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Unspoken Stories
Strategies to Understand and Better Serve Refugee and Immigrant Populations

1,2

Emma Lazarus’s famous poem of 1883 begins: “Give me your tired, your 
poor, your huddled masses yearning to be free”; inscribed at the base of the 

statue of Liberty in New York’s harbor, these lines have become synonymous with the 
promise of freedom for generations of immigrants entering the United States (Winn, 
1992). However, recent history tells us that for a growing number of persons and 
families emigrating to the United States (both documented and undocumented) this 
welcoming mantra may not always ring true. While our political and civic leaders need 
to resolve the large scale public policy debates around immigration reform, health 
care providers are working to better understand the implications of migration from 
a psychological perspective. My own relevant experience with this topic is related to 
working with the Latino/a community. However, in many ways these concepts can 
be applied across ethnicities and cultures of immigrant groups. In addition, while it is 
important to note the difference between refugees, undocumented immigrants, and 
legal immigrants there are a host of factors and stressors that contribute to mental 
health and well-being that can be applied to all of these groups.   

Imagine for a minute that due to severe political, economic, or social conditions, 
you and/or your immediate family members are forced to relocate to another 
country. You arrive to a country where English is not the main language, where you 
are relegated to a marginalized cultural group, where your status as a member of 
that society is consistently questioned, where cultural customs are completely 
unfamiliar to you and there is very little in the way of social support.  Sounds a bit 
surreal but for thousands of individuals and families emigrating to the U.S. this is 
an ongoing experiential reality. In the United States, which has historically served as 
a safe haven for many immigrants, behavioral health service providers are focusing 
on developing services that aim to determine the following: how compromised are 
people who have been forced to leave behind all they know; how damaging and what 
are the pre-migration effects of war, torture and disaster; how do people recover 
from psychological and physical traumatic events; and of great importance, how can 
service providers intervene to address the adverse effects of migration trauma so 
individuals and families adequately adjust and live as productively as possible within 
their new environments (Foster, 2001)?

First, identifying and treating trauma related to immigration gives rise to key 
questions and challenges: 

•	 How do we distinguish between legitimate stress and trauma associated with 
migration?

•	 What role does past mental health history play in difficulties following migra-
tion?

•	 How do we assess the multi-dimensional nature of the immigration experience 
and its potential for traumatic experience(s)?

•	 Is there something unique about immigration trauma?
•	 How do we manage cross-cultural issues related to engagement/relationships, 

language/ communication, culturally relevant interpretation of symptoms or 
somatization (In some non-Western cultures emotional words may not be used 
to describe distress but rather the use of physical descriptors i.e. feeling sick, 
headache, chest pain) (Surgeon General, 2000). How do we engender trust, 
what constitutes culturally competent services and how do providers apply/
balance Western concepts and DSM labeling to non-Western worldviews
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•	 Given these cross cultural issues and the lack of epide-
miological data specifically for emigrating groups, how 
do we accurately measure the prevalence of mental 
health problems among refugee and immigrant groups 
(Potocky-Tripodi, 2002)?

•	 How do we navigate cultural values and morals that can 
be at odds with those of the host country, (i.e. in Latino 
culture, familismo, personalismo, confianza) (McGol-
drick, Garcia-Preto & Giordano, 2005)?

•	 What are the unique issues that women as well as men 
face (gender role changes) as they attempt to resettle 
within their new environments (Foster, 2001)?

•	 How do we manage systemic challenges such as lack 
of access to insurance coverage; financial resources; 
limited system resources (i.e., culturally competent so-
cial and clinical services); HealthCare reform (changing 
service accessibility and availability for some); legal vs. 
illegal status; and implications for accessing needed 
services?

•	 How can we improve service utilization and reduce pre-
mature termination of behavioral health services (Sur-
geon General, 2000)?
Secondly, what are some of the factors that influence 

the onset and severity of trauma in immigrants and 
migrants? Desjarlais, Eisenberg, Good, and Kleinman (1995) 
concluded that it is not migration itself but rather events 
before, during, or after the transition that contribute to the 
traumatic experience.  He describes four migration stages 
that may contribute to the trauma experience: 

1) The Pre-migration trauma experience (physical and 
psychological): this may include political persecution, social 
and economic deprivation as well as natural disasters. For 
refugees it may involve war, famine, violence, rape, murder, 
imprisonment, torture, day to day survival events, and 
witnessing death and disappearance of family. Additionally, 
for many this experience involves leaving behind one’s 
home, loved ones, community, and cultural familiarity and 
the grief that ensues from such losses.

2) Traumatic events experienced during the actual 
relocation or transition:  excluding legal immigrants, this 
can be especially stressful for refugees and undocumented 
immigrants presenting with potential abuses of physical, 
psychological, and sexual dimensions. During transit 
refugees are often witnesses or victims of violence and are 
exposed to starvation, dehydration, and other forms of 
physical deprivation (Drachman, 1992). For undocumented 
immigrants, transit often involves dangerous border 
crossings and exploitation by smugglers (Potocky-Tripodi, 
2002).

 3) Post migration trauma (adverse experiences 
associated with the task of resettling and the shock of 
living in an unfamiliar culture) contributes to the traumatic 
experience as well. Examples of these experiences may 
include the loss of social and occupational status coupled 
with the experience of subordination, marginalization, and 
social isolation in the U.S. Additional examples include the 
personal experience of living within a larger culture that can 
be at times strange, indifferent, xenophobic, intolerant, and 
even hateful (scapegoating). The stress of learning a new 
language along with the challenges of modernization, legal 
status, gender role changes, and intergenerational family 

conflict often associated with acculturation and assimilation 
further compound this (Potocky-Tripodi, 2002).

4) The fourth stage is described as the continuation of 
the individual’s and family’s socioeconomic vulnerability 
with persistent stressors of unemployment, discrimination, 
poverty, substandard living and/or lack of social support 
(Nicholson, 1999).   Of course the onset of substance 
abuse (for relief of symptoms) and/or other mental health 
disorders may only serve to exacerbate these stressors and 
create greater challenges for providers.  

Ultimately Desjarlais et al. (1995) describes the 
cumulative or compounding impact that all of these 
multiple levels of trauma can have on mental health. 
For example, how the pre-migration experience can be 
further exacerbated by the severe stress experienced in 
the post-migration stage. Finally, what are some of the 
skills/practices that health and service providers should 
demonstrate to effectively work with trauma/migration 
related issues?
•	 Develop an awareness and appreciation for all the 

phases/levels of migration trauma and incorporate 
the migration continuum into a comprehensive assess-
ment.

•	 Thoroughly understand the symptoms of PTSD and 
how they are manifested in this population. 

•	 Review the growing body of cross-cultural case studies 
to better understand how/when to apply trauma-in-
formed therapeutic techniques that resonate with in-
dividuals and groups.

•	 Clinicians should be aware of their own anxiety and/
or resistance to keeping the horrors of the client’s ex-
perience away from the therapeutic work (Bremner & 
Marmar, 1998).

•	 Implement clinical practice that is accessible, culturally 
competent/informed, and relevant to the client’s world 
taking into account cultural-bound syndrome(s) which 
may include culturally specific self-help concepts.

•	 Implement clinical practice that is sensitive to gender 
issues and applies principles of gender equity and hu-
man rights.

•	 Be aware of communication styles and possible cul-
tural barriers (including unresolved internal biases vis-
à-vis immigrants) that interfere with the therapeutic 
process.

•	 Understand the history and characteristics of the im-
migrant and refugee group you are serving.

•	 Increase data collection on prevalence, incidence, and 
service utilization and treatment outcomes towards 
models of best practice.
Assuming that the population of immigrants and 

refugees continues to grow as predicted, by the year 2050 
they will account for over half of the country’s population 
(Doyle, 1999). As service providers, we should elicit, listen 
and validate the unspoken stories about the total migration 
experience thereby helping individuals and families to 
begin healing from the psychological scars associated with 
migration trauma.
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An Undefined Home
The Trauma of Childhood Immigration

In a century where having a collection 
of stamps on your passport makes 

you “cultured” and moving to a different 
city to “find yourself” has become com-
monplace, those of us carrying the burden 
of an interrupted childhood long for feeling 
at “home” just one more time. 

Relocating to another city as an adult 
can be daunting … uprooting to another 
country at the age of 11 is life shattering. 
This year marks the 20th anniversary of 
my life journey; one on which I embarked 
with my mother and an excessive amount 
of luggage to America, the land of dreams. I 
reckon it may sound mawkishly sentimental 
of me to portray August of 1997 as the be-
ginning of a journey of self-discovery, but, 
in the spirit of full disclosure, I must confess 
that I still do not know who I am. I no longer 
walk in the shoes of that confident 11-year-
old that knew where she belonged; that 
11-year-old respectably defined by being 
the daughter of Maria the hairdresser and 
Antonio the fisherman. Instead, I search 
achingly to find meaningful connections, 
however brief, that grant me the peace that 
once was stolen. 

My language proficiency upon arrival 
consisted of reciting numbers, recognizing 
colors and identifying animals found in my 
fifth grade English workbook. I was starting 
the sixth grade and lacked the basic tool 
with which to defend myself from the world 
around me. However, I had what most did 
not - a mother whose sole existence was 
defined by my success. She enrolled me in a 
bilingual program at the local middle school 
while contemporaneously completing her 
evening ESL classes to be able to assist me 
with homework. To this day, I can still feel 
the pain I felt every evening at the dinner 
table translating every word of my assign-
ments into Spanish, only to have to trans-
late every word of my responses back into 
English. Though hours were scarce, tears 
were plentiful. 

It was months before the biological 
instinct of self-preservation numbed the 
pain, and by then, the Natalia I knew had 
become a distant memory. I abruptly woke 
up to the reality that my success was pred-
icated on using every connection I made to 
further my stability. Every friendship had a 
purpose. Some friends were responsible for 
teaching me about fashion, others enough 
colloquial slang to fake fitting in and some 
simply vented enough for me to learn about  

American boys. My “real life”, the one to which I ran every summer in 
Spain, was suspended for the 9 months of the school year. I did not live 
while I was here, and I sure as all heck did not believe that America was 
the land of dreams. The America I knew was a land of nightmares from 
which I could not wake until every June, when I would feel whole again. 

But with every passing year, I became more of a summer treat for my 
Spanish friends and less of a constant. I stopped being the Natalia with 
whom they shared mischievous memories and became “la Americana”, 
the American. The monthly letters stopped. Their bond became stronger 
while I became a summer adventure…and, how could I expect otherwise? 
Their friendships were rooted in kindergarten impressions and life-long 
reliability - I was but a passing visitor on sunny days. I wasn’t there for 
them when storms had to be weathered and I couldn’t count on them to 
understand the magnitude of my isolation. And so I began my life journey.  

It may surprise you to read that I have minimal recollection of my 
childhood; memory disturbance is not an unusual symptom of childhood 
trauma. While I remember certain magnetic personalities and sporadic 
adventures, my most vivid memories are of my family and the moments 
I shared in their comfort. I sheltered myself in the company of adults and 
explored the world minimally. And while I visit Spain every year, I no lon-
ger belong there.

I have been more fortunate than most to have shared my troubles with 
two exceptional humans, my parents. In their support I found strength 
and successfully graduated from Law School in 2011. And while I continue 
to search for that feeling of completeness by traveling back and forth to 
visit my family, it is only with my parents that I am “home”. 

It is perhaps because I hurt like they do that it pains me to witness 
how acceptably unkind our nation has become to those who flee violence 
and destruction in the search of a new “home”. We have become painful-
ly disinterested in the trauma that children carry on their frail shoulders 
without the benefit of basic tools with which to defend themselves from 
the world around them. Although I did not flee violence, most children 
entering the land of dreams experience trauma in their journeys to safety. 
And while they may be safe from the evils that once chased them, the 
heartless reality they face upon arrival is enough to shatter their soul. 

It is important for us as a society to recognize that most of these chil-
dren will never feel whole again, but will search aimlessly to make mean-
ingful connections, however brief, that grant them the peace that once 
was stolen from them. They will, as I do, find comfort in what is familiar 
and seek shelter in what makes them feel at “home”. And so I pray that 
we become kinder in our practice and that we embrace compassion in our 
approach. After all, we are all just trying to belong. 
Submitted by Natalia Sieira Millan 
Assistanct Agency Legal Director, DCF

Refugee Resettlement: New Haven focuses on 
Health and Wellness 

Each year, hundreds of refugees come to Connecticut seeking 
safety, peace, freedom and opportunity. They come from Syria, 

Iraq, Afghanistan, Congo, Sudan and other countries after fleeing for 
their lives. In New Haven, Integrated Refugee and Immigrant Services 
(IRIS) is here to help them. IRIS welcomes and assists refugees who have 
fled persecution, been vetted overseas and been invited by the federal 
government to resettle in the US. Their needs are profound. They arrive 
with virtually no material possessions. They have lost homes, friends, 
family, country, culture and jobs. Most do not speak any English. They 
have no source of income and many are victims of trauma, with physical 
and mental health concerns.
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Submitted by:
Amanda Bisset, LCSW, Social Worker, IRIS 
Maya Prabhu, MD, LLB, Assistant Professor of  
Psychiatry, Yale School of Medicine 
Aniyizhai Annamalai, M.D., Director, Yale Adult  
Refugee Clinic 

Interested in helping refugees? 
Please consider donating your time 

or financial resources to help as they 
rebuild their lives in Connecticut.  

 
For more information visit: 

www.irisct.org   
or email info@irisct.org  

When they first arrive, IRIS meets their basic needs 
of a furnished apartment, food and clothing. To help 
them integrate into their new community and become 
self-sufficient, IRIS provides intensive case management, 
English classes, help preparing for and starting 
employment and legal services to reunite with family 
overseas and become US citizens. IRIS also offers extensive 
educational and youth services, including early education 
programs, in-school tutoring, enrichment activities and 
a summer learning program. IRIS staff schedule and 
accompany clients to initial medical screenings and 
follow-up appointments, assist with translation, facilitate 
insurance payments and help clients learn to navigate the 
system independently.  

IRIS has a longstanding partnership with Yale New 
Haven Hospital (YNHH) to provide health care for newly 
arrived refugees. Soon after arrival, refugees receive 
a comprehensive health screening at the specialized, 
Yale Refugee Clinic. Refugees then continue to receive 
longitudinal health care at the adult and children’s primary 
care clinics at YNHH. Women comprise approximately half 
of all refugee arrivals and they also receive reproductive 
health care. As refugees arrive from areas of conflict 
they are often at high risk for poor physical and mental 
health for several reasons including: a lack of health care 
resources, war related trauma, perilous migration routes 
that often put women at risk for sexual violence and 
exploitation, the loss of home and family, acculturation 
difficulties and financial instability in host country and 
economic impoverishment and communication barriers 
in host country. 

It is well established that refugees worldwide have 
high rates of post-traumatic stress disorder (PTSD) and 
depressive disorders. The symptoms can include recurrent 
memories or dreams of past traumatic events, poor sleep, 
increased vigilance and fear, sadness and reduced capacity 
to feel pleasure, anxiety and restlessness, episodic panic 
and increased irritability. Refugees with severe symptoms 
and feelings of hopelessness about their future are also at 
risk for suicide. Refugees may also present with physical 
symptoms as a manifestation of their psychological 
distress and this is especially common in women. They 
may not report psychological symptoms but present to 
their primary care practitioners with physical complaints 
that do not appear to have a physical basis.   

Providers at the Yale Refugee Clinic perform a mental 
health screening during the intake exam and refugees 
that are high risk for PTSD, depressive disorders, or 
other mental health conditions receive a comprehensive 
mental health evaluation by a psychiatrist. Refugees 
with symptoms of mild anxiety or depression may only 
require supportive counseling with periodic assessments 
by their primary care practitioners and short-term 
medicine; however, some refugees have long standing 
chronic medical and mental health issues which may 
become exacerbated by their resettlement issues.  
Refugees with moderate or severe trauma related 
symptoms may need trauma focused counseling using 
techniques of cognitive behavioral therapy (CBT) or eye 
movement desensitization and reprocessing (EMDR) 

which has shown benefits in traumatized people and 
may be appropriate with some refugees. PTSD is often 
also associated with cognitive problems and difficulty 
with memory, learning and planning and this can affect 
refugees’ ability to work and care for their family.   
Although trauma is often a significant portion of a refugee’s 
history, the many barriers in their new environment can 
be an independent source of psychological stress. Worries 
about finances, adjusting to a new culture, learning a new 
language and gaining employment are all common, if not 
absolute, stressors that resettled refugees experience. 
Additionally, for many refugees, coming to a new country 
can be isolating. To mitigate this, IRIS seeks to provide 
clients with opportunities to engage with each other and 
the broader community. A range of wellness programs 
which help to create safe spaces that promote positive 
mental and physical health are provided, including: sewing 
groups, yoga, art, gardening, health literacy workshops, 
soccer, youth programs, a refugee representative group and 
a cultural companion program, which connects refugees to 
volunteers for friendship and cultural sharing. The success 
of these programs depends on the support of volunteers, 
donors and partnerships with community organizations.

In May of 2017, IRIS launched an in-house counseling 
program in order to offer refugee clients with mild to 
moderate mental health concerns the opportunity to 
meet with a licensed clinical social worker for supportive 
therapy. The program uses trained interpreters and 
provides a confidential space for clients to work one-on-
one with a professional. For many refugees, the topic of 
mental health can be very stigmatizing and clients are often 
apprehensive to seek professional, Western psychological 
services. Providing a therapeutic environment at IRIS helps 
clients feel more comfortable while also dispelling fears 
and stigmas surrounding mental health issues.  
Psychological and community supports can be 
tremendously helpful in keeping refugees healthy, whether 
or not they have an underlying mental illness. Despite 
everything, refugees are highly resilient individuals who 
have developed strengths and coping skills in dealing with 
their life circumstances. Overall, the goal of IRIS and Yale 
has been to meet our clients where they are and provide 
them with resources that encourage empowerment and 
healthy living as they transition to a new life.  
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Ask the Experts:  
A Conversation with Dr. Janina Fisher

Janina Fisher, Ph.D. is a  
licensed clinical psycholo-

gist in private practice, Director of 
Psychological Services for Khiron 
Clinics UK; Assistant Educational 
Director of the Sensorimotor Psy-
chotherapy Institute; an Instructor 
at the Trauma Center, a research 
and treatment center founded by 

Bessel van der Kolk; an EMDRIA Approved Consultant and 
Credit Provider; former president of the New England So-
ciety for the Treatment of Trauma and Dissociation; and a 
former instructor, Harvard Medical School.  An interna-
tional writer and lecturer on the treatment of trauma, she 
is co-author with Pat Ogden of Sensorimotor 
Psychotherapy: Interventions for Attachment 
and Trauma and author of the forthcom-
ing book, Healing the Fragmented Selves of  
Trauma Survivors.

1) How did you enter the trauma field? Since then how has 
your work evolved?

My decision to enter the trauma field happened “to 
me” spontaneously and unexpectedly.   It was September 
20, 1989, and I was in an auditorium at Cambridge Hospital 
in Massachusetts listening to Judith Herman speak on the 
relationship between trauma and borderline personality 
disorder.  I remember the words that made my decision for 
me.  She said,  “People don’t develop symptoms because of 
their childhood fantasies---they develop symptoms because 
bad things happen to them.”   “She’s right,” I thought.   It 
made more sense than anything I had studied in graduate 
school, and I ‘knew’ instantly that this was the work I was 
meant to do, and I set my sights on becoming one of Judy’s 
post-doctoral fellows as soon as I was eligible.   

Of course, trauma work means something very different 
today than it did in 1989.   In those days, we were still fo-
cused on helping survivors retrieve memories and put them 
into words.  The neurobiological revolution was yet to come, 
so we used what we had:  Freud’s talking cure.  Unfortunate-
ly, rather than resolving the trauma, talking about what hap-
pened overwhelmed our clients and often triggered unsafe 
impulses, shame, and despair.  We were just at the begin-
ning of a revolution in treatment, but at that point, we had 
good intentions but very little knowledge about trauma and 
how to help survivors resolve it.   It was an exciting time be-
cause we were on a mission much bigger than simply help-
ing individual survivors: our mission was to gain acceptance 
that attack, abuse, domestic violence, and mistreatment of 
women and children were widespread problems in society.
 2.  What has been the most significant revelation that has 

occurred in your understanding of trauma treatment?  
  I still remember when the results of the first brain scan 

study on traumatic memory changed our world.  It was 
1995 or 1996, and I was a supervisor at Bessel van der 
Kolk’s clinic.  Bessel sat in on clinical team meetings in 
those days, and he shared the results of the study with all 
of us because what the brain scans showed would change 
the face of trauma treatment.   When the subjects recalled 
a traumatic event, he said, the narrative memory storage 
areas in the left hemisphere became inactive, and the lim-
bic system, particularly the right hemisphere amygdala, 
became highly active.   What these results meant was that 
trauma was being remembered implicitly and non-ver-
bally, not as a story of what happened.   The ‘story’ was 
not available, nor was the ability to think, because trau-
matic activation inhibited the prefrontal cortex.   If we 
were to help our clients, we had to learn how to work 
below the level of words:  with the body, emotions, and 
nervous system.  We could not just focus on events when 
the memories we encoded as intense body and emotional 
responses without an event connected to them.  In fact, 
it no longer made sense to “treat” events when we could 
treat the legacy left behind by those events.
 3. What is something -or some things (skills, tools, ap-
proaches or techniques, or perspectives) that would 
help the trauma–focused clinician working with trau-
matized children and adults?

In today’s world, knowing what we know now about 
memory, the brain, and child development, it is most im-
portant for clinicians to attend to how our clients’ actions 
and reactions “tell the story” of what has happened to 
them. As I tell my students constantly, “The symptoms 
tell the story better than ‘the story.’”   What trauma survi-
vors encode as a narrative is incoherent and fragmented 
at best and biased by shame and degradation.

Although I am an international spokesperson for 
body-centered trauma treatment, I think the most im-
portant information to teach children and adults alike 
about trauma is the phenomenon of “triggering.” With-
out an understanding that trauma “lives on” because 
the body becomes hypervigilently sensitive to triggers or 
trauma-related cues, survivors can misinterpret benign 
experience as threatening, freeze or fight in safe envi-
ronments, or experience themselves as shameful and 
inadequate.  Even young children are capable of under-
standing the concept of ‘triggering’ and can comprehend 
that triggered feelings represent implicit, nonverbal ‘body 
memories’ or ‘feeling flashbacks.’  Re-framing avoidance, 
reactivity, numbing, and impulsive or self-destructive be-
havior as triggered responses or survival strategies helps 
prevent chronic shame and self-loathing, as well as pre-
vent survivors from “demonizing” those in their world 
who trigger them.  Rather than focusing on autobiograph-
ical memory, I believe we have to help our clients cor-
rectly interpret the implicit memories that are constantly 
disrupting their ability to feel safe in the world and en-
code new experiences of safety, respect, pleasure, or em-
powerment.

by Cheryl Kenn, LCSW

For more information on Dr. Janina Fisher 
visit: 
http://www.janinafisher.com
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Who’s Been Reading Trauma Matters?

Patrick Kennedy (Mental Health Advocate and Former US 
Representative) and Shannon Perkins (Trauma Matters 
Editor) pictured at left with the Connecticut  Remembrance 
Quilt, featuring hand-made squares in memory of those 
lost to substance use disorders. 
 
Patrick Kennedy was a featured speaker at the Opioid Use 
Disorders Prevention and Recovery Conference in July 2017 
at the CT Hospital Association. 
For more information on the Remembrance Quilt visit: 
http://bit.ly/2h2qOlu  

I first became aware of the author Imbolo Mbue when I read an article she wrote comparing Christmas in New York 
with Christmas in Cameroon. Shortly after this Behold the Dreamers was published, coincidentally, in the middle 

of the national debate on immigration and people who are undocumented. Behold the Dreamers is a novel, but it is clear 
that Mbue draws on her own experience of the challenges of moving to a new country. Compelling from beginning to 
end, Behold the Dreamers tells the story of Jende Jonga and his quest to create a life for himself and wife and a life of 

opportunity for his son. This quest includes frustration, long periods of waiting, dead ends, money, 
and misinformation about pursuing an application for asylum in order to obtain a green card. Jonga’s 
raw fear of possible denial of his application and deportation, spoke to me on every page. Behold the 
Dreamers is rich with the complexity of the relationships of husband and wife, father and son, and 
mother and son. The readers will experience the challenges of holding on to the culture of a native 
land while navigating the frenetic pace of New York. When Jende and his wife Neni find work, the 
history of American slavery whispers through as the Jongas walk on eggshells in the world of the 
powerful. The author does not use the word trauma and yet, this multi-faceted book tells the story 
of personal trauma, cultural trauma and historical trauma with each powerful word.

For more information on Imbolo Mbue and Behold the Dreamers: A Novel visit: http://www.imbolombue.com/



References 

Unspoken Stories: Strategies to Understand and Better Serve Refugee and Immigrant Populations

Bremner, J.D.,& Marmar, C. R. (1998). Trauma, memory and dissociation, Washington, DC: American Psychiatric press

Desjarlais, R., Eisenberg, L., Good, B., & Kleinman, A. (1995). World Mental Health. New York: Oxford University Press

Doyle, R. (1999). U.S. Immigration. Scientific American, 281 (3), 28-29.

Drachman, D. (1992).A Stage-of-migration framework for services to immigrant populations. Social Work 37:68-72.

McGoldrick, M., Garcia-Preto, & Giordano, J.(2005). Ethnicity and Family Therapy. New York: Guilford Press

Nicholson, B. L. (1999). The influence of pre-emigration and post-emigration stressors on mental health: A study of 
Southeast Asian refugees. In p. L. Ewalt, E. M. Freeman, A. E. Fortune, D. L. Poole, and S. L. Witkin, eds., Multicultural 
issues in social work: Practice and Research. Washington, DC: NASW Press, pp. 635-653 

Perez Foster, R. (2001). When Immigration is Trauma: Guidelines for the individual and Family Clinician. American 
Journal of Orthopsychiatry, 71(2), 153-166

Potocky- Tripodi, M. (2002). Best Practices for Social Work with Refugees & Immigrants. New York: Columbia University 
Press

Surgeon General (2000) Mental health: A report of the Surgeon General. Washington, DC: U.S. Public Health Service. 
Http://www.surgeongeneral.gov/librabry/mental health/toc.html.

Winn, P. (1992). Americas, The changing face of Latin America and the Caribbean. New York: Pantheon Books


