disparities-Policy&utm_source=hs_email&utm_medium=email&utm_content=77008296&_hsenc
https://www.kff.org/disparities-policy/fact-sheet/health-coverage-of-immigrants/
https://www.kff.org/disparities-policy/fact-sheet/health-coverage-of-immigrants/


CHILDREN IN IMMIGRANT FAMILIES: ADVOCACY WITHIN AND BEYOND T... / RUSSELL ET AL. • VOL. 21, NO. 2 11
60. Suchdev PS, Howard CR. American Academy of Pediatrics
Section on International Child Health. The role of pediatricians in
global health. Pediatrics 2018;142e20182997.

61. Shenoda S, Kadir A, Pitterman S. American Academy of
Pediatrics Section on International Child Health. The effects of
armed conflict on children. Pediatrics 2018;142:20182585.

62. American Academy of Pediatrics Council on Community
Pediatrics Poverty and child health in the United States. Pediatrics
2016;137:20160339.

63. Dudley N, Ackerman A, Brown KM, Snow SK. Patient-and
family-centered care of children in the emergency department.
Pediatrics 2015;135:e255-72.

64. Kimball S, Maju M, Singh N, Sonis L. Embedding an immigration
legal navigator in a primary care clinic. Ann FamMed 2019;17:177.

65. Annie E, Casey Foundation. Children in immigrant families in
which resident parents have been in the country five years or less
in the United States. Available at: https://datacenter.kidscount.org
Accessed June 1, 2020.

66. Flores G. Language barriers to health care in the United States. N
Engl J Med 2006;355:229-31.

67. Carrasquillo O, John Orav E, Brennan TA, Burstin HR. Impact of
language barriers on patient satisfaction in an emergency
department. J Gen Intern Med 1999;14:82-7.

68. Crane JA. Patient comprehension of doctor-patient communica-
tion on discharge from the emergency department. J Emerg Med
1997;15:1-7.

69. Divi C, Koss RG, Schmaltz SP, Loeb JM. Language proficiency
and adverse events in US hospitals: a pilot study. Qual Heal Care
2007;19:60-7.

70. LeSon S, Gershwin ME. Risk factors for asthmatic patients
requiring intubation. III. Observations in young adults. J Asthma
1996;33:27-35.

71. Manson A. Language concordance as a determinant of patient
compliance and emergency room use in patients with asthma. Med
Care 1988;26:1119-28.

72. Taveras EM, Flores G. Why culture and language matter: the
clinical consequences of providing culturally and linguistically
appropriate services to children in the emergency department. Clin
Pediatr Emerg Med 2004;5:76-84.

73. Wisnivesky JP, Kattan M, Evans D, et al. Assessing the
relationship between language proficiency and asthma morbidity
among inner-city asthmatics. Med Care 2009;47:243-9.

74. Hampers LC, Cha S, Gutglass DJ, et al. Language barriers and
resource utilization in a pediatric emergency department. Pedia-
trics 1999;103:1253-6.

75. Eneriz-Wiemer M, Sanders LM, Barr DA, Mendoza FS. Parental
limited English proficiency and health outcomes for children with
special health care needs: a systematic review. Acad Pediatr 2014;
14:128-36.

76. Arthur KC, Mangione-Smith R, Meischke H, et al. Impact of
English proficiency on care experiences in a pediatric emergency
department. Acad Pediatr 2015;15:218-24.

77. Jimenez N, Jackson DL, Zhou C, et al. Postoperative pain
management in children, parental English proficiency, and access
to interpretation. Hosp Pediatr 2014;4:23-30.

78. Levas MN, Cowden JD, Dowd MD. Effects of the limited English
proficiency of parents on hospital length of stay and home health
care referral for their home health care–eligible children with
infections. Arch Pediatr Adolesc Med 2011;165:831-6.

79. Gallagher RA, Porter S, Monuteaux MC, Stack AM. Unscheduled
return visits to the emergency department: the impact of language.
Pediatr Emerg Care 2013;29:579-83.

80. Gutman CK, Cousins L, Gritton J, et al. Professional interpreter
use and discharge communication in the pediatric emergency
department. Acad Pediatr 2018;18:935-43.
81. Fields A, Abraham M, Gaughan J, et al. Language matters: race,
trust, and outcomes in the pediatric emergency department. Pediatr
Emerg Care 2016;32:222-6.

82. Zamor R, Byczkowski T, Zhang Y, et al. Language barriers and
the management of bronchiolitis in a pediatric emergency
department. Acad Pediatr 2020;20:356-63.

83. Bagchi AD, Dale S, Verbitsky-Savitz N, et al. Examining
effectiveness of medical interpreters in emergency departments
for spanish-speaking patients with limited English proficiency:
results of a randomized controlled trial. Ann Emerg Med 2011;57:
248-56.

84. Flores G, Laws MB, Mayo SJ, et al. Errors in medical
interpretation and their potential clinical consequences in pediatric
encounters. Pediatrics 2003;111:6-14.

85. Jacobs EA, Lauderdale DS, Meltzer D, et al. Impact of interpreter
services on delivery of health care to limited-English-proficient
patients. J Gen Intern Med 2001;16:468-74.

86. Hampers LC, McNulty JE. Professional interpreters and bilingual
physicians in a pediatric emergency department: effect on resource
utilization. Arch Pediatr Adolesc Med 2002;156:1108-13.

87. Green AR, Ngo-Metzger Q, Legedza ATR, et al. Interpreter
services, language concordance, and health care quality: experi-
ences of Asian Americans with limited English proficiency. J Gen
Intern Med 2005;20:1050-6.

88. Bernstein J, Bernstein E, Dave A, et al. Trained medical interpreters in
the emergency department: effects on services, subsequent charges,
and follow-up. J Immigr Health 2002;4:171-6.

89. Crossman KL, Wiener E, Roosevelt G, et al. Interpreters:
telephonic, in-person interpretation and bilingual providers.
Pediatrics 2010;125:e631-8.

90. Juckett G, Unger K. Appropriate use of medical interpreters. Am
Fam Phys 2014;90:476-80.

91. Jacobs EA, Shepard DS, Suaya JA, Stone E-L. Overcoming
language barriers in health care: costs and benefits of interpreter
services. Am J Public Health 2004;94:866-9.

92. Flores G. The impact of medical interpreter services on the quality
of health care: a systematic review. Med Care Res Rev 2005;62:
255-99.

93. DeCamp LR, Kuo DZ, Flores G, et al. Changes in language
services use by US pediatricians. Pediatrics 2013;132:e396-406.

94. Jacobs EA, Diamond LC, Stevak L. The importance of teaching
clinicians when and how to work with interpreters. Patient Educ
Couns 2010;78:149-53.

95. Flores G, Holmes LJ, Salas-lopez D, et al. Access to hospital
interpreter serives for limited English proficient patients in New
Jersey: a statewide evaluation. J Health Care Poor Underserved
2008;19:391-415.

96. Flores G, Abreu M, Barone CP, et al. Errors of medical
interpretation and their potential clinical consequences: a
comparison of professional versus ad hoc versus no interpreters.
Ann Emerg Med 2012;60:545-53.

97. Clarke SK, Jaffe J, Mutch R. Overcoming communication barriers
in refugee health care. Pediatr Clin North Am 2019;66:669-86.

98. Swamy P, Russell EA, Mandalakas AM, Griffin MR. Migrating
children: the need for comprehensive integrated health prevention
measures. Curr Trop Med Reports 2018;5:96-103.

99. Diette GB, Rand C. The contributing role of health care
communication to health disparities for minority patients with
asthma. Chest 2007;132:802s-9s.

100. Healthypeople.gov. Health literacy, 2020. Available at: https://
www.healthypeople.gov/2020/topics-objectives/topic/social-
determinants-health/interventions-resources/health-literacy.
Accessed 7/25/2020.

101. Brach C, Keller D, Hernandez LM, et al. Ten attributes of health
literate health care organizations. participants in the workgroup on

https://datacenter.kidscount.org
https://www.healthypeople.gov/2020/topics-objectives/topic/social-determinants-health/interventions-resources/health-literacy
https://www.healthypeople.gov/2020/topics-objectives/topic/social-determinants-health/interventions-resources/health-literacy
https://www.healthypeople.gov/2020/topics-objectives/topic/social-determinants-health/interventions-resources/health-literacy


12 VOL. 21, NO. 2 • CHILDREN IN IMMIGRANT FAMILIES: ADVOCACY WITHIN AND BEYOND T... / RUSSELL ET AL.
attributes of a health literate organization of the IOM roundtable
on health literacy. NAM Perspect 2012. Available at: https://nam.
edu/perspectives-2012-ten-attributes-of-health-literate-health-
care-organizations/ Accessed June 12, 2020.

102. Baker DW. The meaning and the measure of health literacy. J Gen
Intern Med 2006;21:878-83.

103. Morrison AK, Myrvik MP, Brousseau DC, et al. The relationship
between parent health literacy and pediatric emergency depart-
ment utilization: a systematic review. Acad Pediatr 2013;13:
421-9.

104. Sanders LM, Federico S, Klass P, et al. Literacy and child health.
Arch Pediatr Adolesc Med 2009;163:131-40.

105. Gele AA, Pettersen KS, Torheim LE, Kumar B. Health literacy:
the missing link in improving the health of Somali immigrant
women in Oslo. BMC Public Health 2016;16:1-9.

106. United Nations High Commissioner for Refugees (UNHCR).
Figures at a glance. 2019. Available at: https://www.unhcr.org/en-
us/figures-at-a-glance.html. Accessed July 1, 2020.

107. US Citizenship and Immigration Services: asylum. 2019. Avail-
able at: https://www.uscis.gov/humanitarian/refugees-and-
asylum/asylum. Accessed July 29, 2020.

108. Southwest border migration FY 2019. US Customs and Border
Protection 2019. Available at: https://www.cbp.gov/newsroom/
stats/sw-border-migration. Accessed June 12, 2020.

109. Medecins San Frontieres. Report: forced to flee Central America's
northern triangle. 2017. Available at: https://www.
doctorswithoutborders.org/what-we-do/news-stories/research/report-
forced-flee-central-americas-northern-triangle. Accessed 7/15/2020.

110. HaagM. Thousands of immigrant children said they were sexually
abused in US detention centers, report says. New York Times,
2019. Available at: https://www.nytimes.com/2019/02/27/us/
immigrant-children-sexual-abuse.html. Accessed 7/15/2020.

111. Ruiz Soto AG. One year after the US-Mexico agreement:
reshaping Mexico's migration policies. Migration Policy Institute,
2020. Available at: https://www.migrationpolicy.org/research/
one-year-us-mexico-agreement. Accessed 7/15/2020.

112. Wood LCN. Impact of punitive immigration policies, parent-child
separation and child detention on the mental health and
development of children. BMJ Paediatr Open 2018;2:1-6.

113. Meneses C, Chilton K, Duffee J, et al. Immigrant child health
toolkit. Itasca, IL: American Academy of Pediatrics. Available at:
https://www.aap.org/en-us/advocacy-and-policy/aap-health-
initiatives/Immigrant-Child-Health-Toolkit/Pages/Immigrant-
Child-Health-Toolkit.aspx. Accessed 7/15/2020.

114. Stein F. AAP statement on protecting immigrant children. 2017.
Available at: https://www.healthychildren.org/English/news/Pages/
AAP-Statement-on-Protecting-Immigrant-Children.aspx Accessed
June 1, 2020.

115. Menjívar C, Perreira KM. Undocumented and unaccompanied:
children of migration in the European Union and the United
States. J Ethn Migr Stud 2019;45:197-217.
116. Nakeyar C, Esses V, Reid GJ. The psychosocial needs of refugee
children and youth and best practices for filling these needs: a
systematic review. Clin Child Psychol Psychiatr 2018;23:186-208.

117. Saunders NR, Gill PJ, Holder L, et al. Use of the emergency
department as a first point of contact for mental health care by
immigrant youth in Canada: a population-based study. CMAJ
2018;190:E1183-91.

118. Gonzales G, Dedania R, Driscoll R. Health insurance coverage
and access to care among US-born and foreign-born sexual
minorities. J Immigr Minor Health 2019;21:540-8.

119. Luk JW, Gilman SE, Haynie DL, Simons-Morton BG. Sexual
orientation differences in adolescent health care access and health-
promoting physician advice. J Adolesc Health 2017;61:555-61.

120. Earnshaw VA, Reisner SL, Juvonen J, et al. LGBTQ bullying:
translating research to action in pediatrics. Pediatrics 2017;140:
e20170432.

121. Austin SB, Gordon AR, Ziyadeh NJ, et al. Stigma and health-
related quality of life in sexual minorities. Am J Prev Med 2017;
53:559-66.

122. Fuzzell L, Fedesco HN, Alexander SC, et al. I just think that
doctors need to ask more questions: sexual minority and majority
adolescents' experiences talking about sexuality with healthcare
providers. Patient Educ Couns 2016;99:1467-72.

123. Kahn S, Alessi E, Woolner L, et al. Promoting the wellbeing of
lesbian, gay, bisexual and transgender forced migrants in Canada:
providers' perspectives. Cult Heal Sex 2017;19:1165-79.

124. Nazer D, Greenbaum J. Human trafficking of children. Pediatr
Ann 2020;49:e209-14.

125. McLeigh JD. Protecting children in the context of international
migration. Children in migration require greater protection from
violence, exploitation, and discrimination. Child Abus Negl 2013;
37:1056-68.

126. van Dorn A, Cooney RE, Sabin ML. COVID-19 exacerbating
inequalities in the US. Lancet 2020;395:1243-4.

127. Lwin MO, Lu J, Sheldenkar A, et al. Global sentiments
surrounding the COVID-19 pandemic on twitter: analysis of
twitter trends. JMIR Public Heal Surveil 2020;6:e19447.

128. Jeung R, Nham K. Incidents of coronavirus-related discrimination.
Asian Pacific Policy and Planning Council, 2020. Available at:
http://www.asianpacificpolicyandplanningcouncil.org/wp-content/
uploads/STOP_AAPI_HATE_MONTHLY_REPORT_4_23_20.
pdf. Accessed 7/15/2020.

129. Lopez G, Ruiz NG, Patten E. Key facts about Asian Americans, a
diverse and growing population. Pew Research Center 2017.
Available at: http://www.pewresearch.org/fact-tank/2018/10/19/
5-charts-on-global-views-of-china/.

130. Lazzerini M, Barbi E, Apicella A, et al. Delayed access or
provision of care in Italy resulting from fear of COVID-19. Lancet
Child Adolesc Health 2020;4:e10-1.

131. Page KR, Venkataramani M, Beyrer C, Polk S. Undocumented
US immigrants and Covid-19. N Engl J Med 2020;382e62.

https://nam.edu/perspectives-2012-ten-attributes-of-health-literate-health-care-organizations/
https://nam.edu/perspectives-2012-ten-attributes-of-health-literate-health-care-organizations/
https://nam.edu/perspectives-2012-ten-attributes-of-health-literate-health-care-organizations/
https://www.unhcr.org/en-us/figures-at-a-glance.html
https://www.unhcr.org/en-us/figures-at-a-glance.html
https://www.uscis.gov/humanitarian/refugees-and-asylum/asylum
https://www.uscis.gov/humanitarian/refugees-and-asylum/asylum
https://www.cbp.gov/newsroom/stats/sw-border-migration
https://www.cbp.gov/newsroom/stats/sw-border-migration
https://www.doctorswithoutborders.org/what-we-do/news-stories/research/report-forced-flee-central-americas-northern-triangle
https://www.doctorswithoutborders.org/what-we-do/news-stories/research/report-forced-flee-central-americas-northern-triangle
https://www.doctorswithoutborders.org/what-we-do/news-stories/research/report-forced-flee-central-americas-northern-triangle
https://www.nytimes.com/2019/02/27/us/immigrant-children-sexual-abuse.html
https://www.nytimes.com/2019/02/27/us/immigrant-children-sexual-abuse.html
https://www.migrationpolicy.org/research/one-year-us-mexico-agreement
https://www.migrationpolicy.org/research/one-year-us-mexico-agreement
https://www.aap.org/en-us/advocacy-and-policy/aap-health-initiatives/Immigrant-Child-Health-Toolkit/Pages/Immigrant-Child-Health-Toolkit.aspx
https://www.aap.org/en-us/advocacy-and-policy/aap-health-initiatives/Immigrant-Child-Health-Toolkit/Pages/Immigrant-Child-Health-Toolkit.aspx
https://www.aap.org/en-us/advocacy-and-policy/aap-health-initiatives/Immigrant-Child-Health-Toolkit/Pages/Immigrant-Child-Health-Toolkit.aspx
https://www.healthychildren.org/English/news/Pages/AAP-Statement-on-Protecting-Immigrant-Children.aspx
https://www.healthychildren.org/English/news/Pages/AAP-Statement-on-Protecting-Immigrant-Children.aspx
http://www.asianpacificpolicyandplanningcouncil.org/wp-content/uploads/STOP_AAPI_HATE_MONTHLY_REPORT_4_23_20.pdf
http://www.asianpacificpolicyandplanningcouncil.org/wp-content/uploads/STOP_AAPI_HATE_MONTHLY_REPORT_4_23_20.pdf
http://www.asianpacificpolicyandplanningcouncil.org/wp-content/uploads/STOP_AAPI_HATE_MONTHLY_REPORT_4_23_20.pdf
http://www.pewresearch.org/fact-tank/2018/10/19/5-charts-on-global-views-of-china/
http://www.pewresearch.org/fact-tank/2018/10/19/5-charts-on-global-views-of-china/

