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Introduction

The health care of immigrants and the health effects of migration on sending and receiving communities have been issues
of concern worldwide. Given increasing globalization it is likely that migration and the health of immigrants will become
even more important. These multifaceted and complex issues demand a multidisciplinary, multilevel perspective and
immigrant health can no longer be considered a niche in health care that can be outside of the interest or expertise of
health care systems and health care providers. The Encyclopedia of Immigrant Health represents our effort to provide
a foundational reference work for health care providers, public health professionals, advocates, agency personnel, and
policymakers as they increasingly are called upon to provide optimal support for immigrants and their families.

Contributors to these volumes approach their topics from diverse disciplinary, political, and cultural viewpoints
and, wherever possible, approach their subject from a biopsychosocial perspective. Many, if not most, of the contributors
have direct experience in one or more domains of immigrant health, including medicine, nursing, health-related
research, law, human rights, public health, health education, economics, demography, psychology, sociology,
social work, religion and theology, medical anthropology, and history.

The Encyclopedia of Immigrant Health comprises two major sections. Part I consists of overview chapters that provide
the reader with an in-depth examination of various dimensions of immigrant health. Rausa and Lloyd focus on global
patterns of migration as well as the various factors that motivate individuals to leave their countries of origin for another
locale. Loue’s chapter follows, with an examination of the interplay between immigration processes and health concerns,
using U.S. immigration policy as an example.

The four chapters that follow focus on dimensions of health and health care that, while relevant to all populations, are
particularly salient in the context of immigrant health. Regardless of where they are coming from and where they are
going to, all immigrants bring with them their understandings of health, illness, disease, healing, and cure. Health care
providers and researchers may find the chapters on alternative and complementary medicine, authored by Lovell,
Daneshnia and Fries, and culture-specific diagnoses, authored by Smith, Mayes and Smith, particularly useful, with their
examinations of conceptualizations of illness and approaches to healing that have been endorsed by various cultures, are
often relied upon by immigrants in their new environments, and have in varying degrees been adopted by residents of
their new host communities. Low and Low review the multitude of factors that can affect the health of immigrants and
immigrant communities. Brugge and Siqueira examine health issues associated with occupational and environmental
exposures, which represent a growing concern in view of the global increase in labor migration.

Significant methodological issues may arise in the context of immigrant health research. Murphy, Allen and Sin
provide a review of the various study designs that can be utilized in conducting research related to immigrant health and
the advantages and challenges associated with each such approach. Both immigrant health research and the provision of
health care to immigrants often present significant ethical issues. Loue reviews the many aspects that must be considered
in designing a study involving immigrants and their communities. Ioan reviews the ethical issues confronting health care
providers in their efforts to provide quality care to their immigrant patients.

Part II consists of encyclopedic entries arranged in alphabetical order. These entries cover a broad range of topics,
including specific diseases or disorders particularly relevant to immigrant groups, culture specific health concerns,
international conventions and nongovernmental organizations. Each entry provides an overview of the current
understandings of the subject and its relation to immigrant health. Other entries focus on specific countries that are
particularly notable as sending or receiving countries for migration or individuals who are especially noteworthy for
their effort to address issues related to immigrant health. All entries are followed by a listing of suggested readings that
includes references and cross-references to other topics. In many cases, suggested web-based resources are also
provided.

Immigrant health is an exciting and dynamic field that challenges the researcher, the clinician, and the policymaker
with its complexity, breadth, and richness. As such, participation in this field in any capacity offers the professional
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immense opportunities to be of service to others beyond one’s own community and, on a personal level, for the
development of knowledge and understanding of diverse cultures and the enhancement of one’s self-knowledge and
sensitivity towards others.

Sana Loue
Martha Sajatovic
Cleveland, Ohio
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Introduction

Studies of human DNA indicate that migration has
been a part of human existence for at least 100,000
years, when it is estimated that the first migrations of
humans from Africa to Asia occurred (Stanyon et al.,
2009). Migration has been part of the human story
from the days of strictly hunting and gathering-based
societies to the establishment of prolific urban areas
that accommodate millions of human beings in small
concentrated areas. Most human migration is in search
of better opportunities reflecting the desire for an
improved quality of life. In some cases, migration is the
only means of survival, and yet in others, migration is
forced, either by violence, political unrest, or natural
disaster.

Some of the most significant historical movements
of people include over 1.2 million Spaniards, Portu-
guese, and British subjects migrating to the Americas
beginning in the 1490s, closely followed by up to
12 million African migrants forced to move as slaves
across the Atlantic Ocean through the nineteenth cen-
tury. From the 1840s to 1900, 3.6 million Chinese and
Indians migrated as laborers to South-East Asia, Africa,
and North America. Although differing cultural
encounters have and still lead to conflicts, there are
records of rather peaceful coexistence as far back as
the eighteenth century BCE in ancient Babylon. Writ-
ings in the Old Testament and the Qur’an encourage
people to treat others as themselves and provide safe
havens to those from different lands and different
faiths. Large movements of people have also played
a critical role in transforming economies of scale,
including spreading farming practices and providing
large labor forces which fueled the British Industrial
Revolution via rural to urban movements. In the nine-
teenth century, hunger and poverty were large drivers
for the movement of people out of Europe. During this

time, 14% of the Irish population left their homeland,
in part due to the potato famine facilitated by the
simultaneous and significant drop in the cost of pas-
senger travel from Britain to New York (UNDP, 2009).
According to the International Organization for
Migration’s (IOM) World Migration Report 2010, the
estimated total number of international migrants today
is 214 million persons, or 3.1% of the global human
population (the figures in this chapter are from the
period 2008 to 2010 via census information gathered
by the United Nations Department of Economic and
Social Affairs (UN DESA), unless otherwise indicated).
Migration used to be dominated by men, but it is esti-
mated that now half of all migrants are women. Most of
those migrants, 57%, live in developed countries, also
referred to as high-income countries. The United States
has the highest number of foreign-born individuals with
current estimates as high as 42 million, followed by The
Russian Federation with approximately 12 million
immigrants. Germany has approximately 10.5 million
foreign-born residents, followed by Saudi Arabia,
Canada, France, the United Kingdom, Spain, India,
and Ukraine, with numbers ranging from 7.5 million
to 5 million, respectively. In terms of percentage of total
population, however, Qatar has the highest percentage of
non-native-born people residing within its borders, with
86.5% of its population foreign-born. Qatar is followed
by the United Arab Emirates (70%), Kuwait (68.8%),
Jordan (45.9%), the Occupied Palestinian Territories
(43.6%), Singapore (40.7 %), Israel (40.4%), Hong
Kong SAR (Special Administrative Region of China)
(38.8%), Oman (28.4%), and Saudi Arabia (27.8%).
Although 57% of all migrants live in developed
regions, they constitute only 10% of those populations
(IOM, 2010). Given these figures, it would seem that
most migrants move beyond the borders of their coun-
try of origin, but in fact, most migration occurs
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internally, that is, movement within a country’s borders
such as rural to urban movement or individuals forced
to move from one area to another due to war, violence,
or natural disaster. The comparison is striking: there
are 740 million internal migrants in the world today,
compared to 214 million migrants internationally.
A closer look at general migration patterns reveals
that almost half of all international migrants move
within their region of origin, and close to 40% move
to a neighboring country. The reasons for this are
complex, but, in general, they can be attributed to the
cost of moving. Moving costs are not only related to
transportation but also to policy-based restrictions
such as the cost of a passport, visa, or work permit,
which for many migrants are prohibitive. Economics,
however, are not the only determinant of where people
migrate; statistics show that six out of ten migrants
move to a country with the same major religion as
their country of birth, and four out of ten move to
a country that shares the dominant language (UNDP,
2009).

Several of the countries that are main destination
areas for migrants are also in the top 10 countries of
origin for those who emigrate: Germany, India, The
Russian Federation, Ukraine, and the United Kingdom
(IOM, 2010). However, internal migration in these
countries is much greater than migration to other
countries, as previously noted (UNDP, 2009). The
term “migrant” is used in this chapter for all individ-
uals who have left their place of origin; where relevant,
specific migrant groups will be highlighted. General
migration patterns within and between geographic
regions will be reviewed first, followed by migration
trends due to factors such as demand for specific types
of labor, the impact of war and environmental changes
on migration, and the migration during the ongoing
global economic crisis.

Regional View of Migration

In 2010, Africa accounted for almost 9% of the total
number of global migrants (19 million) — although this
figure is considered an underestimate due to insuffi-
cient immigration data from the region. Almost 40% of
internally displaced people, or refugees, in the world
live in Africa. War and other conflicts, extreme poverty,

and climate change are the most common reasons for
internal displacement. In 2008, environmental disas-
ters alone were responsible for the displacement of
700,000 people. Urban areas in Africa are growing
rapidly and some estimates predict that by 2050,
1.2 billion Africans will be living in urban areas, with
much of the growth due to internal migration, specif-
ically rural to urban movement. This growth, however,
is predicted to be temporary because urban areas in
Africa have high costs of living, which could eventually
push people to return to rural areas (IOM, 2010).

Emigration of Africans is high: in 2000, almost
23 million people left their country of origin, with
most moving to a sub-Saharan country. In fact, migra-
tion within the region accounts for three quarters of all
movement. The top destination for migrants in Africa is
Kenya, which in 2010 hosted 818,000 migrants. After
Kenya, the United Republic of Tanzania, Uganda,
Ethiopia, Rwanda, and Mozambique were the top
receiving countries in the region. East African migrants
include many who have been forced to move due to
conflicts and regional instability, an estimated ten mil-
lion in 2008. The Democratic Republic of the Congo and
Somalia together account for more than one million
internally displaced individuals. North Africa hosts an
estimated total of 1.8 million migrants, 753,000 of whom
live in Sudan, 682,000 in Libya, 242,000 in Algeria,
53,000 in Morocco, and 34,000 in Tunisia. Traditionally,
North African countries have been the source of
immigrants, but they are now becoming either transit
or destination countries for not only internal migrants,
but external ones as well. Additionally, a growing number
of migrants are moving to the southern African region as
a result of better economic growth and because of eco-
nomic and political crisis in bordering countries, such as
Zimbabwe. The country of South Africa alone currently
hosts 2.2 million migrants. The total estimated number
of migrants to West Africa is 8.4 million people, two
thirds of whom live in Cote d’Ivoire, Ghana, and Nigeria
(IOM, 2010).

The Americas (North, Central, and South America, and
the Caribbean) host the greatest number of interna-
tional migrants, increasing from 47 million in 2000 to
more than 57.5 million today. Twenty-seven percent of
all migrants in the world live in the Americas. However,
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the majority of migration in the Americas is between
countries in the region — with the main destination
country being the United States. Seventy percent of
Canadian and more than two thirds of Latin American
and Caribbean emigrants live in the United States.
Migrants make up 14.2% of the total US population,
numbering about 50 million. The Mexico-US migration
corridor is the largest in the world, with 30% of the
United States’ 50 million immigrants coming from Mex-
ico. Following Mexico, the other primary countries of
origin for migrants living in the United States are the
Philippines, Germany, India, China, Vietnam, Canada,
Cuba, El Salvador, and the United Kingdom. Asians
currently make up 27% of the US migrant population
with two million Chinese, 1.7 million Filipinos, and
1.6 million Indians. Of the 50 million international
migrants currently living in the United States, as much
as 30% are estimated to be “irregular migrants.” Irregu-
lar migrants are individuals who have entered a country
without proper immigration documents, commonly
referred to as “undocumented immigrants” An esti-
mated 40% of irregular migrants in the United States
are women. Emigration from North America to other
regions is relatively low; about 3.6 million individuals are
currently living outside of the region, 60% of whom are
from the United States.

Twenty-one percent of Canada’s population is
made up of immigrants, numbering about 7.2 million.
In contrast to the United States, Canada’s main source
countries for immigrants are China, India, Italy, and
the United Kingdom. Canada is also a source country
of migrants living elsewhere: in 2005, about 1.3 million
Canadians were living abroad, primarily in the United
States, the United Kingdom, and Australia.

Latin America and the Caribbean are hosts to
7.5 million international migrants. Of note is the steady
increase in the number of female migrants in the
subregions since 1960, from 44.2% to 50.1% in 2010
(see section on © “Women”). Argentina, the Bolivarian
Republic of Venezuela, and Mexico (recently taking the
third spot from Brazil) are the top three destination
countries. Argentina and the Bolivarian Republic of
Venezuela, together with Paraguay and Puerto Rico,
have experienced a decrease in the number of immi-
grants in recent years. Ecuador on the other hand has
seen an increase and is now ranked as seventh in desti-
nation countries in Latin America.

For both Latin America and the Caribbean, how-
ever, emigration from the region is greater than immi-
gration to the subregions. Eleven million people left
Latin America and the Caribbean between 2000 and
2010: 6.8 million Central Americans, three million
South Americans, 1.2 million Caribbeans.
Emigrants from these areas make up 15% of interna-
tional migrants globally. The country with the largest
number of people emigrating is Mexico, with
10.1 billion, or 10% of its population currently living
abroad, followed by Colombia, Puerto Rico, Cuba,
El Salvador, Brazil, Jamaica, the Dominican Republic,
Haiti, and Peru. As is the case for Mexican migrants,
the United States is the main destination for Latin
American migrants, followed by Argentina, Spain, the
Bolivarian Republic of Venezuela, and Canada.

Migration to Latin America and Caribbean coun-
tries comes from neighboring countries. Argentina is
a destination

and

country for migrants from the
Plurinational State of Bolivia, Chile, Paraguay, and
Uruguay. The Bolivarian Republic of Venezuela is
a destination for Colombian migrants, while Costa
Rica is the primary destination for Nicaraguans. For
those Latin American and Caribbean migrants who
move to Europe, Spain is the main country of destina-
tion, accounting for 38% of Spain’s immigrant popu-
lation. Twenty percent of Brazilians however, migrate
to Japan, ranking as the third largest migrant group in
that country. It is interesting to note that most of the
Brazilian migrants in Japan are of Japanese origin, and
as such are able to benefit from special visa programs as
well as better wages. Colombia, due to civil conflicts,
ranks third in the world for internally displaced persons
with an estimated 2.5 million or 6% of the current

population (IOM, 2010).

As of 2010, Asia is host to 13%, or 25.7 million, of the
international migrant population. With the exception
of South-Central Asia, close to half of all migrants in
Asia are women. The countries with the highest migra-
tion rates are Singapore, Macau, and China, while Sri
Lanka, Lao People’s Democratic Republic, Myanmar,
the Philippines, and Pakistan all have negative rates of
migration; that is, more people leave than enter the
country. The majority (43%) of Asian migration occurs
within the region: 37% is to countries that form the
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Organization for Economic Co-operation and Devel-
opment (OECD, currently made up of 34 countries,
primarily those referred to as “developed” countries),
and the remaining 20% migrate to other non-OECD
countries outside the region. Although the United
States is the main destination of Asian migrants
(7.9 million in 2000), countries within the region are
also primary destinations. For example, migrants from
Bangladesh and Pakistan account for 6.1 million of
India’s immigrants, even though Pakistan itself is host
to 2.8 million intra-regional migrants. Hong Kong SAR
hosts almost 2.5 million regional migrants, Iran
1.9 million, and Malaysia 1.7 million.

Irregular migration has become an increasing con-
cern in Asia, with some estimates as high as 17 million
people without proper immigration documentation.
Refugee numbers are also on the rise, currently
accounting for 3.9 million, or 14%, of all international
migrants in the region. The region is host to 25% of the
global refugee population. Natural disasters have
increased internal migration within the Asian region.
For example, the 2008 Sichuan earthquake displaced
15 million people in China. In fact, Asia accounts for
31 million, or 86% of all people displaced by natural
disasters with 17 of the biggest disasters occurring in
Asia in 2010 (IOM, 2010).

The number of immigrants in East Asia has also
been growing, with the subregion now hosting approx-
imately 6.5 million migrants, including the highest
percentage of female international migrants in all of
Asia (approximately 55%). The current top destination
countries in the subregion are Hong Kong SAR with
2.7 million migrants (2.3 million from China), Japan
with 2.2 million, and China, which topped the Republic
of Korea (South Korea) in 2010, with 686,000. Prior to
2010, the Republic of Korea held the third spot with
568,000 migrants in 2000 compared to China’s 508,000.
Emigration from East Asia is also significant, with
around ten million people leaving the subregion, six
million from China alone. The main countries of des-
tination for East Asian immigrants are the United
States, with about three million; Japan with 783,000
Canada, 775,000; and Australia, 300,000. Chinese stu-
dents represent 25% of East Asian immigrants to
Australia (IOM, 2010).

The countries of South-East Asia that currently have
the largest number of migrants include Malaysia with

almost 2.4 million (1.7 million of whom are from within
the Asian region), Singapore with just over two million,
and Thailand with 1.1 million. In Singapore, migrants
make up almost 41% of the total population. While the
Philippines is a destination country for migrants, rank-
ing fourth with 435,000 migrants, it is a major exporter
of human capital with 3.4 million of its citizens, half of
whom are women, now living abroad. Of the total
10.2 million migrants in the subregion overall, 1.2 mil-
lion are labor migrants working in Malaysia. The main
country of destination for South-East Asian migrants is
the United States (3.2 million); however, Saudi Arabia,
with 700,000 immigrants, has become increasingly
important as a labor migration destination for people
from this subregion (IOM, 2010). Emigrants from Viet-
nam currently number two million, and Indonesia has
been the source for 1.8 million emigrants. Recently,
extreme weather conditions have played an important
role in the number of migrants from South-East Asia. In
2007, massive floods displaced almost 421,000 people
from Jakarta, Indonesia, and one million people were
displaced in 2009 by tropical storms, primarily in the
Philippines (IOM, 2010).

In South-Central Asia, there are about 14.3 million
international migrants. After declining for several
years, migration started to increase in 2005. The
increase, however, is attributed mainly to Pakistan
becoming, after India, the most important country of
destination in the subregion, with 4.2 million migrants
living within its borders in 2010. India’s share of inter-
national migrants has decreased over the past 10 years,
from 6.4 million in 2000 to 5.4 million in 2010. The
Islamic Republic of Iran hosts almost 2.2 million
migrants, representing a slight increase since 2005
(two million), but an overall decrease since 2000
(2.8 million). India, along with having the highest
number of migrants in the subregion, is also the largest
source country of migrants, with an estimated 25 mil-
lion people living abroad, 10% of whom live in the
United States. Estimates for 2010 show that Bangladesh
is also a major source country of immigrants in this
Asian subregion, with 6.9 million emigrants; Pakistani
emigrants number 3.4 million, followed by Afghanistan
with 2.6 million, and Nepal with one million. It is
estimated that close to half of these individuals remain
in the region, and approximately 5.1 million move to
countries of the Gulf Cooperation Council (GCC,
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made up of six countries: United Arab Emirates, The
Kingdom of Bahrain, The Kingdom of Saudi Arabia,
The Sultanate of Oman, Qatar, and Kuwait) in search
of work. The United States and Canada together
host 2.4 million South-Central Asians, and the United
Kingdom is home to about 1.1 million. The demand for
migrant labor from the region is significant in the
Middle East, primarily in Saudi Arabia, Kuwait, the
United Arab Emirates, Jordan, and Qatar. Notably,
what is termed as the feminization of the migrant
labor force has been a prominent feature of emigration
from Sri Lanka, with women making up 54% of the
estimated 200,000 Sri Lankans who leave the country
each year (IOM, 2010).

Migrants currently make up 8.7% of the total European
population, which hosts one of every three migrants in
the world (72.6 million in 2010). Migration to Europe
has increased consistently since 2005, with Western and
Central Europe experiencing the highest net increase in
migration in the countries of Cyprus, Luxemburg,
Spain, Iceland, and Ireland. On the other hand, Eastern
European and new European Union member states
have seen a reduction in net migration. Albania,
Georgia, the Republic of Moldova, Lithuania, and
Tajikistan are still source countries of migrants,
although the numbers have decreased since the 1990s.
Since 2005, Southern Europe has had an annual immi-
gration growth rate of 5.2%, with 3.4 million migrants
currently living in the subregion.

The flow of migrants moving within the region is
very high, with the majority of Western and Central
European migrants moving within European Union
(E.U.) member States. Eastern European migrants, on
the other hand, migrate to former Soviet republics,
including The Russian Federation and Western Europe.
The Russian Federation currently has 12 million
migrants residing within its borders and is a source
country for an equal number of migrants living abroad.
Second to The Russian Federation is Ukraine with an
international migrant population of 5.9 million, the
United Kingdom with 4.2 million, Germany with
4.1 million, and Kazakhstan with 3.6 million migrants.
Female migrants in Eastern Europe comprise an esti-
mated 57.3% of all migrants, compared to Western
Europe where women make up 49% of the migrant

population. A significant number of migrants live in
urban centers in Europe: London, Paris, and Moscow
each have one million foreign-born residents. In
Amsterdam, Brussels, Frankfurt, and London, over
25% of the population are foreign-born (IOM, 2010).
When looking at all international migrants living in
Europe (51 million), over 65% live in Western and
Central Europe. The most important countries of desti-
nation are Germany with 10.5 million migrants, France
with 6.7 million, the United Kingdom with 6.5 million,
Spain with 6.4 million, and Italy with 4.5 million. In
Western Europe alone, an increase of 5.6 million
migrants has occurred since 2005, with Spain and Italy
experiencing the highest increase. The increases are pri-
marily due to declining populations, most prominently
in Southern Europe, family reunification processes, and
high rates of economic growth in countries like Ireland.
An interesting note is that although Europe has had
significant and sustained increases in the number of
migrants, it also has large outflows of foreign-born
populations. Some of this is due to movement between
the European Union’s older and newer member States.
For example, European Union States with more open
economies tend to be older E.U. members, and those
countries attract large numbers of younger, educated
migrants from the newer member States. The largest
numbers of emigrants from Europe originate from
Britain. In 2006, European emigration numbered
1.7 million, with most Europeans moving within the
continent or to other OECD countries (IOM, 2010).
The International Organization for Migration
also examines migration patterns in Eastern Europe
and Central Asia combined. The individual coun-
tries in this subregion include Albania, Armenia,
Azerbaijan, Belarus, Bosnia and Herzegovina, Georgia,
Kazakhstan, Kyrgyzstan,
Moldova, Montenegro, The Russian Federation, Serbia,

Kosovo, Macedonia,
Tajikistan, Turkmenistan, Ukraine, and Uzbekistan. In
this subregion, the decline in both the number of
migrants and refugees has lead to a decline in the
total number of international migrants since 2005,
even though, along with the Western Balkans and
Central Europe, this subregion hosted 25.6 million
migrants in 2010. The Russian Federation, Ukraine,
and Kazakhstan are the top countries of destination,
with 80% of international migrants living in these three
countries. Notably, immigration to The Russian
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Federation is led by ethnic Russian citizens from coun-
tries of the former Union of Soviet Socialist Republics
(USSR). In fact, the vast majority, between 70% and
75%, already have Russian citizenship (IOM, 2010).

About 13.5% of the total global migrant population lives
in the Middle East, an estimated 26.6 million, and this
region is growing as a destination by 3.8% annually.
Migrants make up 11.9% of the total population,
and although countries like Kuwait and the United
Arab Emirates have seen some decrease in the number
of immigrants, Qatar grew from 59 to 94 migrants per
1,000 population between 2005 and 2010. Israel and
the GCC countries (United Arab Emirates, The
Kingdom of Bahrain, The Kingdom of Saudi Arabia,
The Sultanate of Oman, Qatar, and Kuwait) are the
primary destination countries, with labor the main
driver of movement to this region. The number of female
migrants to the area has also grown; current numbers are
10.2 million women, about 38% of the total number of
migrants in 2010. However, a closer look at the number
of female migrants in individual countries shows that
there are certain areas where women tend to migrate, for
example, to Israel, where they make up close to 56% of
the total number of migrants. In contrast, women
account for just under 21% of the migrant population
in Oman. Migrants to this region are attracted to urban
centers, with the most popular migrant destination cities
being Jeddah, Riyadh, Dubai, Tel Aviv, Muscat, Medina,
and Jerusalem (IOM, 2010).

The Arab Mashreq, or Eastern Mediterranean region
of the Middle East, has also experienced an increase in the
number of migrants, with an estimated 8.7 million in the
region in 2010. Countries that make up this region
include Jordan, the Syrian Arab Republic, the Occupied
Palestinian Territories, Lebanon, Yemen, Egypt, and Iraq.
Egypt and Iraq have both experienced a decrease in the
number of migrants during the last 7 and 10 years,
respectively, with Iraq’s number decreasing dramatically,
from 147,000 to 83,000 during the height of the US
invasion in 2003, while Egypt’s declined modestly from
247,000 migrants in 2005 to 245,000 in 2010. However,
the remaining countries in this region have experienced
significant growth in the number of migrants. During the
period of 20002010, the number of immigrants in Jor-
dan grew from just over 1.9 million to more than 2.9

million and foreign-born residents make up almost 46%
of the total population. The Syrian Arab Republic saw a
growth of 924,000 to 2.2 million during the same period,
with migrants representing 43.6% of the total population.

Forced migration was the primary reason for
migration to this region; in fact, the vast majority of
migrants to this region were refugees from Iraq and the
Occupied Palestinian Territories. An estimated 1.6 mil-
lion Iraqis, or 5.5% of the population, were displaced as
a result of war with the United States. There was also
growth in the number of African migrants and refugees
from Somalia and Ethiopia crossing through the Gulf
of Aden into Yemen, with some estimates showing
a 50% increase, approximately 74,000 people, between
2008 and 2009. Climate change, specifically droughts in
the region have also caused forced migration, with
estimates between 40,000 and 60,000 families forced
to move from drought-affected areas in the Syrian
Arab Republic in recent years. Another important fac-
tor regarding the movement of people in this region is
demographics. In 2010, 57% of the population was
younger than 24 years of age, with unemployment
rates ranging between 14% and 50%; it is likely this
region will remain a significant source of young, mostly
skilled migrants in the future (IOM, 2010).

The Gulf Cooperation Council (GCC) countries of
the Middle East are major destinations for migrants of
all labor skill levels. Estimations are that the six coun-
tries that make up the GCC had over 15.2 million
migrants in 2010 — an increase of 19% since 2005.
The GCC countries are primarily oil-rich countries
where labor is in high demand, even more so since
some are concentrating on developing and expanding
more service and knowledge-based economies in an
effort to diversify their revenue streams. Contractual
foreign workers, mostly temporary, will remain
a significant portion of the labor force, currently
representing around 66% of the migrant population
in Qatar, 70% in the United Arab Emirates, and almost
69% in Kuwait (IOM, 2010).

Immigrants account for 40% of the total current
population of Israel, numbering approximately three
million. Israel is unique in that it has passed specific
legislation to bring people of Jewish ancestry to the
country (the Law of Return enacted in 1950). Russian
and Ethiopian Jews represent the largest flows of
migrants in recent years. Other source countries are



Immigration in the Global Context

member States of the European Union, Thailand, the
Philippines, India, China, and Nepal. As of 2008, the
majority (55%) of work permits issued to migrants in
Israel went to women (IOM, 2010).

Six million international migrants live in the countries
of Oceania (Australia, New Zealand, and the
island states that make up Melanesia, Polynesia, and
Micronesia), representing 16.8% of the regional popu-
lation. This region has the highest proportion of
migrants in its population — even though it only has
about 3% of the total global number of migrants. More
people enter than exit the region, and the close to 22%
population growth in the last several years has been the
result of new immigrants, especially to Australia and
New Zealand. Both countries have promoted immigra-
tion over the last decade and, interestingly, British
migrants make up the largest group of immigrants
in both countries. The two countries also share
immigrants, with Australia being home to 68% of
New Zealand’s emigrants and New Zealand hosting
13% of Australia’s emigrants. The top two destination
countries for Australian emigrants, however, are the
United Kingdom and the United States, followed by
New Zealand.

All indications are that both Australia and New
Zealand will remain high-net immigrant receiving
countries for some time to come. In recent years, the
steady increase has been attributed to large numbers of
overseas students, over 409,000 in 2008 (Chinese and
Indian students account for the greatest portion),
a strong Australian economy, and specific programs
aimed at increasing migration to the area. After
New Zealanders, the largest numbers of Australia’s
migrants come from India, China, and South Africa.
Foreign-born workers currently make up about 25% of
Australia’s workforce. Australia also reports a growing
number of irregular migrants, about 50,000 in 2008.
Most enter the country as tourists, 10% of whom are
travelers from the United States and China, which,
highest
“overstayers.” Emigration from Oceania accounts for

together, account for the number of
about 1.5 million people globally, 37% of which comes
from the Pacific Islands and 35% from New Zealand.
About half of the regional migration is internal, and

those leaving the region emigrate primarily to the United

States and the United Kingdom. Of note, female migra-
tion to the region has been growing, reaching 51.2% in
2010 (IOM, 2010).

The subregion of Melanesia, Polynesia,
Micronesia also saw migrant numbers increase between
2000 and 2010, with a current count of 340,000. Of
those, 151,000 are in Micronesia. Emigration from
these countries is regional about 50% of the time,
primarily to New Zealand, followed by Australia. The
United States and Canada currently host 36% of Pacific
Islander migrants. Much of the movement out of the

and

Pacific Islands can be attributed to various factors,
including: political and economic disparities in the
region; freedom of movement among countries within
the region; citizenship granted to Pacific Islanders by
New Zealand and the United States; and active recruit-
ment of migrants by the government of New Zealand.
As a result, Micronesia and Polynesia have negative
migration rates. For example, Polynesia has —8.5
migrants for every 1,000 people, and diaspora from
some of the islands are larger than the resident
populations. Skilled labor leaving the islands is
a major concern; in fact, 52% of emigrants now living
outside of these small countries have a post-secondary
education. Eight nations in this tiny subregion have
made the list of the top 30 countries with the highest
skilled labor migration to OECD states: Palau, 80.9%;
Tonga, 75.6%; Samoa, 73.4%; Nauru, 72%; Tuvalu,
65%; Fiji, 62.8%; Kiribati, 55.7%; and Marshall Islands,
42.8%. Women make up a large portion of emigrants
from the islands, 63% of whom are skilled migrants
(IOM, 2010).

Trends in Migration

According to the United Nations Development
Programme (UNDP), migration is primarily shaped
by government policies. Prior to the end of the nine-
teenth century, migration policies around the globe
were fairly unrestrictive, with some countries openly
encouraging migration. Despite periods of anti-
immigrant sentiment, most governments acknowl-
edged that migration was advantageous to both source
and destination countries. By the end of the 1800s,
however, entry restrictions began to emerge for various
reasons, but primarily due to labor market pressures
and popular sentiment. Countries like Australia and
the United States created entry barriers which included
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race and nationality quotas. As countries curtailed
migration, they actually expedited the liberalization of
trade in goods and the movement of capital. To
respond to labor shortages, some countries developed
bilateral agreements like the US’s Mexican Farm Labor
Program, also known as the Bracero program in 1942.
Over 4.6 million labor contracts were issued through
the program during a 22-year period. At the same time,
the United Kingdom and Australia developed a labor
exchange program, but by 1964 and the 1970s, respec-
tively, both the US-Mexico program and the United
Kingdom-Australia labor exchange agreements had
closed (UNDP, 2009).

Contemporary migration occurs primarily for the
same reasons migration has traditionally occurred:
the search for labor on the part of migrants and the
need for labor on the part of individual countries and
regions, family reunification, escape from war and
other conflicts, and forced migration due to environ-
mental changes and natural disasters. Regardless of
how governments view migration, individuals will con-
tinue to seek opportunities in other countries through
established or, when necessary, irregular immigration
processes.

Labor Migration

Labor migration is often divided into two categories:
skilled and low-skilled labor. Skilled labor consists of
people who typically have higher education levels,
often completing university and graduate school (ter-
tiary education) and are considered professionals.
Their careers are usually in medicine, law, higher edu-
cation such as university professors, research and
development professionals, information and commu-
nication technology experts, and business leaders.
Low-skilled labor typically consists of agricultural
workers, factory and processing plants workers,
domestic and nursing home aides and hospital
workers, janitorial and landscape services, food service
and hotel workers, construction workers, child-care
providers, and numerous other service-oriented jobs
(Martin, 2001).

One of the advantages that skilled labor migrants have
over low-skilled migrants is that destination countries
usually make the migration and settlement path much

easier because migrants with specialized skills, training,
and experience are highly sought out by destination
countries. Based on labor market tests and the demands
of business and industry, countries develop and enact
policies that facilitate skilled labor migrants to move to
and settle in the host country. They may have an easier
path to permanent residency as well because it is often
offered to the skilled migrant by the host country as an
incentive to move.

For example, in the United States, high-skilled
workers are granted admission for up to 6 years, while
low-skilled, usually seasonal, workers are granted
admission for only 3 years (UNDP, 2009). First intro-
duced in Canada, some countries looking for skilled
labor have implemented a points-based system in
which a minimum number of points via an admissions
exam are needed to gain entry and residency. The
criteria are based on age, language, education, and
work experience. If an applicant for permanent resi-
dency scores a minimum number of points, they may
be granted permanent residency — higher scores usually
are achieved based on age (younger individuals are
given a higher number of points), education level,
language skills (especially the ability to speak English
and/or French), and work experience, including man-
agerial. The United Kingdom uses the same system, but
has options for migrants to attain permanent or tem-
porary residency. Here too, skilled migrants have
a better chance to achieve higher scores in the areas of
education and work experience that lead to permanent
residency, whereas low-skilled laborers do not. In
fact, permanent residency admissions in the United
Kingdom are dominated by migrants with experience
and education in finance and business, information
technology,

and communication and medicine

(Luckanachai 2010).

“Brain Drain”

For destination countries, attracting and retaining
skilled labor means a stronger competitive edge in
both the local and global markets (commonly known
as “brain drain”). For the migrant, it means better
wages and often times, better workplace stability.
Although there are benefits for the country of origin
in terms of increased remittances, which in some cases
can be higher than GDP or foreign aid, and increased
transfer of knowledge and information, the loss of
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skilled
a devastating effect on the local economy and popula-
tion (UNDP, 2009).

Most skilled labor migrants are currently from Asia,
about 35% of the world’s total. Europeans are very close
behind with 349%, followed by North America, Latin
America, and the Caribbean which together make up
23%. African migrants are about 7% of the world’s total
skilled mobile population. The Asian skilled labor move-
ment is primarily the result of people from developing
countries searching for improved opportunities, whereas
Europeans tend to move mostly within their region due
to a common history and culture, along with the expan-
sion of the European Union (IOM, 2008).

Even though Asians account for a large portion of
the skilled migrants received by the United States and
Canada, a significant portion of the skilled labor move-
ment occurs within regions. Thirty-three percent of the
United States’ skilled migrants are from Canada and
Mexico. The same is true for Europe, and other Asian
countries account for the largest share of skilled

and well-educated workers can have

migrants in both the Republic of Korea (South Korea)
and Japan.

One of the industry areas in which local brain drain
is most prominent is health care. For some small coun-
tries, the numbers are staggering. In Africa, estimates
are that as many as 19% of doctors and 8% of nurses
currently work in other countries. In sub-Saharan Afri-
can countries, it is reported that 28% of doctors and
11% of nurses trained domestically work in other
countries. In some African countries, the figures are
even more alarming. Mozambique has lost 75% of its
doctors to migration; Liberia has lost 81% of its nurses.
An important note is that while Africa accounts for
24% of the global disease burden, it only has 3% of
global health workers (UN, 2010).

In terms of absolute numbers, India is the top
country of origin for the number of doctors practicing
medicine in OECD countries, about 56,000. OECD
countries also account for 17,000 German doctors
and 32,000 nurses; 17,000 doctors and 46,000 nurses
from the United Kingdom; 16,000 doctors and 110,000
nurses from the Philippines; 16,000 Chinese doctors;
31,000 Jamaican nurses; and 25,000 nurses from
Canada. Emigration rates for nurses alone are highest
in the Caribbean: Haiti has a current nurse emigration
rate of 94%; 87.7%; 87.6%;

Jamaica, Grenada,

St. Vincent and the Grenadines, 81.6%; and Guyana
81% (IOM, 2010). Almost half of all foreign-born
doctors living in OECD countries live in the United
States, 40% live in Europe, and the remaining 10% in
Australia and Canada. The World Health Organization
(WHO) reported in 2006 that 14 countries had
more than 50% of their native-born doctors living
abroad: Antigua and Barbuda, Grenada, Guyana,
Mozambique, Angola, Dominica, Fiji, Sierra Leone,
the United Republic of Tanzania, Trinidad and Tobago,
Cook Islands, and the
Grenadines, and Haiti. Of those, six countries, Angola,

Liberia, Saint Vincent
Haiti, Liberia, Mozambique, Sierra Leone, and the
United Republic of Tanzania, were considered to be
experiencing severe and critical shortages of health
professionals. Research indicates that people in these
countries are motivated to migrate by the success of
others as a result of their education and migration to
pursue careers as health professionals (UN, 2010).

This movement or concentration of medical
professionals is also observed in rural to urban migra-
tion. In March 2010, the United Nations reported that
while almost half of the world’s population lives in
rural areas, only 25% of the world’s doctors and 38%
of nurses live in a rural area. Health professionals who
stay in their countries of origin often pursue work in
the private sector and live in urban areas, causing
additional shortages of health services for the poor in
rural areas (UN, 2010).

In an effort to improve the experiences of migrant
medical professionals in destination countries, and to
strengthen health systems where losses in medical pro-
fessionals are high, in March 2011, WHO developed
a survey instrument and introduced voluntary guide-
lines for member states to use the survey to monitor the
international recruitment of health personnel. WHO
proposes that governments complete the survey every
3 years beginning in 2012 with the goal of advancing
global cooperation on the ethical international recruit-
ment of health professionals and strengthen health sys-
tems worldwide (WHOQO, 2011).

Another sector that has seen much growth in the
area of skilled labor migration is information, commu-
nications, and technology (ICT). Beginning in the
1990s and up through the end of 2001, skilled migra-
tion in this industry grew from 15% of all migrants to
more than 25%. During the initial period of the ICT
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economic boom, the United States had about 25% of
all recently arrived ICT skilled migrants, reaching 30%
by the mid-1990s. At about the same time, however, the
share of intake of ICT-skilled migrants by European
countries grew significantly, from 15% to 25%, peaking
around 2000. Many European countries implemented
specific policies designed to attract this skilled labor set
during that period and beyond (IOM, 2008).

Low-skilled migrants are also highly sought after, but
they are almost always temporary and/or seasonal. The
number of temporary foreign workers admitted for
employment in OECD countries in Europe and North
America, Australia, and New Zealand has increased
steadily since 2000. However, this category of migrants
also moves significantly between developing countries,
most prominently from South Asia and Southeast Asia
to GCC countries, and within developing regions such
as Latin America and South Africa. A notable area of
growth of movement of low-skilled migration is
women. Although women make up approximately
50% of all migrants in the world, the majority of female
migrants are in temporary labor categories which are
dominated by traditional gender roles like domestic
caretaking and the entertainment industry, which
often means they are vulnerable to exploitation, includ-
ing forced labor and/or slavery (IOM, 2008).

Irregular migrants (“undocumented”) are those
without formal permission for entry into the host
country. Irregular workers also tend to be those with
low skills and little or no formal education, especially
those migrating to OECD countries. Not all irregular
migrants have entered a country in an unauthorized
fashion, however. Many overstay the expiration date of
their temporary work or tourism permits; it is esti-
mated that two thirds of Europe’s irregular migrants
have overstayed.

It is difficult to obtain accurate figures on the num-
ber of irregular migrants, thus estimates are based
primarily on census counts because census counts
attempt to capture the number of all residents, regard-
less of citizenship or residency status. But, irregular
migrants and those who provide harbor for them
tend to omit information about irregular migrants in
fear of government authorities, therefore creating an
undercount of irregular migrants. These migrants are

also more mobile than others by the nature of their
seasonal work and fear of deportation, and this adds to
the difficulty of assessing their true numbers.
According to the United Nations, one third of all
migration in developing countries is irregular, which
translates into an underestimation of official migrant
counts of about 30 million migrants worldwide. It is
estimated that irregular migrants currently living in the
United States make up 4% of the total population,
which accounts for 30% of all migrants in the United
States. European estimates in 2005 suggest that from
6% to 15% of migrants were irregular migrants, equal-
ing about 1% of the total population of the European
Union (UNDP 2010).

Women

Although women account for half of all migrants, there
is a general lack of data regarding the movement and
experiences of women across the globe. A 2008 World
Bank publication, however, provides some insight into
female migration. In 2005, there were about 95 million
female migrants worldwide. Oceania had the largest
proportion of women immigrants at 51%; Latin
America and the Caribbean with 50%; Africa, 47%;
and in the former Soviet Union, 58% of its migrants
were women. Asia, on the other hand, reported
a decrease in the number of female migrants, from
46% to 43%. In the Middle East, female migrants
made up 38.4% of all migrants.

Most women, like men, migrate voluntarily. Family
reunification is a major driver for female migration.
Since men have traditionally dominated migration,
women are much more likely than men to be migrating
spouses. The United States registers twice as many
women than men as migrating spouses of citizens and
permanent residents; European reports are similar
(Martin, 2003). However, more and more women are
migrating for work. Low-skilled labor is predominant
among women, including such jobs as picking farm
crops, garment manufacturing, meat and poultry
processing plants workers, nursing home and hospital
aides, and maidservants in hotels. These jobs can be
attained via official contracted labor with the host
country, or through information networks prior to or
after irregular migration. However, more women are
also migrating as part of the skilled labor pool. One of
the most prominent industries is health care, where
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women make up the vast majority of migrating nurses,
but an increasing number are in academia, research and
development, and ICT, to name a few (Martin, 2003).

Currently, women and their dependent children
make up 70-75% of the world’s refugees and displaced
persons. This is not true, however, for asylum-seekers,
who are predominantly men. Women who are forced to
migrate as refugees often face serious challenges. In
many parts of the world, rape and sexual violence are
used as weapons of war and are, in fact, considered by
most countries to be war crimes. Women residing in
refugee camps around the globe may also be under the
threat of rape, precluding them from performing daily
tasks such as gathering firewood or water. Sometimes,
in order to procure food for themselves and their
families, they are forced to provide sexual favors
(Martin, 2003).

Another way women migrate is through smuggling
and trafficking. Smuggling and especially trafficking
are highly exploitative and third only to drugs and
guns in the realm of international crime smuggling
rings. The act of smuggling people across borders has
existed since the establishment of the regulation of
movement across international boundaries; however,
the scale of smuggling has increased exponentially in
recent years (UNDP, 2009). Smuggling can be informal
where individuals help each other cross borders ille-
gally, or it can be organized where smugglers help
migrants obtain travel documents, provide transporta-
tion and access to houses in which they can hide from
immigration and other authorities, and provide links
to employment. Along the US-Mexico border, for
example, male migrants tend to use experienced smug-
glers, also referred to as “coyotes,” to help them cross
deserted and desolate border areas, whereas women
migrants are more likely to purchase fraudulent docu-
ments to gain access through legal points of entry.

Trafficking involves not just being smuggled across
borders, but also exploitation and abuse. Although
men are trafficked as forced labor, women and children
are especially vulnerable and predominantly trafficked
for the purposes of prostitution. Because human traf-
ficking is usually conducted by international organized
crime rings and other highly clandestine operations,
there is no precise information regarding the actual
numbers of women who are trafficked. In 2000, the
United Nations estimated that four million women

and children had been trafficked worldwide. Since
then, despite the attempt of many countries to curtail
trafficking, that number is very likely to have risen.

Traffickers obtain female victims a variety of ways:
kidnapping, enticement with false promises of well-
paying jobs in foreign countries, advertising bogus
jobs and fake marriage opportunities. Most women
who are trafficked are under the age of 25; many are
still teenagers, with some victims as young as 7 years
old. Trafficking victims are often physically, sexually,
and mentally abused by their traffickers, forced to live
in squalid conditions that are confined and secluded,
often starved or malnourished, forced to take drugs,
and forced to have unprotected sex with large numbers
of partners over many long hours. Victims suffer emo-
tional and mental breakdowns, become ill with sexually
transmitted and other diseases, may be denied medical
care and, once they become a “burden” to the trafficker
or pimp, are sometimes killed. There may be few to no
opportunities to escape their situation, either by run-
ning away or paying off the “debt” imposed upon them
by the traffickers. For example, if the women are moved
to a new location, which happens frequently in an
effort to avoid law enforcement, the costs of the move
are imposed upon the women as a debt, thus creating
a never-ending situation of financial obligation to the
traffickers (Martin, 2003).

Conflicts and War
In 2008, there were 14 million refugees as a result of
conflicts around the globe. This number represents
about 7% of all international migrants. People who
are displaced by conflict
a country number even higher, with some estimates at
26 million displaced persons. Of those, 4.9 million were
in Sudan, 2.8 million in Iraq, and 1.4 million in the
Democratic Republic of the Congo (UNDP, 2009).
Despite the 1951 Refugee Convention (UNHCR
1951), which has assisted millions of people to move
to safer environments, most people who escape from
war and insecurity do not typically fare well. To an
increasing and growing extent, war is associated with
large population movements as the displacement of
civilians is used as a deliberate weapon of war, as is
the case in Darfur, Sudan. Since most displaced indi-
viduals — 80% of whom are women and children —
relocate within their country’s borders, refugee camps

and violence within
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host only about one third of all displaced persons, with
the remainder left to survive on their own. Unfortu-
nately, this is representative of the dilemma of the poor
in many war-torn areas, most especially on the African
continent (UNDP, 2009). Even so, refugees have certain
internationally recognized legal rights, whereas the
majority of displaced persons do not (UNDP, 2009).
Although conflict drives a very small share of global
movement, only 1/10th of international and 1/20th of
internal movement, the sudden need to flee their
homes and livelihoods often destroys all forms of
existing sources of income, access to services and social
networks, leaving these migrants extremely vulnerable
in general. They face overwhelming challenges includ-
ing local hostility, harassment, and animosity not just
from other people, but also from government officials,
especially in the case of civil war (UNDP, 2009).
Africa is affected more by war and instability than
any other area of the globe, and war accounts for 13%
of international movement on the continent. Some of
the largest migrations of people fleeing conflict include
Sudan with 4.9 million displaced individuals, the Dem-
ocratic Republic of Congo with 1.4 million, Somalia
with 1.3 million, and Zimbabwe with figures as high as
one million. In some countries, like Liberia and
Rwanda, the number of people who have fled war and
conflict remains undetermined (UNDP, 2009).

Environment

According to the United Nations and the Internal
Displacement Monitoring Centre, more than 36 mil-
lion people were displaced because of environmental
events in 2008. Those events included earthquakes and
severe weather occurrences — 15 million due to the
Sichuan, China earthquake alone. The most affected
region was Asia, which had almost 31.4 million persons
displaced as a result of natural disasters. The Americas
were the second most environmentally affected region
(IOM, 2010).

The environment has always been an important
driver of human movement as people have moved in
search of water sources and fertile land for crops and
favorable animal grazing conditions. Most experts agree
that environmental factors, more specifically climate
change, will be an increasingly important driver of
human migration in the future. Over the last 30 years,
drought has affected twice as many people as storms,

demonstrating that slow-onset changes in the environ-
ment are likely to have a greater impact than sudden-
onset disasters which usually receive much of the policy-
focused attention (IOM, 2010).

Future predictions, although subject to consider-
able uncertainty, include the reduction by half of the
agricultural output in Southern Africa by 2020 due to
drought with the potential of causing severe famine.
The area of the Himalayas will also suffer a severe
reduction in water from river flows due to diminishing
glacial water banks. Rising sea levels will affect people
in coastal areas, especially in East and South Asia. Some
predictions are that as many as 145 million people are
currently at risk of rising sea levels, and some countries,
like the Maldives, are contemplating buying land in
other countries in expectation of having to move
entire communities due to severe flooding and water
submersion. The most extreme prediction is that
climate change will force anywhere from 200 million
to 1 billion people to move. Of course, many people
who will be affected by environmental change, whether
it’s sudden or over time, cannot afford to move. In fact,
some studies have found that the effects of rainfall, for
example, on migration patterns is determined by socio-
economic conditions and the ability to finance the cost
of moving. Examples of this can be found in Mexico
and Nicaragua where people who moved due to lack of
rainfall in Mexico and as a result of Hurricane Mitch in
Nicaragua were more often than not people who had
the ability to finance the cost of moving (UNDP, 2009).

Economic Crisis

The countries that have been hit hardest by the current
economic crisis are the more developed countries, and
they also happen to be the same countries where most
migrants live. By April 2009, Spain, for example, had
reached a national unemployment rate of 15%, with
rates as high as 28% among migrants. Since economic
growth has drastically slowed down, countries where
migrants have been experiencing good employment
opportunities besides the OECD countries are also
likely to be significantly affected, such as the GCC
countries, East Asia, and South Africa. A jobs crisis
can be especially difficult for migrants — just as econo-
mies tend to seek migrants from abroad to fill labor
shortages, they tend to lay off migrants first during
a recession. In fact, studies have shown that the
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unemployment rate of migrants tends to increase more
rapidly than that of any other group during a recession
(UNDP, 2009).

There is some evidence that declines in migration
flows toward developed countries started as early as
2008. One of the measurements used as an indicator
of this comes from the United Kingdom, where there
was a 25% drop in the number of applications for
national insurance cards from foreign-born individ-
uals. Another indicator comes from the United States,
where a census in August 2008 revealed that there was
a 25% decline in the flow of migrants from Mexico.
Historically, an economic crisis does not indicate that
there will be major return flows of migrants to their
country of origin as they are generally encouraged to
ride out these periods of economic uncertainty for
a variety of reasons. Primarily, the prospects of reentry
to the host country are diminished, and the needs of
family members and conditions in the country of ori-
gin have a profound effect on a migrant’s decision to
remain. In addition, the generosity of the host
country’s welfare system also plays a critical role
(UNDP, 2009).

Some countries have already introduced policies to
reduce the number of permanent and temporary
migrants they admit for the first time in many years.
Beginning as early as 2009, Australia reduced its per-
manent skilled labor admissions from 155,000 to
108,000 a year and has removed several job categories
from its list of “critical skills” such as bricklaying,
plumbing, and carpentry. English language skill
demands were also introduced for lower-skilled occu-
pations. New Zealand implemented policy changes that
curtail the inflow of labor migrants such as mandating
certain processes to ensure that no local workers are
available for any work permits issued to migrants, and
those work permits have been reduced from 3 years to
1 year. In a 13-month period beginning December
2008, the issuance of work permits to foreign laborers
declined by 20% (UNDP, 2009)

In addition to job losses, another consequence of
the current economic crisis for migrants and countries
of origin is the effect on remittances. Collectively,
migrants send home a substantial amount of money;
women tend to send a larger portion of their incomes
on a more regular basis — even though their lower
wages mean that the absolute amounts are less

(UNDP, 2009). Although it is difficult to obtain precise
numbers because of the many channels used to send
money abroad, some of which are informal, some esti-
mates of the total dollar amount of remittances in 2009
were US $414 billion, US $316 billion of which went to
developing countries. For some for the smaller island
nations of the Caribbean and Pacific Islands where
GDP is very low, remittances are often higher
than GDP and/or the total amount of foreign aid
(World Migration Report, 2010). In some areas of India
and Bangladesh, poverty rates in households with
a migrant fell by roughly half between 2001 and 2006.
It should not be assumed, however, that remittances
always go to the neediest households. Studies of remit-
tances to Peru and Nicaragua showed that money tended
to flow to residents who had higher education and
income levels. This could be a result of limited opportu-
nities for low skilled labor to move across borders
(UNDP, 2009).

The effect of remittances on the receiving house-
holds and communities can be substantial. Remittances
can be spent in ways that generate local employment
such as starting or expanding a business, and even
home building. In fact, some studies indicate that
remittances encourage entrepreneurship and invest-
ments. Remittances can help create a store of capital
which can be used to finance future migration of addi-
tional household members. Because remittances are
spent on consumption, they can also lead to improve-
ments in nutrition. Studies indicate that families
receiving remittances often prioritize the use of this
money to pay for education, and the rates of children
attending and remaining in school have improved for
remittance-receiving families in Mexico, Bangladesh,
Fiji, and the Philippines, among others (UNDP, 2009).

The economic crisis has shrunk the flow of remit-
tances to developing countries with evidence of signif-
icant declines in Bangladesh, Egypt, El Salvador, and
the Philippines — all countries that are heavily depen-
dent on remittances (UNDP, 2009). El Salvador’s
remittances have accounted for more than 18% of its
GDP. Remittance shares are highest in Moldova and
Tajikistan, 45% and 38%, respectively, and were
projected to shrink by at least 10% in 2009. Three
fourths of the remittances to sub-Saharan Africa
come from the United States and Europe — two of the
hardest hit countries by the economic downturn. The
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full effect of the current crisis on migrants in general
remains to be seen (UNDP, 2009).

Conclusion

At the microlevel, migration can sometimes seem ran-
dom: an individual or family decides to pick up and
move to another country or from their rural home to
an urban area in search of a job to improve their standard
of living. From a global perspective, however, migration
is quite systematic, with treaties and policies either by
individual countries or in coordination with other coun-
tries prescribing how many people can move, where they
can move to, what their conditions will be upon arrival to
new destinations, and when they may have to depart.
Depending on how the current global recession plays out,
countries and regions that have not traditionally been the
ultimate migrant destinations, such as the United States
or Canada, may become much more important and
desired as destinations should they fare better through
the economic turmoil. Developed countries that experi-
ence labor shortages may soon have labor surpluses as
evidenced by increases in unemployment rates, especially
in the United States and major migrant destination
countries of the European Union.

Furthermore, demographic trends are expected to
play a large part in the future picture of global immi-
gration as many developed countries have significantly
large aging populations. Younger labor pools will be
needed to not only fill jobs, but to offset the costs of
supporting an older aged population. Natural disasters
and especially climate change are also expected to play
significant roles in predicating future human move-
ment. War and other conflicts, political and civil unrest
have always been, and will likely remain a permanent
feature of human societies and major drivers of people
to leave their places or countries of origin. At the time
of this writing, political upheaval, civil unrest, and
violence are forcing thousands of people in Libya to
flee the country, moving primarily toward the Tunisian
border and arriving on the shores of Italy in signifi-
cantly large numbers. Tunisia itself has very recently
experienced mass civil unrest leading to the ouster of its
president of 23 years. Following Tunisia, this same
scenario is currently being playing out in Egypt,
Bahrain, Yemen, and Lebanon, along with Libya.
Refugees will no doubt continue to be an international
responsibility.
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Introduction

Concern with contagion from travelers from afar
existed in the colonies that were to become the United
States, as evidenced by colonial laws mandating quar-
antine of foreign passengers and the exclusion of those
who were ill or disabled (Proper, 1967). And, ever since
its formation as an independent nation, the United
States has promulgated laws that exclude prospective
immigrants from entry into the United States on the
basis of specified health conditions. Even individuals
who have legally immigrated to the United States but
not yet obtained United States citizenship have been and
continue to be potentially inadmissible because of cer-
tain health conditions. Although the specified health
conditions have changed over time, three themes are
evident throughout this history: (1) fear that citizens of
the United States would be contaminated by germs and
disease carried by foreigners to the United States; (2) con-
cern that the admission into the United States of indi-
viduals deemed to be of an inferior “race” would
diminish the quality of the national “stock,” a viewpoint
borne from eugenics; and (3) alarm at the prospect that
the US economy could be faced with the costs of caring
for individuals from other countries who were too ill or
disabled to support themselves, who would, in other
words, become a “public charge” These three themes
were often intertwined in the immigration policies and
procedures that were developed to protect the US pop-
ulace. In order to allay such fears, elaborate procedures
for the medical examination of prospective immigrants
were established. The specific components of this
“Inspection,” as it is known, have changed over time,
but the goals and basic framework have remained con-
stant. (These same concerns have been shared and con-
tinue to be shared by many countries, which have also
implemented their own procedures in order to address

them. Readers are referred to other sources for discus-
sions about the health-related exclusion provisions and
procedures in Canada (Comeau & Allahar, 2001;
Gushulak & Williams, 2004), Australia (Bashford,
2002; Bashford & Howard, 2004; Leask, Sheikh-
Mohammed, MacIntyre, Leask, & Wood, 2006), and
the United Kingdom (Hansen & King, 2001).)

This chapter first provides an overview of each of
these three major themes in relation to the immigration
statutes, regulations, and medical examination proce-
dures as they have existed over time. It is beyond the
scope of this chapter to address these issues in great
depth, and the reader is referred to additional sources
for a more detailed examination (Kraut, 1994; Markel,
1997). The discussion then focuses on current medical
examination procedures for individuals wishing to
enter the United States as permanent residents, also
known as holders of a “green card” or “mica.”

Health and Exclusion: Major Themes

Foreignness and Fear of Contagion

In the mind of the larger public, illness and epidemics
have been associated with or attributed to newly arriving
foreigners to the United States since the earliest days of
the nationhood. In part, the association drawn between
foreignness or differentness and illness represents
scapegoating, most easily recognizable in recent years in
the context of the response to HIV/AIDS, but also evi-
dent in the response in the United States (and other
nations, for that matter) to leprosy, typhus, and various
other diseases (Cartwright & Biddiss, 1972). As exam-
ples, consider the following:

o Yellow fever epidemics in Philadelphia during the
early 1790s were attributed to arrivals from the
Caribbean; the disease was then called “Barbados
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distemper.” In 1793, the disease was renamed “Pal-
atine fever” when it was observed that many of its
victims hailed from that particular area in the
German states (Powell, 1949).

The cholera epidemic of 1832 was attributed to the
arrival in the United States of increasing numbers of
immigrants from Ireland, many of whom were
Roman Catholic. Although cholera was then believed
to be caused by bacteria, media representatives, Prot-
estant clergy, and even public health officials accused
the Irish Catholic newcomers of harboring and trans-
mitting the disease through their perceived intemper-
ance, uncleanliness, and excessive eating. Protestant
clergy, in particular, viewed the disease as a scourge
from God, sent in retribution for the victims’ viola-
tions of natural law (Rosenberg, 1987).

Dr. John Meares, the city health officer for San
Francisco, blamed the city’s 1876 smallpox epi-
demic on the “willful and diabolical disregard of
[the city’s] sanitary laws” by the 30,000 “unscrupu-
lous, lying and treacherous Chinamen” who resided
in the city (Shah, 2001, p. 53).

In arguing against Chinese immigration in 1882,
Oregon senator James H. Slater advised the US
Senate that immigrating Chinese would “bring
with them their filth and frightful and nameless
diseases and contagions” (Slater, 1882, p. 1636).
Officers of the United States Public Health Services
attributed the appearance of bubonic plague in
Honolulu’s Chinatown in 1899 to the perceived
Chinese proclivity to live in filthy and overcrowded
conditions, despite existing knowledge that the
disease was transmitted by rats. In an effort to end
the epidemic, the president of the city’s Board of
Health ordered in January 1900 the burning of all
buildings in the city’s Chinatown; the fire destroyed
4,000 homes and left 4,500 people homeless (Shah,
2001).

Native-born Americans variously attributed the
arrival of the influenza pandemic of 1918 to the
United States on immigrants from Italy and
Germany. Germans were especially targeted as the
causative agent of the disease, with many believing
that they had intentionally spread the disease as
part of their war effort (Kraut, 2010).

A temporary nurse working in Irwindale, Califor-
nia, in 1916 reported having difficulty obtaining

accurate records due to “the secretive nature of
the Mexican” and the one case of syphilis that had
been diagnosed evidenced the lack of privacy and
the low “moral tone” that prevailed among the
village’s Mexican inhabitants (Anon, n.d.).

e Efforts were made in the 1920s to expel Filipinos
from the country, based on claims that they were
importers of “loathsome diseases” and, as such,
required expensive medical care (Abel, 2004, p. 936).

e Asrecently as 1982, within a year of identifying the
first cases of what would come to be called AIDS,
the Centers for Disease Control and Prevention
(CDC) labeled Haitians a “risk group.” This
emphasis on group membership as a risk factor,
rather than relevant activities or behaviors, ulti-
mately resulted in the medical and social construc-
tion of “risk groups,” whose members were
presumed to be at higher risk of contracting and
transmitting the infection by virtue of their mem-
bership in the specified group, regardless of their
individual behaviors (Schiller, Crystal, & Lewellen,
1994). Haitians, together with homosexuals, heroin
addicts, and hemophiliacs, came to be known as
“the 4-H club.” Indeed, the United States was so
fearful that the admission of HIV-infected Haitians
would result in contagion of those already in the
United States that HIV-infected Haitian refugees
were initially prevented from entering into the
country and were quarantined by the US govern-
ment at Guantanamo Bay. The quarantine ended
and the individuals were admitted into the United
States only as the result of a lawsuit and worldwide
condemnation for the establishment of what was
the only prison camp for HIV-infected refugees in
the world (Haitian Centers Council, Inc. v. Sale,
1993; White, 2007). (Many countries in addition
to the United States perceived HIV/AIDS as
a foreign problem, including India, Japan, South
Korea, Malaysia, Indonesia, and Singapore
(Garrett, 1994, pp. 457-527).)

Indeed, our immigration laws have consistently
excluded those individuals believed to carry disease
that could potentially infect those already present in
the United States (see ©® Table 1). These exclusion pro-
visions have been established by the US Congress
through the promulgation of statutes. The meaning of
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B Table 1

Health conditions serving as basis for denial of admission to prospective immigrants into the United States

Act of 1882 Lunatics
Idiots

Act of March 3, 1891 | Lunatics
Idiots

Loathsome and dangerous
contagious disease

Act of February 5,
1917

Casimano v.
Commissioner of
Immigration (1926)
Patton v. Tod (1924)
Saclarides v.
Shaughnessy (1950)
United States Public
Health Service (1917)

Loathsome and dangerous
contagious disease

Included trachoma (granular conjunctivitis), favus (fungal
infection of the scalp and nails), venereal diseases, parasitic
infections, tuberculosis

Insanity

Feeble-minded persons

Imbeciles

Idiots

Epilepsy

Insane persons

Persons who have had one or more

attacks of insanity at any time
previously

Persons of constitutional
psychopathic inferiority

Persons with chronic alcoholism

Tuberculosis

Mental or physical defect

Physical defect being of a nature which may affect the
ability of such an alien to earn a living

Act of June 27, 1952

Senate Report No.
1137 (1952)

United States Public
Health Service
(19854, b, 1987)

Retained provisions relating to
chronic alcoholics, tuberculosis,
and dangerous contagious
diseases

No longer referred to diseases as “loathsome”

Included chancroid, gonorrhea, granuloma inguinale,
infectious leprosy (Hansen'’s disease), lymphogranuloma
venereum, infectious-stage syphilis, active tuberculosis (TB).
Leprosy added.

Feeble minded

Considered to be “an inclusive generic term represented by
subclasses of idiots, imbeciles, morons, and persons of
borderline intelligence”

Insanity

Aliens “who exhibit signs and symptoms of a psychotic
disorder”

Psychosis defined as an “impairment in a person’s ability to
think, respond emotionally, remember, communicate,
interpret reality, and behave appropriately, so as to
interfere grossly with the capacity to meet the ordinary
demands of life”

One or more attacks of insanity

Recovery said to be demonstrated if the individual was free
of symptoms for 1 year or more
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B Table 1 (continued)

Psychopathic personality

“History of continuous and chronic antisocial behavior in
which the rights of others are violated, persistence into
adult life of a pattern of antisocial behavior that began
before age 15, and a failure to sustain good vocational
performance over a period of several years.”

Diagnosis required onset before age 15, age of 18 or older
at time of examination, persistence of behavior for 5 years
or more, and at least four of the following: an inability to
work continuously, an inability to be a responsible parent,
a “failure to accept social norms,” an inability to maintain
attachment of a sexual partner, a failure to plan,
recklessness, a disregard for truth, and irritability and
aggressiveness

Encompassed “sexual deviation” including paraphilias,
including fetishism, transvestism, zoophilia, pedophilia,
exhibitionism, voyeurism, sexual masochism, sexual sadism,
homosexuality

Mental defect

Narcotic drug addition

Evidence of either tolerance or withdrawal

Tolerance referred to the need for increasing amounts of
the substance to achieve a desired effect or a diminished
effect with maintenance of the usual dose

Withdrawal referred to a constellation of symptoms
resulting from cessation of the substance’s use or from

a reduction in intake of the substance

Factors to be considered included the amount of drug used,
the frequency of use, and the duration of use

Chronic alcoholism

Synonymous with alcohol dependence

Said to be characterized by a pattern of “pathological use”
or “impairment in social or occupational functioning and
evidence of tolerance or withdrawal”

Evidence from laboratory procedures and physical
examination were required to justify this diagnosis

Dangerous contagious disease

Included chancroid, gonorrhea, granuloma inguinale,
lymphogranuloma venereum, infectious-stage syphilis

Tuberculosis

Leprosy

Physical defect, disease, or
disability

Any other significant finding from the immigration medical
examination that could affect the individual’s ability to earn
a living

Act of September 26,
1961

Deleted leprosy and tuberculosis as
specific grounds of exclusion;
replaced with a broader provision
excluding “aliens who are afflicted
with any dangerous contagious
disease”
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B Table 1 (continued)

Immigration and
Nationality Act
Amendments of
1965

Deleted provisions relating to
feeble minded and replaced it with
mental retardation

Added sexual deviation, following
court decision that homosexuality
was not encompassed in provision
relating to psychopathic
personality

Act of July 11, 1987

Added human immunodeficiency
virus (HIV) to list of dangerous
contagious diseases contained in
regulations

Immigration Act of
1990

United States Public
Health Service (1991)
73 Federal Register
58056 (October 13,
2008)

President Executive
Order 13295 (2003)

Communicable disease of public
health significance

Initially included chancroid, gonorrhea, granuloma
inguinale, infectious leprosy (Hansen’s disease),
lymphogranuloma venereum, infectious-stage syphilis,
active tuberculosis (TB), and human immunodeficiency
virus (HIV)

Expanded in 2008 to include (1) diseases listed in

a presidential order pursuant to Section 361(b) of the Public
Health Act: cholera, diphtheria, infectious tuberculosis,
plague, smallpox, yellow fever, viral hemorrhagic fevers
(Lassa, Marburg, Ebola, Crimean-Congo, South American,
and others not isolated or named), and severe acute
respiratory syndrome (SARS); and (2) any communicable
disease that “may pose a public health emergency of
international concern”

HIV was removed from the list in January 2010. (Congress
voted in July 2008 to repeal the HIV ban. The United States
Department of Health and Human Services did not publish
a proposed rule to remove HIV from the listing of
communicable diseases of public health significance until
July 2009. In October 2009, President Barack Obama
announced the lifting of the HIV immigration ban at

a ceremony at the White House and characterized the ban
as having been “a decision rooted in fear rather than fact”
(Eleveld & Garcia, 2009). HIV was officially removed from the
list in January 2010.)

A physical or mental disorder and
behavior associated with the
disorder that may pose, or has
posed, a threat to the property,
safety, or welfare of the alien or
others

“Harmful behavior” is defined as a “dangerous action or
series of actions by the alien that has resulted in injury
(psychological or physical) to the alien or another person, or
that has threatened the safety of the alien or another
person, or that has resulted in property damage”

An alien who has had a physical or
mental disorder and a history of
behavior associated with the
disorder, which behavior has posed
a threat to the property, safety, or
welfare of the alien or others and
which is likely to recur or to lead to
other harmful behavior

See above
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@ Table 1 (continued)

Drug abuser or addict

Refers to any nonmedical use during the previous 5 years of
any substance listed in Section 202 of the Controlled
Substances Act and any nonmedical use during the
previous 2 years of any psychoactive substance not listed in
Section 202 of the Controlled Substances Act

lllegal Immigration | Failure to obtain or present

Reform and documentation of specified
Immigration vaccinations

Responsibility Act of

1996

Encompasses mumps, measles, rubella, polio, tetanus,
diphtheria, pertussis, influenza type B, hepatitis B, and any
others recommended by the Advisory Committee for
Immunization Practices. These have included varicella,
haemophilus influenza type B, and pneumococcus

Sources: Baynton, 2006; Fairchild, 2004; Loue, 2009; Shah, 2001

the statutes has been amplified by regulations
established by the federal agency or agencies desig-
nated to do so in the statute. The agencies currently
responsible for the interpretation or enforcement
of the statutory provisions relating to these health
grounds are the United States Departments of State,
of Homeland Security, and of Health and Human
Services. The United States Public Health Service is
responsible for the development of instructions for
the physicians involved in conducting immigration-
related medical examinations, which are discussed
further below. (Changes in these technical instruc-
tions for physicians have been issued at irregular
intervals during the effective periods of controlling
legislation. Consequently, the interpretation of a
specific ground of inadmissibility may vary even
though the controlling statutory and regulatory pro-
visions do not.®© Table I provides a general overview of
the statutory and regulatory provisions, but does not
for the most part reflect interim changes in interpreta-
tions occasioned by the United States Public Health
Service.)

Eugenics, first defined by Sir Francis Galton as the
science of improving heredity, became the basis for
eugenicists’ efforts in the United States and elsewhere
to improve human heredity (Pernick, 1997). Eugeni-
cists concerned with the integrity of humans in the
United States premised their agenda on concepts

derived from animal breeding, such as those of the
zoologist Michael Guyer, who opined in 1916 that
the breeding of unrelated species would bring about
the “mongrelization” of species. Although eugenicists
understood the relationships between germs and dis-
ease, many believed that hereditary resistance would
both prevent and cure the disease (Guyer, 1916). The
segregation of “defectives” through institutionalization
or other isolation strategies would prevent their repro-
duction and limit the spread of hereditary disease
(Pernick, 1997).

The eugenicists’ equation of race with disease and
degeneracy was clear. Some advocated for the exclusion
of all non-Germanic people from the United States,
arguing that they were of inferior intelligence in com-
parison with immigrants from Germanic nations
(Brown, 1922). Immigrants arriving from Southern
Europe to the United States during the 1920s were
perceived to be of an inferior “race” and, it was
claimed, were often feeble minded, while those arriving
from Eastern Europe were characterized as genetically
defective (Nelkin & Michaels, 1998). One physician
with the United States Public Health Service charged
with the responsibility of examining arriving immi-
grants to Ellis Island characterized Jews as “a highly
inbred and psychopathically inclined race” with defects
“almost entirely due to heredity” (Wilson, 1913, p. 271).
This equation of race and culture with deficiency con-
tinues to persist; it has been suggested, for example,
that the admission of Latino and Black immigrants will
result in the “downward pressure on the distribution of



Immigration Processes and Health in the U.S.: A Brief History

25

intelligence” (Herrnstein & Murray, 1995, p. 342) and
that some immigrant groups will cause an increase in
crime because of their “impulsiveness and present ori-
entation” (Brimelow, 1995, p. 184).

The eugenicists of the 1920s-1940s advocated
a variety of strategies in furtherance of their goal,
including the imposition of restrictions on immigra-
tion and the forced sterilization or euthanasia of those
deemed to be degenerate or deficient in some way
(Enoch, 2005; Kluchin, 2007; Nelkin & Michaels,
1998; Stern, 2005). Health officials inspecting
intending immigrants to the United States could
make use of the laws’ disease categories to safeguard
the population from the threat of “inferior races”
Accordingly, public health officials were able to easily
effectuate the repatriation of Mexican immigrants and
Mexican-American citizens in the West on the basis of
tuberculosis (TB) (Abel, 2003).

Even after gaining admission to the United States,
immigrants deemed to be of an inferior race remained
vulnerable to efforts designed to stem their reproduc-
tion. Twenty-seven states had promulgated laws by 1932
that permitted compulsory sterilization of those deemed
to be defective, which included immigrants perceived as
being of an inferior race (Reilly, 1991). These legislative
provisions were nevertheless viewed as inadequate pro-
tection of the nation’s populace from potential degener-
acy. Newspaper columnist Fred Hogue nevertheless
wrote in dismay in 1941 that “in this country we have
wiped out the mosquito carriers of yellow fever and are
in a fair way to extinguish the malaria carriers: but the
human breeders of the hereditary physical and mental
unfit are only in exceptional cases placed under
restraint” (Hogue, 1941, p. 27). Many of the state laws
facilitating the sterilization of those deemed to be defi-
cient remained in force through the 1970s, at the very
time that family planning efforts were being
championed and abortion was being legalized (Stern,
2005).

California justified its legislation through the 1950s
as an attempt to rid the population of undesirable
qualities and strengthen the state. Efforts “to restrain”
those deemed to be unfit disproportionately impacted
persons who had been born outside of the United
States. For example, Gosney and Popenoe (1938)
found from a survey conducted of California state
hospitals and homes in the late 1920s that 39% of the

men and 31% of the women who were sterilized had
been born outside of the United States. Those who were
most frequently affected had arrived here from Britain,
Germany, Italy, Poland, Russia, and Scandinavia
(Stern, 2005).

From the earliest days of this nation, our immigration
laws have excluded those who have been viewed as
potentially unable to earn a living or, in the language
currently used by US immigration law, “are likely to
become a public charge.” It has been argued that the
underlying intent of such provisions at the time of their
initial promulgation was not to restrict immigration to
this country, but rather to control immigration in
order to ensure that those who were allowed entry
were healthy enough to support themselves, to contrib-
ute to the burgeoning industrial economy, and could
find employment even during periods of economic
downturn (Fairchild, 2004).

Nevertheless, individuals with apparent ability to
earn a living or who had sufficient family assets to
ensure their support could be and were denied admis-
sion to the United States on the basis of perceived
inability to support themselves. These perceptions
often reflected existing beliefs based on intertwined
conceptualizations of race, disease, and disability. As
an example, during the period from 1882 through
1924, deaf individuals were almost invariably denied
admission to the United States based on a belief that
deaf people were social dependents rather than social
contributors and, like those of inferior race, they were
“bearers of a potentially defective heredity” (Baynton,
2006, p. 395). Their exclusion both safeguarded public
dollars from unwanted burden and protected the integ-
rity of the nation’s populace from degeneracy, thereby
addressing the varied concerns of the public, Congress,
and the eugenicists.

Concerns relating to immigrants’ reliance on public
support and taxpayer burden continue to this day,
reflected in the promulgation of the Personal Respon-
sibility and Work Opportunity Reconciliation Act of
1996. With relatively few exceptions, the law bars most
lawfully admitted permanent residents from receiving
Supplemental Security Income, food stamps, cash
assistance, and Medicaid and Medicare. Although per-
manent residents may become eligible to receive some
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forms of assistance 5 years after becoming permanent
residents, the amount of assistance will be reduced by
the amount of their sponsor’s — typically a family mem-
ber who is either a United States citizen or permanent
resident — income and financial resources that are
“deemed” to be available to the individual. Individuals
who are in the country illegally are entitled to few
services, with the exception of vaccinations and
noncash forms of assistance (Loue, 2009).

The Medical Examination

for Immigration

Discussion of the immigration medical examination or
inspection still conjures up for many an image of the
“line” at Ellis Island, the major processing center for
immigrants to the United States (Fairchild, 2004). Sim-
ilar procedures existed at Angels Island in San
Francisco, Port Huron and Detroit in Michigan, and
in El Paso and Laredo along the US-Mexico border. An
individual’s future could be determined in a split sec-
ond based on the assessment of the public health
inspector. However, as Baynton (2006) has cogently
argued, the selection procedure likely began long before
individuals arrived at Ellis Island.

Many individuals wishing to come to the United
States may have ultimately decided against undertaking
the voyage. The requirements for entry were widely
advertised in Europe and individuals with limited
means who were uncertain about the likelihood of
being granted admission may have decided to save
themselves the time and expense. Additionally, ships
may have refused passage to individuals with a physical
disability in order to avoid the possibility of a fine for
the rejected passenger and the costs of returning the
individual to his or her country of origin. Agents for
steamship lines may have refused to sell tickets to
individuals with physical disabilities for much the
same reason; they could be fined if they sold a ticket
to a passenger who was later denied boarding
(Baynton, 2006). Indeed, it was estimated in 1911 that
10 times as many people were denied transportation
because of medical reasons as were refused admission
to the United States upon arrival (Immigration Com-
mission, 1911).

Only six physicians from the Public Health Service
were on hand at Ellis Island in 1892 to screen the
passengers arriving there. During peak immigration

years, prior to World War I, that number had increased
to 25 (Markel & Stern, 1999). It was unlikely that these
few physicians could give each arriving passenger more
than a cursory inspection. Only 2% of those who were
excluded at Ellis Island in 1898 were rejected for med-
ical reasons (Markel & Stern, 1999). That percentage
rose sharply, however, so that in 1913, 57% of the
denials were premised on medical grounds and in
1915, 69% of the denials were for medical reasons
(Kraut, 1994; Yew, 1980). As Baynton (2006) observed,

» The process of judging which immigrants to admit and
which to reject was inevitably, to some extent, arbitrary
and capricious. The criteria were never clear-cut and
could not possibly be precisely constructed to cover
every individual case. Instead, officials had to make
rough-and-ready judgments of employability, eugenic
worth, and general social desirability. Their decisions
necessarily relied in good part on unexamined assump-
tions and prejudices . . . Multiple factors came into play,
such as immigrants’ ethnicity, class status, and general
appearance .. ..

Angel Island in San Francisco processed approxi-
mately 100,000 individuals during its operation, in
comparison with more than 10 million individuals
processed through Ellis Island (Markel & Stern,
1999). The majority of the individuals processed
through Angel Island were Asian. Arriving passengers
were screened for hookworm, threadworm, liver fluke,
pneumonic plague, bubonic plague, trachoma, sexually
transmitted diseases, tuberculosis, and a variety of
chronic physical conditions, including hernias, vari-
cose veins, and cardiac abnormalities.

Similar screenings were conducted at checkpoints
along the US-Mexico border. Immigrants arriving
through the El Paso station, however, were required
to be disinfected. Following the outbreak of a typhus
epidemic in Mexico in 1915, Mexicans arriving at the El
Paso checkpoint were subjected to showers with kero-
sene, an examination for lice, and vaccination for
smallpox. Although in 1910 less than 1% of individuals
arriving through the border stations were denied
admission on the basis of medical grounds, that pro-
portion increased following the Mexican typhus epi-
demic (Markel & Stern, 1999).

By the end of World War II, the inspection process
had been revised to require the medical examination



Immigration Processes and Health in the U.S.: A Brief History 27

prior to departure from one’s country of origin,
a procedure which continues to the present day. All
individuals seeking permanent resident status are
required to undergo a mental and physical examination
as a part of the application process, whether they are
overseas applying through what is known as consular
processing or in the United States applying through the
process known as adjustment of status. Additionally,
some individuals seeking entry for only limited periods
of time are also required to undergo the medical exam-
ination. In general, the medical examination now con-
sists of a medical history, serologic testing for specified
diseases (see © Table 1), and, depending on several
factors, either a tuberculin skin test or chest x-ray
(United States Public Health Service, 1991, 2008).
The medical examination can only be conducted by
a physician authorized to perform immigration-
associated medical examinations: a panel physician in
the case of an individual applying for a visa through
a consulate or a civil surgeon, in the case of a person
applying for adjustment of status in the United States
(8 Code of Federal Regulations, 2010; 42 Code of
Federal Regulations, 2010).

Only individuals who can demonstrate that they are
the spouse or unmarried son or daughter or the minor
unmarried and lawfully adopted child of a United
States citizen, an alien lawfully admitted for permanent
residence, or an alien who has been issued an immi-
grant visa can potentially qualify for a waiver of exclud-
ability due to “a communicable disease of public health
significance.” This relationship is not required for those
seeking a waiver of excludability for mental illness or
failure to fulfill the vaccination requirement. An
exemption from the vaccination requirement is poten-
tially available to those who are able to demonstrate
that they are opposed to vaccinations in any form, that
the objection is based on religious belief or moral
conviction, and that the belief or conviction is sincere.
In almost all circumstances, waivers are not available
for drug abusers or addicts.

Conclusion

The United States has attempted to protect its popula-
tion from disease and its economy from undue burden
through the promulgation of health-related immigra-
tion restrictions and procedures, and to simultaneously
accommodate the need to preserve families and to

respect diverse belief systems through the implementa-
tion of waiver provisions. Specific exclusion provisions
have changed over time in response to perceived threats
of disease and contagion. In retrospect, it is evident that
many of these provisions were premised on fear rather
than the knowledge that was available even at the time
that these provisions were conceived. Increased global-
ization and international travel have underscored the
oft-stated observation that disease knows no political
boundaries. Accordingly, immigration
designed to halt disease transmission and susceptibility
at a national border can only be doomed to fail.

restrictions
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History and Background
Biomedicine is at the height of its success, delivering more
health care products and services to more people, at
greater expense than ever before (Jonas, 2002). Prior to
this, historical events such as The Meiji Restoration in
Japan, the Scientific Revolution, and advancement of
colonialism emphasized scientific enquiry and empirical
thought over traditional healing methods (Mkize, 2009;
Nishimura et al., 2009; Twohig, 2008). The introduction
of antibiotics, rapid expansion of pharmaceuticals, and
improved public health programs further contributed to
the decline of traditional medicine (TM), and later com-
plementary and alternative medicine (CAM) especially
after World War II (Twohig, 2008). To maintain conti-
nuity throughout this entry, we will define traditional
medicine (TM) as indigenous health traditions of the
world in their original settings, and complementary
and alternative medicine (CAM) as health care thera-
pies outside the biomedical mainstream in industrial-
ized countries. Where we discuss forms of healing from
all settings, we will use traditional, complementary, and
alternative medicine (TCAM) (Bodeker et al., 2007).
Biomedicine has achieved great strides in treating
acute illness, and combating infectious disease; how-
ever, it has been unsuccessful in combating the endemic
increases in many chronic diseases among Western
countries such as the USA, Canada, UK, and Australia
(Leonard, 2001). In the USA, 80% of all illnesses are
considered chronic that are long lasting with regular
occurring episodes (Keegan, 2001). This increase can be
attributed to inadequate health promotion and preven-
tion in health care systems, as well as societal/individ-
ual behaviors that have contributed to ill health and
disharmony (Hales, 2009; Larson, 2007).

People are recognizing a need to take greater control
of their health, and are increasingly embarking on
their own personal path by seeking out holistic ap-
proaches to restore or maintain health (Keegan, 2001;
Larson, 2007). The concept of holism was first devel-
oped in South Africa in the mid-1920s, although whole
person theories came to prominence in North America
after research discovered a correlation between lifestyle
and the onset of illness (Keegan, 2001). Holistic health
care practitioners recognized that wellness included
looking after one’s mind, spirit, thoughts, feelings,
emotions as well as the physical body (Keegan, 2001).
The bio-psychosocial perspective stems from this belief
that our bodies, emotions, and thoughts are connected
(Keegan, 2001) and that social, psychological, biologi-
cal, and environmental factors impact health and well-
ness (Sarifino, 2008). This perspective supports the
principle that optimum health is best achieved with
a holistic approach taking into account diet, lifestyle,
exercise, spirituality, social and work environments as
key determinants of health (Keegan, 2001). This has led
to growing public demand for diverse health care ser-
vices, based on the perception that no one type of
health care modality can provide the full range of
benefits desired (North, 2008). The Internet and
advanced communications have facilitated the flow of
and access to health information, coupled with global
migration that has resulted in increasing exposure to
diverse health beliefs and medical systems (Twohig,
2008).

Although the earliest societies have been dependent
on TM for many centuries, countries such as Canada,
the UK, Germany, and Australia have been experienc-
ing surging interest in CAM (Bodeker et al., 2007). For
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example, the UK is experiencing a significant increase
in the use of CAM with one in ten individuals having
consulted a practitioner, and 90% of these health seek-
ing behaviors occurred outside of the National Health
Service (Thachil & Bhugra, 2009).

Some of this increase may be attributed to the
perceived effectiveness of traditional, complementary,
and alternative medicine (TCAM), a lower incidence of
adverse effects, greater emphasis on partnership build-
ing, and a holistic approach to individual problems
(Thachil & Bhugra, 2009). Indications are that consul-
tations with TCAM practitioners provide simple lan-
guage and lay explanations, recognition of the existence
of illness without pathology, and investigation of emo-
tional and social factors as potential underlying causes
for illness (Thachil & Bhugra, 2009). Other authors and
scholars have pointed out that emotions are important
for healing, and that having positive emotions may
trigger endorphin release and aid in health restoration
(Larson, 2007). Similarly, research has found that
expressing positive emotions in biomedical consulta-
tions was also strongly associated with shared under-
standing between physicians and their patients (Lee
et al., 2010).

The National Centre for Complementary and Alter-
native Medicine classifies TCAM into the following
groups (Hales, 2009; National Centre for Complemen-
tary and Alternative Medicine, 2010):

1. Traditional, whole medical systems — these are com-
plete systems of theory and practice that have
evolved independently from or parallel to biomed-
icine (Satow et al., 2009). These include Traditional
Chinese medicine, Ayurveda (from India), and
Indigenous healing.

2. Mind-body integration — this involves behavioral,
psychological, social, and spiritual approaches
(Keegan, 2001) designed to enhance the mind’s abil-
ity to heal and stimulate optimal body functioning
(Hales, 2009).These approaches follow closely the
historical view that mind and body are seen as one,
and that positive attitudes are core for optimal psy-
chological functioning, quality of life, and overall
health and wellness (Hales, 2009). These approaches
benefit all patients irrespective of culture, gender, or
age with minimal physical and emotional risk, and
are especially beneficial for those with chronic

physical and mental illness (Hales, 2009). Mind—
body approaches include hypnosis, meditation,
yoga, prayer, visual imagery, aromatherapy, animal-
assisted therapy, and other forms of creative expres-
sion such as art, music, and dance therapy.

3. Biologically based therapy — these therapies involve
the use of natural, biologically based products
divided into the following categories: phytotherapy
or more commonly called herbalism, orthomolec-
ular medicine, and special diets (Keegan, 2001).
Herbalism involves the use of plant derivatives for
therapeutic and illness prevention. Orthomolecular
medicine refers to nutritional and food supple-
ments used for preventive or therapeutic purposes.
Special diets such as macrobiotics and the Atkins
diet are used to promote health and aid in the
treatment of chronic diseases (Keegan, 2001)

4. Manipulation and body-based methods — these
involve manipulation or movement of the body
and are classified as follows: chiropractic, elements
of bodywork, Pilates, reflexology, craniosacral ther-
apy, and various types of massage therapies. All of
these focus on the musculoskeletal system and spi-
nal column which are thought to be the framework
for healthy functioning (Keegan, 2001).

5. Energy therapies — these came to prominence in the
1800s drawing upon Oriental medicine meridians
and Indian chakras (Keegan, 2001). These therapies
are based upon the belief that energy fields sur-
round the physical body, and that the transference
of energy within the body will open blocked chan-
nels and realign unbalanced energy. Domains
within energy therapies are therapeutic touch,
aura healing, chakra opening and closing, and elec-
tromagnetic healing (Keegan, 2001).

Traditional Whole Medical Systems

Traditional Chinese Medicine (TCM) is a total system
of health care that has been documented to exist for
3,000 years (Keegan, 2001; Larson, 2007). The practice
of TCM is based on the philosophy of Taoism and belief
that a “life force” or “chi” energy flows through the
human body via 12 meridians (Benfield & Korngold,
1991; Keegan, 2001). Four methods of diagnosis are
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observing, listening, questioning, and pulse taking,
which are used to understand the psychological factors
related to diseases (Zhao, 2009). Illness is thought to be
the result of blockages in the feminine and masculine
energy flows called yin and yang, with a variety of
methods such as acupuncture, acupressure, moxibus-
tion (heat therapy), herbal remedies, massage, diet, tai
chi, breathing, and meditation used to restore the flow
or chi energy. Acupuncture is a widely used form of
TCM and consists of inserting needles along points of
the meridian to restore the flow of chi energy, used
mainly for pain control, skin disorders, fertility prob-
lems, asthma, and arthritis (Keegan, 2001; Larson,
2007).

Ancient societies are intimately connected with nature,
animal, and plant kingdoms, believing that they pos-
sess a spirit or soul (Keegan, 2001). Illness is attributed
to spiritual deficits that can be mediated with interven-
tions intended to restore harmony and health. Sha-
manism is one type of intervention originating
among indigenous populations and is one of the
world’s oldest forms of human healing (Wurges,
2001). The shaman is called upon to mediate between
the people in the community and the spirit world to
cure disease, and bring balance between the physical
and spiritual worlds. Shamans believe that disease is
caused by straying souls which come into contact with
evil spirits and demons. The shaman’s role is to provide
relief from emotional and physical suffering by com-
municating with spirits in order to gain insight needed
for healing. To accomplish this, shamans enter into an
altered state of consciousness where they travel to other
plains of existence. For example, shamans in the
Americas, South Asia, and Tibet use hallucinogenic
plants, herbs, chemicals, crystals, amulets, chants, and
drums, to aid in spirit flight, soul retrieval, and healing
(Gadit, 2007; Wurges, 2001). Teaching involves training
by master shamans on altered states, techniques, spirit
names and functions, mythology of clans, and
forces that threaten the soul (Wurges, 2001). Shaman-
ism is still practiced widely among indigenous people
from Africa, the America and in the South Pacific,
South Asia, Far and Near East, and Arctic regions,
especially in rural locations where access to Western
medicine is limited (Gadit, 2007).

Ayurveda, meaning science of life, has its origins in
Hinduism, and has been practiced in India for more
than 5,000 years 2007).  Although
a longstanding traditional therapy in India, the intro-
duction of Western medicine during the colonial
period resulted in a de-emphasizing of traditional
medicine (Selby, 2001). Ayurveda does not purport to
treat serious conditions, but is a preventive medicine
and philosophy that aims to reduce stress, enhance the
immune system, improve chronic illness, and increase
energy levels (Selby, 2001). The underlying tenets
behind this system of health care are that to be healthy
one must achieve harmony within oneself and the
outside world. Second, one must achieve a balance
within the body and soul, which will act as a defense
mechanism against illness (Selby, 2001). Diagnosis and
treatment involves analyzing one’s emotional and phys-
ical state, one’s natural constitution/body type or
prakriti, and the unhealthy behaviors that are contrib-
uting to imbalance (Larson, 2007). In Ayurveda, the

(Larson,

human physiology is divided into three doshas which
are vata (circulation and nervous system), kapha
system), and pitta (digestive system)
(Larson, 2007). When dosha becomes aggravated it

(immune

will lead to system imbalance and feeling unwell. The
aim of Ayurveda is to overcome these imbalances, and
restore natural harmony (Selby, 2001). The methods
utilized are vast and can include breathing techniques,
time management, massage, diet, exercise, herbal rem-
edies, and yoga (Satow et al., 2009; Selby, 2001). Some
health conditions that are treated with Ayurveda
include colds, arthritis, gastrointestinal problems,
heartburn, as well as general overall well-being (Satow
et al., 2009).To become a licensed Ayurvedic practi-
tioner in India requires completion of training at
a state approved school; however, in the USA there
are no standards or state licensing requirements
(Satow et al., 2009).

Mind-Body Integration

Spirituality is a belief in a higher power, specifically
“someone or something that rises above the boundaries
of self” (Hales, 2009). Prayer is defined as an active
process of appealing to a higher spiritual power
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specifically for health reasons, and is the most com-
monly used form of TCAM worldwide (Hales, 2009;
Qidwai et al., 2009). Prayer is thought to decrease the
side effects from disease, hasten recovery, boost
immune functioning, and improve the efficacy of treat-
ment (Hales, 2009). Other benefits include better phys-
ical health, and less use of health services (Hales, 2009;
Qidwai et al., 2009). Brain imaging techniques have
shown that prayer may assist in reducing blood pres-
sure, decreasing anxiety, and slowing down the heart
rate (Hales, 2009). Although prayer for health is an
ancient form of healing, the majority of patients from
Pakistan indicated that they consider prayer an impor-
tant complement to conventional medicine, rather
than an alternative one (Qidwai et al., 2009).

Meditation is the art of bringing harmony to the body,
mind, and conscience, by soothing the body and
decreasing stress (Kayne, 2009a). It is a systematic
focus on aspects of inner and outer experiences in
association with religious and spiritual contexts. One
type of meditative practice is mindfulness where atten-
tion is paid to emotions, perceptions, and sensations,
cultivating open-mindedness in life (Kayne, 2009b).
Meditation is an effective intervention for emotional
and psychological dysfunction, and has been used
for chronic pain, drug addictions, and posttraumatic
stress syndrome (Freeman & Lawlis, 2001). Other
health problems such as anxiety and panic disorders,
chronic fatigue syndrome, insomnia, separation anxi-
ety, and hypertension are also amenable to meditation
(Freeman & Lawlis, 2001; Kayne, 2009b).

A significant breakthrough for medicine in the last
century was renewed interest in the role that attitudes,
emotions, and beliefs have for health outcomes aptly
described as “mind-body medicine” (Dossey, 2006).
Central for many types of TCAM is the concept that
the mind is powerful, and that thoughts and feelings
impact the body at all levels. Positive thinking and
feeling enables the body to work smoothly and effi-
ciently (Jouret, 2010), restoring an individual’s sense of
personal empowerment, control, and efficacy
(Adamson, 2003; Jouret, 2010). Some of the most
important benefits from positive thinking are better

immunological strength, absence of negative mood,
in health promoting behaviors, better
medical compliance, and less depression (Levin,
2009; Seligman, 2000). Frequent users of positive
thinking are cancer and palliative care patients, as
evidence suggests that a hopeless coping style is associ-
ated with unfavorable patients
(Adamson, 2003).

increase

outcomes for

The bond between animals and people has existed for
centuries, with animals taking part in therapeutic treat-
ments during the ninth century (Morrison, 2007).
Since then, research has demonstrated health benefits
in the form of lower depression and blood pressure, as
well as other lasting beneficial physiological effects
(Johnson & Meadows, 2002; Morrison, 2007). Studies
conducted in the USA have found that many institu-
tions include animals as part of psychotherapy. Other
studies have indicated that introducing animals to post-
operative pediatric patients improved their emotional
and physical pain (Morrison, 2007). Owning a pet was
also found to have health benefits for older Latino adults
who have more chronic conditions than other ethnic
groups (Johnson & Meadows, 2002) and who may be
experiencing loss of family support, adjustment difficul-
ties, and depression, especially if immigration occurred
later in life (Gelfand, 1994). The Delta Society was
formed with its mission as follows: “To promote animals
helping people improve their health, independence, and
quality of life” (The Delta Society, 2009). The society has
developed “Standards of Practice for Animal-Assisted
Activities and Therapy,” and offers training toward cer-
tification in animal-assisted therapy (Morrison, 2007).

The term “Aromatherapy” was introduced by French
chemist René-Maurice Gattefosse during the 1920s,
although the practice dates to ancient Egypt (Harden
& Harden, 1997). It is a therapeutic modality in which
highly concentrated essences from plant extracts are
placed in baths/showers, absorbed through the skin,
and/or inhaled inducing emotional responses from
the limbic system in the brain (Keegan, 2001). They
may also be used in conjunction with other types of
TCAM such as acupuncture, reflexology, and chiro-
practic, and are used to treat wide ranging ailments
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including emotional problems such as stress and anx-
iety (Keegan, 2001; Shealy, 1999).

Chronic stress produces physiological changes in the
body, impairs sleep, and can trigger other unhealthy
behaviors such as excessive smoking, drinking, and
food consumption (Sarifino, 2008). These stressors
can wear on the body and eventually lead to the onset
of illnesses such as cardiovascular disease and reduced
immune function. Effective relaxation techniques can
help to prevent flare-ups from chronic conditions such
as asthma and diabetes caused by stress and anxiety
(Sarifino, 2008). Specific relaxation techniques include
deep breathing, naps, stretch breaks, and eye breaks
(Keegan, 2001).

Art therapy uses art mediums, images, the creative
process, and patient/client responses to express one’s
unique development, abilities, personality, interests,
concerns, and conflicts (National Coalition of Crea-
tive Arts Therapies Associations, 2010). Art therapy
began in England and the USA, with European
scholars describing art created by patients hospital-
ized with mental illness. Art therapy draws upon
theories of psychoanalysis and art education, and
allows for an expressive outlet to reconcile emotional
conflicts, manage behavior, and reduce anxiety. In
particular, Asian immigrants described the art ther-
apy group as a way to express their feelings of isola-
tion and distress coping with a new culture
(Liebmann, 2002). It is suitable for all population
groups, and immigrants of different ethnic back-
grounds, with training programs and graduate degrees
regulated by the American Art Therapy Association.
Upon completing graduate level education, supervised
work experience, and a written exam, art therapists are
board certified to use the designation ATR (National
Coalition of Creative Arts Therapies Associations,
2010).

Music therapy involves the use of music to bring about
positive changes in the psychological, physical, cogni-
tive, and social functioning of individuals with health
problems, and is an ancient healing modality that dates

to 500 B.C. (Kayne, 2009b). Children with develop-
mental and learning disabilities, elderly people with
age-related conditions such as Alzheimer’s disease,
drug addicted individuals, the physically disabled, and
those suffering with pain are the groups most benefit-
ing from music therapy (Kayne, 2009b). In the USA,
hospitals routinely utilize music therapy as a CAM
modality, and in particular it was found to reduce
patient stress and anxiety in the surgical waiting area
(Winter et al., 1994).

Biologically Based Therapies

The use of plants for medicinal purposes has been
practiced in many cultures and regions for thousands
of years (Saper, 2010). Herbal medicine, also referred to
phytotherapy, is the use of plant-based products for
prevention or treatment of disease (Keegan, 2001).
Botanical products are those that also include woody
plants where the main structure is comprised of wood.
Herbs, in contrast, grow from seed, dry up and fade
after the season’s growth (Keegan, 2001). Herb usage in
Europe is extensive with up to 40% of physicians in
France and Germany using them in their daily practices
(Keegan, 2001). Formal training on phytotherapy is
provided in medical schools in these countries and is
also a component of the training program for licensed
naturopaths. About 65% of herbs have positive health
benefits, promoting optimal health and reducing the
effects of chronic conditions (Keegan, 2001). Several
studies have indicated that ethnic groups in the USA
use more herbal medicine than Caucasians, and that
immigrants obtained them from pharmacists in their
own cultural community, home gardens, botanicas,
trips abroad, picking in the woods, ethnic stores, and
mail order (Gomez-Beloz & Chavez, 2001; Graham
et al., 2005; Mackenzie et al., 2003; Satow et al., 2009;
Tagintseva, 2005).

Manipulation and Body-Based
Therapies

The chiropractic system was founded in the USA in
1895 by David Daniel Palmer (Coulter, 1992). This
system is based on the premise that the spinal cord is
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central to well-being and fundamental for a healthy
nervous system (Hales, 2009). A misalignment of ver-
tebrae will result in pressure to be applied to the
spinal nerves, causing impaired functioning. By
adjusting the spinal vertebrae through manipulation,
the flow from the nerves to spinal column can be
restored. Other modalities such as massage, applied
kinesiology, X-rays, and magnetic resonance imaging
are also utilized. Research has indicated that chiro-
practic care helps relieve acute lower back pain, with
other ongoing research investigating its benefits for
menstrual cramps, headaches, and arthritic pain
(Hales, 2009). This is the most widely accepted type
of CAM among managed care health systems, with
licenses to practice issued by all 50 states in the USA
(Hales, 2009).

There are over 75 different types of massage, all with
common approaches such as manual manipulation of
muscles, ligaments, tendons, and other soft tissues
(Tarver, 2003). Massage has been an important thera-
peutic treatment for thousands of years with extensive
use in TCM and Indian Ayurveda, and later during
the Hellenistic and Roman Empire periods (Keegan,
2001). After a period of relative anonymity during the
Middle Ages, Per Henrik Ling (1776-1839) formulated
Swedish Massage to relieve pain, improve blood circu-
lation, and eliminate lactic acid buildup (Harden &
Harden, 1997; Keegan, 2001). It can benefit infants
and adults by reducing anxiety, depression, hyperten-
sion, and pain (Sarifino, 2008). Massage therapy con-
tinues to be an important component of TCAM in
Eastern and Western culture.

Yoga is an ancient modality derived from the religious
beliefs of the Indian religions and Buddhism (Kayne,
2009b). It is a Sanskrit word meaning union of the
mind, body, and spirit and is an intervention that
uses a combination of muscular activity, self-aware-
ness, and breathing to promote mental and physical
vitality (Collins, 1998; Kayne, 2009a). In Indian tradi-
tional medicine, yoga helps to prevent disease by
enhancing the flow of energy through the body,
keeping energy meridians open, calming the nerves,

as well as balancing the body, mind, and spirit
(Kayne, 2009a). In the USA, 20-30 million people
practice yoga (Jeng et al., 2011), however, in contem-
porary societies the emphasis for some becomes muscle
stretching, mental relaxation, and improving vitality
(Kayne, 2009b). Yoga is beneficial for a variety of
health issues such as geriatric depression, palliative
care, renal disease, and mental and sexual health
(Kayne, 2009b). Yoga alone, or in combination with
other therapies, decreases stress and tension (Kayne,
2009b), and is effective in reducing back and neck pain
(Jeng et al., 2011).

Energy Therapies

Biofeedback is a form of electromagnetic healing and
is used to empower the mind to take control of con-
scious and autonomic processes (Keegan, 2001). This
therapeutic modality provides light, sound, or
metered feedback on metabolic changes such as tem-
perature, blood pressure, heart rate, muscle tension,
and brain waves provided through the use of biomed-
ical sensors and instrumentation (Burton Goldberg
Group, 1997; Keegan, 2001). The theory underlying
this therapy is that as one becomes aware of auto-
nomic body functions (e.g., breathing, heartbeat,
bladder control),
repeated practice can be used to control physical
changes and psychological states. Biofeedback is also
used to teach individuals to become aware of physio-
logical responses associated with elevated emotional
states caused by stress or anxiety, in an effort to
achieve a more balanced inner state (Keegan, 2001;
Shealy, 1999). Disorders that are amendable to inter-
ventions by biofeedback and neurofeedback include
alcoholism, epilepsy, asthma, arthritis, attention def-
icit disorder, incontinence, irritable bowel syndrome,
and chronic pain (Sarifino, 2008). The Association of
Applied Psychophysiology and Biofeedback has
operated the Biofeedback Certification Institute of
America in order to establish and maintain profes-
sional standards for biofeedback services, to certify
qualified professionals, and provide citations for

meditative concentration and

research studies in support of these health claims
(Association of Applied Psychophysiology and Bio-
feedback, 2008).
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Other Therapies

Homeopathy was developed by Samuel Hahnemann
(1755-1843), a late eighteenth—early nineteenth cen-
tury German physician. In experimenting with qui-
nine, which was, at that time, a preferred treatment
for malaria, Hahnemann noted that it produced
symptoms similar to those associated with the disease
(Coulter, 1984). From this arose “The Law of Similars”
or the notion that “like could be used to cure like.” The
idea of ‘like curing like’ has been around from the time
of the ancient Greeks, and Hahnemann’s contribution
was a refinement of this basic idea (Coulter, 1984).
Through further refinement came the process of “prov-
ing.” In the process of “proving” a chemical compound
is ingested with careful note of its physiological and
psychological effects. These effects are then matched
with a disease whose symptoms are reproduced by
ingestion of the compound in a healthy person. The
compound, thus “proved” is used as the basis for treat-
ment of the matched disease. As Hahnemann contin-
ued to develop homeopathy, he asserted that the
smaller the dose of the compound the more powerful
its curative effects. Current homeopathic treatment
consists of the homeopathic practitioner taking an elab-
orate case history from the patient, noting all physical
and psychological symptoms no matter how seemingly
insignificant. The homeopathy then prescribes a
“proven” compound that matches the patient’s unique
symptoms. Today, there are over 5,000 compounds that
have undergone the process of “proving” and are used
to treat many types of illness (Coulter, 1984).

Naturopathy was formulated in Western culture using
only natural substances and techniques to treat illness;
it draws upon ancient healing remedies from China,
India, Greece, and Native American cultures (Lovellm,
2009; Shealy, 1999). Naturopathy is an eclectic combi-
nation of various “natural” treatments, for example,
herbalism, homeopathy, acupuncture, hydrotherapy,
massage, osteopathy, and chiropractic (Burton
Goldberg Group, 1997). What contributes to the natu-
ropathic modality is its commitment to a drug and
surgery-free, natural approach to holistic wellness,
encompassing positive thinking, a balanced diet,

detoxification, exercise, and healthy lifestyle habits. It
can encompass a wide range of treatments including
nutritional advice, herbs, homeopathic medicines, iri-
dology, reflexology, kinesiology, vitamins, and mineral
supplements (Twohig, 2008).

The Canadian Association of Naturopathic Doctors
(formerly Canadian Naturopathic Association) high-
lights six “principles of naturopathic medicine”
(Canadian Association of Naturopathic Doctors, 2010):

1. Primum Non Nocere — “do no harm.”

2. Vis Medicatrix Naturae — “recognize, respect, and
promote the self-healing power of nature inherent
in each individual human being.”

3. Tolle Causum — “strive to identify and remove the
causes of illness, rather than to eliminate or sup-
press symptoms.”

4. Doctor as Teacher — “the Naturopathic Physician
shall educate his/her patients, inspire rational hope,
and encourage self-responsibility for health.”

5. Treat the Whole Person — “treat each person by
considering all individual health factors and
influences.”

6. Health Promotion, the Best Prevention — “empha-
size the condition of health to promote well-being
and to prevent diseases for the individual, each
community, and our world.”

Health Care Systems

Despite the popularity of CAM, most health care
insurers in Western countries do not provide insurance
coverage for the full range of CAM products and ser-
vices (Tillman, 2002). Explanations put forth include:
(1) lack of scientific evidence to support medical effi-
cacy of the products, in contrast to conventional med-
icines that have undergone stringent clinical trials;
(2) practitioner training outside of accredited educa-
tional institutions; and (3) administrative difficulties
with existing health care billing and accounting systems
oriented toward diagnosis and treatment of underlying
pathology/disease (Tillman, 2002). In Australia, CAM
is regarded as health care practices that operate parallel
with but not part of the biomedical system, limiting
reimbursement to services such as acupuncture and
chiropractic (Bodeker et al., 2007; Twohig, 2008).
This differs from neighboring New Zealand which
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reimburses for services provided by Maori traditional
healers (Burford et al., 2007). In the USA, medical
insurers provide reimbursement for chiropractic, mas-
sage, and acupuncture through employee programs,
with limited support for other CAM services (Bodeker
et al, 2007). Canada’s health care system provides
reimbursement for a portion of chiropractic services,
(North, 2008) and regulates naturopathy and TCM in
only a small number of provinces (Andrews & Boon,
2005). In Europe, 22 countries provide full or part
coverage for a number of services comprising mainly
chiropractic, acupuncture, homeopathy, and massage
(Bodeker et al., 2007). In most cases, providers must
be registered allopathic physicians, or belong to pro-
fessional organizations (Burford et al., 2007). In China,
Latin America, India, and Africa biomedicine exists
along with traditional healing with efforts made to
facilitate access to both systems (Bodeker et al., 2005;
Burford et al,, 2007; Mkize, 2009; Zhao, 2009).
The provision of basic health services and mental
health services in these regions is underdeveloped in
rural locations, with traditional healing mainly prac-
ticed (Mkize, 2009; Zhao, 2009).

Japan’s traditional Kampo medicine is similar to
TCM in that the government provides coverage under
public health insurance (Nishimura et al., 2009). The
Chinese system issues licenses for TCM practitioners
separate from allopathic physicians, in contrast to the
Japanese system which licenses only biomedical West-
ern style trained physicians who prescribe Kampo med-
icines. The Japanese health care system has combined
the modern and traditional to form an integrated
health care system. Kampo education is provided in
all medical schools, more than 70% of physicians pre-
scribe in practice and hospital settings, and all tradi-
tional medicines are manufactured by pharmaceutical
companies (Nishimura et al., 2009).

Mass immigration from the European colonies to
Europe began after World War II in light of the eco-
nomic boom associated with post-war reconstruction
(Ben-David, 2009). This is in contrast to the
eighteenth, nineteenth, and early twentieth centuries
which saw widespread exodus of Europeans and
enslaved Africans to continents such as Australia and
North America (Gelfand, 1994; Roberts, 2009; Twohig,

2008). Today, the majority of immigrants to the USA
are from Latin America and Asia, followed by India and
Canada. Immigrants from India, Australia, UK, and
South Africa have the highest median household
income, while immigrants from Somalia and Latin
American the lowest (Roberts, 2009). Similarly, Mus-
lims comprise a large number of immigrants to Europe
with forecasts for increasing immigration from other
ethnic groups as well (Ben-David, 2009; Thachil &
Bhugra, 2009). Many of these newcomers will be refu-
gees, who left their home country due to fear of perse-
cution because of political, economic, or social
affiliation (MacDuff et al., 2010). Many obtain initial
health care from benevolent organizations and tradi-
tional healers’ during the early immigration period if
access to state provided health care is not available or
affordable (Bollini, 1992; Neumann & Bodeker, 2007).

While most TCAM therapies pose little or no safety
risk, consumption of some types of herbs poses a safety
risk from toxic effects, allergic reactions, contaminants,
and herb-herb or herb—prescription drug interactions
(Keegan, 2001; Tagintseva, 2005). Some argue that the
safety and efficacy of herbal medicine has been proven
over the centuries; however, others argue that this does
not take into account the advent of modern illnesses
such as AIDS, and the manner in which the public
uses herbal medicines today (Barnes, 2007). Areas of
concern that are put forth include the following:
(1) Climate conditions, harvesting, and storage of
some herbs can change from crop to crop, resulting in
varying strengths of the plants’ pharmacologic proper-
ties (Barnes, 2007; Bent & Ko, 2004; Saper, 2010).
(2) Inadequate regulation and monitoring of herbal
products. For example, the USA classifies herbal med-
icines as dietary products which are not subject to FDA
regulation (Hales, 2009; Tagintseva, 2005), and in other
cases herbs from China are marketed without having to
demonstrate quality and safety (Barnes, 2007). In
India, only a small percentage of Ayurvedic product
manufacturers belong to the manufacturing associa-
tion, resulting in medicines not controlled, supervised,
or inspected (Satow et al., 2009). In comparison, some
of the former Soviet bloc countries, the Japanese, and
some European countries regulate, test, and approve
herbal products for distribution in the same manner as
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pharmaceutical drugs (Keegan, 2001). (3) Herbal med-
icine and prescription drugs are frequently taken
simultaneously without guidance and counseling
from a health care professional or pharmacist (Barnes,
2007; North, 2008; Tagintseva, 2005).

Healthy adults are better able to metabolize herbal
medicines; however, there is increased risk associated
with these medicines for children, the elderly, and those
with chronic diseases (Crone & Wise, 1998). In partic-
ular, children and the elderly have reduced ability to
metabolize active agents, and those with chronic dis-
ease have reduced physiologic reserve (Barnes, 2007;
Crone & Wise, 1998). In the USA, ginseng, kava, vale-
rian, echinacea, garlic, St. Johns Wort, and ginkgo
biloba account for one-half of all sales of herbal med-
icines (Bent & Ko, 2004; Hales, 2009). Many of these
herbs have documented reports of interactions, such as
echinacea in combination with anabolic steroids, and
perioperative bleeding associated with ginkgo biloba
and saw palmetto (Hales, 2009; Saper, 2010). Another
example is valerian, used for medicinal purposes by the
ancient Greeks, and in recent times to treat anxiety
(Yager et al., 1999). Under certain conditions it has
the potential to interact with conventional psychophar-
macologic drugs (Yager et al., 1999).

Adults have the ability to choose from a wide range
of TCAM for themselves, and this right is exercised by
many immigrants who frequently utilize alternative
care that reflects their cultural heritage (Dudley,
2004). However, parental rights to insist on TCAM
together with or instead of biomedicine to treat their
acutely ill minor children may not be deemed to be in
the best interest of the child, and may be overruled by
the courts. This originates from child abuse reporting
laws passed in the USA which included medical neglect
in the definition of child abuse. Inevitably tension is
bound to exist when parents feel that TCAM is the
appropriate care for their child, but the state deter-
mines that such care would be inadequate or detrimen-
tal (Dudley, 2004). Further challenges exist because
of a lack of statistical success rates with many forms
of TCAM, inhibiting the courts from assessing the risks
and benefits for the different treatment options. Some
health professionals now advocate for a shared under-
standing approach with regards to the use of biomed-
icine and TCAM, which will enable a more positive
outcome for children (Dudley, 2004).

Health Services

A National Health Survey conducted in Canada during
the 1990s indicated that new immigrants were healthier
with many fewer chronic conditions as compared to
Canadian-born citizens (Barimah & van Teijlingen,
2008). However, with increasing years of residency,
the prevalence of chronic conditions among immi-
grants reached levels similar to the Canadian-born
(Barimah & van Teijlingen, 2008; Chen et al., 1996).
The Canadian study classified immigrants into “Euro-
peans” and “non-Europeans,” with the former includ-
ing those from Europe, USA, Australia, and New
Zealand, and the latter from all other countries (Chen
et al., 1996). The non-European group recorded much
higher levels of chronic conditions than the European
group. Difficulties speaking a new language and prob-
lems acculturating to Western culture all contributed to
poor adjustment in the host country. This is in contrast
to immigrants of European origin, who more often
speak the host languages and are acclimated to Western
culture (Barimah & van Teijlingen, 2008). For example,
Chinese immigrants attributed their onset of illness to
underemployment, while factors such as inadequate
housing, social status, and discrimination have been
highlighted in other studies (Barimah & van Teijlingen,
2008; Thachil & Bhugra, 2009). Many immigrants will
be accustomed to traditional healing practices, and will
look for outlets in their host countries to continue with
these traditions, especially for mental health concerns
(Tagintseva, 2005; Thachil & Bhugra, 2009; Zhao,
2009). Patients felt that the encounter provided them
with a comfort zone, where they feel relaxed, without
having to reveal explicitly their mental health problems
(Zhao, 2009). In addition, more severe difficulties
adjusting to host countries arise from refugees who
have fled their home country to escape persecution
(MacDuff et al,, 2010). In many cases they will be
traumatized and used to predominantly traditional
healing practices with internalized majico-religious
beliefs, world views, and illness constructs different
from Western-trained doctors (Neumann & Bodeker,
2007). The provision of traditional healers who have
compatible world views, language, interaction styles,
and belief systems may be the most appropriate, safe,
and sensitive non-acute medical care for refugees
at the point of first contact with their host country
(Neumann & Bodeker, 2007).This will help avoid
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situations in which application of biomedical care
resulted in false diagnosis and inappropriate care for
refugees from Asia and Africa (Neumann & Bodeker,
2007).

Depression and anxiety are two of the leading indi-
cations for using TCAM worldwide (Thachil & Bhugra,
2009). Research from the UK has indicated that immi-
grants with mental health problems use both biomed-
ical and traditional medicine, with increasing usage of
biomedicine as they acculturate in the host country
over time (Thachil & Bhugra, 2009). This pattern is
similar with Chinese immigrants; however, if they
had minor mental health problems, TCAM was the
preferred choice (Choi & Kim, 2010; Zhao, 2009).
Herbal medicines in the UK are taken to treat
acute and chronic conditions such as cancer, AIDS,
multiple sclerosis as well as gastrointestinal problems,
arthritis, heartburn, constipation, and menopause
(Gomez-Beloz & Chavez, 2001; Satow et al., 2009).
Better physical and mental health reduced the use of
herbal treatments (Lai & Chappell, 2007), whereas
poor health status increased the use of herbal medicine
for both prevention and treatment of illness
(Tagintseva, 2005).

There were also differences in use of TCAM within
cultural groups, reflecting divergent health beliefs.
Health professionals need to consider that individual
health beliefs are more likely to be the determining
factor for the use of TCAM, rather than cultural affil-
iation (Lai & Chappell, 2007). Factors that had an
impact on this were cost, accessibility, type of illness,
quality of the TCAM practitioner, and the success rate
of TCAM in treating the problem or illness (Barimah &
van Teijlingen, 2008). Some people also choose not to
use TCAM because they are unwilling to follow the
lifestyle and diet changes that comprise most treatment
plans (Barimah & van Teijlingen, 2008; North, 2008;
Tagintseva, 2005).

Combining both TCAM and biomedicine simulta-
neously is widespread and applicable to many immi-
grant groups such as Ghanaians and Chinese in
Canada, Jewish and Arabs in Israel, Russians, Latinos
and Indians in the USA (Barimah & van Teijlingen,
2008; Ben-Ayre et al., 2009; Gomez-Beloz & Chavez,
2001; Lai & Chappell, 2007; Satow et al., 2009;
Tagintseva, 2005). One precipitating factor behind
this is that when whole medical systems such as TCM

and Indian Ayurveda are practiced outside of their
origins, not all components of TM may be retained,
and they tend to become CAM once incorporated in
Western countries (Bodeker et al., 2007; North, 2008).
For example, traditional elements of Indian Ayurveda
such as diet, social and cultural elements are modified
to be more compatible with Western palate and context
(Bodeker et al., 2007; Burford et al., 2007; Selby, 2001;
Satow et al., 2009; North, 2008). One other significant
finding is that patients may not tell their health care
providers about their use of TCAM, and patient
records are not always updated when disclosure has
been made (Barnes, 2007; Golomb et al., 2003;
Gomez-Beloz & Chavez, 2001; Lovell, 2009; Satow
et al.,, 2009). The rates of non-disclosure have been
found to be particularly high among Asians, Hispanics,
and African Americans, necessitating the need to be
proactive in investigating TCAM use among immigrant
and minority patients (Graham et al., 2005). In a study
of immigrant children being treated at a stroke clinic,
more than 50% were reported to be using herbs and
medications which had potential to affect coagulation
and inhibit platelet activity (Golomb et al., 2003).

Maternal Health

Some of the more commonly experienced health
problems particular to many immigrant women
include cardiovascular disease, breast cancer, arthritis,
menopausal symptom, osteoporosis, major depres-
sion, migraine headaches, and reproductive system
issues (Murphy et al., 1999). Many health problems
could be amenable to TCAM, however, there is a lack of
well-organized evidenced-based studies among immi-
grant women (Adams et al., 2009; Checa et al., 2005). It
is impractical to consider all immigrant women as
a homogenous group, as each individual has unique
social, cultural, and religious influences as well as
beliefs, attitudes, and health practices that determine
how they view and cope with, for example, pregnancy
and child bearing (Checa et al., 2005).The pain and
discomfort associated with menstruation, pregnancy-
related complaints, labor preparation, and menopause
are often the triggers that lead women to utilize alter-
native forms of health care to manage symptoms, espe-
cially when these negatively impact their quality of life
(Adams et al., 2009; Murphy et al., 1999). Some of the
more common TCAM practices in pregnancy include
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acupuncture/acupressure,
yoga, homeopathy, and chiropractic care (Adams
et al., 2009). Other commonly used methods of
TCAM were vitamins, nutritional supplements, and
herbal medicine (Chaves et al., 2010).

Postpartum depression (PPD) is another pressing
immigrant women’s health issue with approximately
12-14% of women at risk to develop PPD (Fonte &
Horton-Deutsch, 2005; Fung & Dennis, 2010). Expo-
sures to stressful life events, immigration, inadequate
social support, and poor housing are significant pre-
dictors for PPD in immigrant women (Fonte &
Horton-Deutsch, 2005; Page, 2004). Among Pakistani
immigrant women living in Norway, the prevalence of
PPD was 7.6%, reported to be lower than elsewhere in
the world (Bjerke et al., 2008). In contrast, Asian Indian
immigrants in the USA presented with symptoms of
PPD similar to Caucasian women (Goyal et al., 2005).

Mexican immigrants have better birth outcomes as
compared to US-born women, especially regarding
low-birth-weight in infants (Page, 2004). Page has
suggested that many Mexican women who emigrated

aromatherapy, massage,

with family and friends share housing, and have access
to significant social support, including neighboring
family and friends. Religion and prayer for health
were significant predictors of a positive attitude toward
pregnancy,
stressors, and ensure healthier outcomes for their
babies (Page, 2004). Prayer and meditation were also
important forms of TM that immigrant Muslim
women desired for their PPD therapy sessions as they
provide a connection with Allah, increase self-aware-
ness, lessen anxiety, and promote better mental health
(Fonte & Horton-Deutsch, 2005).

Herbal medicines are commonly used for women’s
reproductive health issues, including menstrual prob-
lems and infertility, morning sickness, labor prepara-
tion, and menopause (Beal, 1998). Ginger is one
common effective herbal treatment used for nausea
and vomiting during pregnancy (Adams et al., 2009;
Zoorob et al., 2010). Other herbs commonly used were

providing ways to lessen emotional

ginger, raspberry leaf, and enchinacea (Adams et al.,
2009). Although herbs and nutritional supplements are
commonly used among women, minimal data exist
with regards to the safety and efficacy for the fetus or
the mother (Chaves et al.,, 2010). There is a pressing
need to assess how consumption of herbs affects

women’s health and consequences for fetal growth
and development (Murphy et al., 1999).

Acupuncture and acupressure are two common
forms of TCM used for pain relief. Reduction in pain is
linked to the release of serotonin and endorphins during
stimulation from the acupoints (Zoorob et al., 2010).
Acupuncture has been used for centuries as TCM for
fertility improvement in China (Zoorob et al., 2010)
and pain relief during delivery (Kvorning et al., 1998).
Research conducted in Sweden using acupuncture dur-
ing labor and delivery indicated that it is a less invasive
analgesic method for pain relief, is cost-efficient, easy
to apply, with a low incidence of side effects. This was
a popular form of therapy, with 94% of the participants
indicating that they would consider acupuncture for
their future deliveries (Kvorning et al., 1998).

Men’s Health

A qualitative study of Korean male immigrants in
Australia found that if they were seeking asylum,
Chinese or Indian doctors were preferred for tradi-
tional medicine (Han, 2000). Use of herbal medicine,
ginseng, nutritional tablets, royal jelly, aloe, deer ant-
ler, and acupuncture were commonly used for illness
prevention, with one participant indicating he used it
to enhance his libido. Some men indicated that they
felt fatigued and had no time, and so consequently
were neglecting their health, only visiting a doctor
when they were seriously ill. However, once they
obtained immigrant status, they would evaluate
their state of health before deciding whether to use
a biomedical doctor or TCAM (Han, 2000).

Studies of men who are HIV-positive in the USA
found that the majority of participants were using
some form of TCAM, alongside Western medicine
(Jernewall et al., 2005). Among gay and bisexual Latino
men, those using traditional Latino medicine and plant-
based remedies had the highest rates of non-adherence
to their medical treatment. This is particularly alarming
as lower adherence correlates with increased disease
progression. Providing access to some form of CAM
such as acupuncture in the same location as their med-
ical treatment facilitated better adherence to the medical
regime. This same study indicated that acupuncture,
massage, meditation, and herbs were the most com-
monly used TCAM therapies among this population
group (Jernewall et al., 2005).
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Prostate cancer is the second leading cause of death
from cancers among men. Mortality rates are twice as
high among African men as Caucasian men (Jones
etal., 2007). A qualitative study of older African Amer-
ican men in the USA indicated that prayer for health,
herbs, and meditation were the most commonly used
forms of TCAM. Almost all of the men interviewed
believed that prayer for health was an effective coping
mechanism, and helped to reduce the stress associated
with cancer. In particular it was a form of relaxation
and was beneficial in gaining peace of mind. Most
participants thought that prayer should be a compli-
ment to their biomedical treatment, not a replacement
(Jones et al., 2007).

Gender and Health

Some studies have indicated that there are no differences
between males and females in their use of TCAM, with
both parties wanting more control over their health
(Satow et al., 2009). Other studies indicate that men
use more acupuncture and chiropractic in contrast to
females who use more herbal medicine, mind-body
techniques, body movement, and prayer (Hales, 2009).
A study of Chinese immigrants indicated that women
used more TCAM than men, however, there were no
sex differences in the use of biomedicine (Choi & Kim,
2010). Similarly, a study in Israel indicated that women
used more CAM than men, especially body movement
therapies (Ben-Ayre et al., 2009).This same study also
found that among Jewish and Arab women there were
significant differences. The Arab women used more
traditional and herbal medicine in contrast to the Jew-
ish women who used more CAM therapies such as
meditation, chiropractor, body movement, and home-
opathy (Ben-Ayre et al., 2009). Prayer for health pur-
poses is one of the most utilized forms of TCAM, with
use by African American women significantly higher
than all other ethnic women, reflecting the degree of
importance that they attach to spirituality as part of
their approach to health (Graham et al., 2005).

In a global context, indications are that women are
significant users of TCAM, which may also mirror their
greater usage of health services in general (Bodeker &
Burford, 2007). Our findings suggest that further inquiry
and research are needed to understand, first, how TCAM
can be used for immigrant men, women, boys, and girls
to promote and/or restore their health (Bodeker &

Burford, 2007), and second, how this knowledge can
be used by health care systems in a constructive way to
improve population health, and garner effective and
efficient usage of health care services.

Conclusion

The vast majority of immigrants adopt a “mix-and-
match” approach to their health care needs, with indica-
tions that this trend will continue for the foreseeable
future (Barimah & van Teijlingen, 2008). Various
authors have indicated that TCAM is sought for chronic
conditions, when biomedicine is perceived to be inap-
propriate or ineffective (Lai & Chappell, 2007; North,
2008). Other authors have indicated that for health care
systems to be patient-centered, consideration of TCAM
should be part and parcel of culturally competent care
(Leonard, 2001; Mackenzie et al., 2003).

Practitioners and patients have overwhelmingly
indicted that there should be regulation to protect
consumers from under-qualified TCAM practitioners
(Gadit, 2007; North, 2008). For example, in Karachi,
Pakistan, there are approximately 400 shamans who
treat mental health problems among a significant per-
centage of the population, partly due to limited num-
bers of available psychiatrists (Gadit, 2007). There is,
however, little collaboration between shamans and psy-
chiatrists, with the lack of licensing and regulation of
shamans a strong deterrent to an integrative mental
health system in Pakistan (Gadit, 2007).

It is interesting to note that from all of the various
articles and studies we examined throughout this
entry, it is apparent that at least among developed and
transitional continents and countries, TCAM is used to
“complement” biomedicine, rather than become an
“alternative” to biomedicine. Finally, we endeavored to
cover many forms of TCAM. However, there are others,
and some of these are described in the references, and in
the suggested readings and websites.

Resource Organizations/Institutions

Center for Addiction and Alternative Medicine
Research (CAMMR)

University of Minnesota Medical School

914 S 8th Street, Suite D917

Minneapolis, MN 55404
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Thomas J. Kiresuk, PhD, Principal Investigator
Contact: Tacey Ann Boucher
e-mail: caamr@winternet.com

Complementary and Alternative Medicine Program at
Stanford University (CAMPS)

730 Welch Road, Suite B

Palo Alto, CA 94304-1583

William L. Haskell, PhD, Principal Investigator

Contact: Ellen DiNucci, MA

Contact: dinucci@scrdp.stanford.edu

Web: http://scrdp.stanford.edu/camps.html

Center for Alternative Medicine Research in Asthma,
Allergy, and Immunology

University of California at Davis

TB 192 Division of Rheumatology-Clinical

Immunology

Davis, CA 95616

Eric Gershwin, MD, Principal Investigator

Judith Stern, ScD, Co-Director

Department of Nutrition

3150B Meyer Hall

One Shields Avenue

Davis, CA 95616—-8669

Contact: camra@ucdavis.edu

http://www-camra.ucdavis.edu

University of Texas Center for Alternative Medicine
Research
P.O. Box 20186
Houston, TX 77225
Principal Investigator: Mary Ann Richardson,
DrPH
Contact: Jason Cabot (general information)
Nancy Russell, MPH (research information)
e-mail: UTCAM@chprd.sph.uth.tmc.edu
Web: http://www.sph.uth.tmc.edu/utcam

Complementary and Alternative Research Center
University of Michigan at Ann Arbor
1500 East Medical Center Drive
Ann Arbor, MI 48109-0344

Principal Investigator: Steven Bolling, MD
Co-Principal Investigator: Sara Warber, MD

Consortial Center for Chiropractic Research
741 Brady Street
Davenport, IA 52803-5260
William Meeker, DC, MPH
Contact: info@c3r.org
Web: http://www.c3r.org

Center for Alternative Medicine Research at Beth Israel
Hospital
Deaconess Medical Center
330 Brookline Avenue
Boston, MA 02115
David Eisenberg, MD, Principal Investigator
Collaborative Research: Debbie Fischer
Information Systems: Robb Scholten
Contact: camr@bidmc.harvard.edu
Web: www.bidmc.harvard.edu/medicine/camr

Bastyr University AIDS Research Center
14500 Juanita Drive NE
Bothell, WA 98011
Leanna Standish, ND, PhD, Principal Investigator
Contact: Cherie Reeves, MS, Center Manager
Contact: cherie@bastyr.edu
Web: www.bastyr.edu

NCCAM Center Area of Special Focus

Center for Alternative Medicine Pain Research and

Evaluation

Kernan Hospital Mansion

2200 Kernan Drive

Baltimore, MD 21207

Brian Berman, MD, Principal Investigator

Tele: 410-448-6871

Contact: bberman@compmed.ummc.ab.umd.edu

Web: www.compmed.ummc.ab.umd.edu
University of Virginia Center for the Study of Comple-
mentary and Alternative Therapies
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UVA School of Nursing

McLeod Hall, 15th and Lane Street

Charlottesville, VA 22903-3395

Ann Gill Taylor, EdD, Principal Investigator
Contact: jeo8n@virginia.edu

Web: www.med.virginia.edu/nursing/centers/alt_
ther.html

Pediatric Center for Complementary and Alternative
Medicine
University of Arizona Health Science Center
1501 North Campbell Avenue
Tucson, AZ 85724-5073
Principal Co-Investigators:
Fayez Ghishan, MD (Children’s Research Center)
Andrew Weil, MD (Program
Medicine)
Telephone: 520-626-7217
Fax: 520-626-7176

in Integrative

Center for Research in Complementary and Alternative
Medicine for Stroke and Neurological Conditions
Stroke and Neurological Disorders
Kessler Medical Rehabilitation Research and Edu-
cation Corporation (KMRREC)
1199 Pleasant Valley Way
West Orange, NJ 07052
Samuel Schiflett, PhD, Principal Investigator
Contact person: Nancy E. Schoenberger, PhD
Contact: schoenbe@umdnj.edu
Web: www.umdnj.edu/altmdweb

Center for CAM Research in Women’s Health
Columbia University College of Physicians and
Surgeons
630 West 168th Street, Box 75
New York, NY 10032
Fredi Kronenberg, PhD, Principal Investigator
Contact: wade@columbia.edu
Web: http://cpmcnet.columbia.edu/dept/rosenthal/

U.S. Department of Agriculture. http://probe.nalusda.
gov. Free access to records on taxonomy and use of
herbs

NAPRALERT. College of Pharmacy, University of Illi-
nois at Chicago
http://www.pmmp.uic.edu
Scientific articles on pharmacology of plants
(requires a subscription fee plus search fee)

Herb Research Foundation. http://www.herbs.org
Private library of papers covering botanical issues
(fee for searching plus a per-page charge)

MANTIS (formerly CHIROLARS). http://www.
healthindex.com
Database of natural and alternative medicine com-
piled by Health Index, including chiropractic, oste-
opathic, homeopathic, medical
literature

IBIS: The Interactive BodyMind Information System
Integrative Medical Arts Group, Inc.
http://www.Integrative-Medicine.com/
IBIS@Integrative-Medicine.com
Phone: 503-526-1972
Fax: 503-643-4633

and manual
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Introduction and History

Culture-specific diagnoses, also referred to as culture-
bound syndromes, ethnic psychoses, and atypical
culture-bound reactive syndromes, have been studied
since the early eighteenth century. Culture-specific diag-
noses encompass a diverse group of illnesses whose
syndrome constellations are unique to certain cultural
groups. While general medical conditions which localize
to certain geographic regions or genetic groups have been
historically included with the culture-specific diagnoses,
the term is now primarily used to refer to mental health
conditions. Culture-specific diagnoses are distinct from
idioms of distress. Idioms of distress are a culturally
unique presentation of coping with and expressing
negative experiences and emotions (Kirmayer &
Young, 1998). Idioms of distress are most commonly
manifested as somatization with the body system and
form of physical manifestation of the emotional dis-
tress varying by culture. Knowledge of both culture-
specific diagnoses and idioms of distress is important
in order to recognize treatment needs in immigrant
populations whose culture-based illness presentations
may vary from the native population.

A review of the terms race, ethnicity, and culture is
helpful in the study of culture-specific diagnoses. The
United States Department of Health and Human Ser-
vices defines culture broadly as a common heritage or
set of shared beliefs, norms, and values. Culture can be
defined anthropologically as a system of shared under-
standing or meaning. Cultural beliefs are not static over
time, but shift with changing moods and attitudes
(Mental Health: Culture, Race, and Ethnicity A
Supplement to Mental Health: A Report to the Surgeon
General. Department of Health and Human Services,
1999). Additionally, one’s own cultural identification
can also change over time. Immigrants to a new coun-
try can slowly alter their own cultural identity to reflect
their new home. The term race is defined in a report to

the United States Surgeon General not as a biological or
genetic category, but rather a social categorization that
is defined by the culture itself. Ethnicity, on the other
hand, is a common set of historical experiences, rites,
and shared language. While individuals of the same
racial or ethnic group may consider themselves a part
of the same culture, this is not always the case and
should not be assumed.

As early as the eighteenth century scientists were
identifying differences in illnesses based on the geo-
graphic origin of the sufferer. In 1733, George Cheyne,
a Scottish physician practicing in England, wrote of
disorders which he felt were more common amongst
the English in The English Malady (Cheyne, 1733). He
attributed these disorders of low spirit, nervous dis-
tempers, melancholy, and hypochondria to the cul-
tural factors of poor diet, “manner of living,” and
geographic factors including weather. By the late nine-
teenth century, the now famous Malaysian-specific
disorders of amok and latah were identified by
W. Gilmore Ellis (Prince & Tcheng-Laroche, 1987).
In the 1950s and 1960s, P.M. Yap, a psychiatrist based
at the Hong Kong University, wrote several papers
examining these phenomenon commonly referred to
at the time as “peculiar” (Tseng, 2006). He went through
several descriptive terms for these illnesses and finally
settled on the now commonly used term culture-bound
syndrome in 1967. New disorders continued to be
reported as mental health practitioners traveled to
other lands, finding what they perceived to be unusual
symptom constellations and “folk remedies.” In the
1970s and 1980s, there was an emphasis on the
subgrouping of disorders and ways to conduct empir-
ical studies comparing and contrasting disorders across
cultures. By the 1990s, culture-specific diagnoses began
to decrease somewhat in relevance as more emphasis
was placed on cultural sensitivity and consideration in
all facets of psychiatric diagnosis and treatment.
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Because of the clinical similarities between certain
culture-specific disorders, there has been a push to
classify these diseases by their constituent behaviors
(Simons & Hughes, 1993). A grouping of symptomat-
ically similar culture-specific diagnoses was first
referred to as a taxon by Ronald C. Simons, and the
concept quickly spread (Simons, 1985). Sorting the
culture-specific diagnoses into sets was meant to facili-
tate an appreciation of the similarities of distinct disor-
ders. These groupings also served to facilitate easier
study of the disorders with less distraction by the
confounding influence of the foreignness of the given
culture. Taxa (plural of taxon) allow for reconciliation of
what are referred to as “orphan cases,” in which typical
presentations of culture-specific diagnoses occur in
other cultures. Simons suggested the following taxa:
genital retraction, sudden mass assault, running, fright,
startle matching, sleep paralysis, and cannibal compul-
sion. By arranging the culture-specific diagnoses in this
manner, scientists can better study etiology and under-
lying psychological processes in related disorders. In the
future, this may also allow for the study of genetic or
neuro-imaging data.

The World Health Organization’s International
Classification of Diseases 10th edition (ICD-10)’s Clas-
sification of Mental and Behavioural Disorders (World
Health Organization, 1992), used by most European
countries, does not include culture-specific diagnoses
as diagnostic criteria. The authors instead cite the
dwindling interest in a separate category for such dis-
eases and the lack of “sound descriptive studies, pref-
erably with an epidemiological basis.” The authors go
on to suggest that these disorders can be considered
local variants of existing mental disorders within the
ICD-10 and, therefore, should be coded accordingly
with additional notation as to the nature of the cul-
ture-specific disorder involved and any feigning of
symptoms or attention-seeking behaviors observed.

The Diagnostic and Statistical Manual — 4th Edition,
Text Revision (DSM-IV-TR) (American Psychiatric
Association, 2000) includes a glossary of culture-
bound syndromes. In the introduction, the authors
define culture-bound syndromes as “recurrent, local-
ity-specific patterns of aberrant behavior and troubling
experience that may or may not be linked to a particular
DSM-IV-TR diagnostic category.” The manual goes on

to explain that culture-bound syndromes are localized
to a specific society or culture and “frame coherent
meanings for certain repetitive, patterned, and trou-
bling sets of experiences.” The DSM-IV-TR lists 25 of
the most commonly encountered culture-bound syn-
dromes in North American mental health practice.

Review of Culture-Specific Diagnoses

Over 200 disorders have been identified as being cul-
turally specific. Many syndromes have multiple names
in different languages, and there is a great degree of
overlap between certain disorders (Simons & Hughes,
1993). Some disorders have fallen out of favor over the
years. The following represents the most common and
most studied culture-specific diagnoses arranged by
geographic area.

Africa/Middle East

Dr. Anitta Juntunen wrote in 2005 about the baridi
syndrome among the Bena people of Tanzania
(Juntunen, 2005). Through interviews with the local
people, she was able to identify the signs and symptoms
of this disorder as consisting of feelings of restlessness,
fatigue, drowsiness, lack of appetite, and general feel-
ings of illness. Advanced baridi was identified by joint
deformity, extremity weakness, and mental distur-
bances. The Bena consider baridi to be caused by acting
against the interests and norms of the tribe, being
disobedient or critical of elders, neglectful in familial
duties, using slanderous or insulting language, or
breaking sexual taboos. Treatment is in the form of
a return to cultural norms by apologies, gifts, and
herbal remedies under the direction of a healer.

The DSM-IV-TR defines boufée délirante as a French
term used to refer to a sudden outburst of agitation
seen in West Africa and Haiti (American Psychiatric
Association, 2000). There is typically irritable behavior,
confusion, and psychomotor agitation. Hallucinations
and paranoia may be present, causing a presentation
similar to the DSM-IV-TR’s Brief Psychotic Disorder
(American Psychiatric Association).

Johnson-Sabine and his colleagues reviewed dis-
charge diagnoses of all patients discharged over
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a 4-year period in a Paris psychiatric hospital
(Johnson-Sabine et al., 1983). They found that boufée
délirante represented between 2% and 12% of all diag-
noses in the 30 cases which they reviewed. When they
compared the individuals who had been diagnosed
with boufée délirante with those diagnosed with affec-
tive psychosis or schizophrenia, they found that the
boufée délirante group was more likely to have been
born outside of France and of foreign parentage, and
that 40% had lived in France for less than 5 years.

Brain fag is listed in the DSM-IV-TR as a West African
disorder typically affecting high school and university
students (American Psychiatric Association, 2000). In
response to academic pressures, students or others who
work in academic fields experience an inability to con-
centrate, comprehend, read, or recall information,
physical sensations of numbness or tingling, emotional
presentations of sadness, irritability, or anxiety, or
impaired sleep (Jegede, 1983). Individuals can have
other somatic symptoms which focus on the head and
neck and include muscle tension, pressure, pain, burn-
ing sensations, and blurry vision (American Psychiatric
Association, 2000) or physiological disturbances of
palpitations, tremor, weight loss, or breathing difficul-
ties (Jegede, 1983).

Jegede studied 382 secondary school students in
Ibadan, Nigeria, to see how common symptoms of
brain fag were (Jegede, 1983). He found that the preva-
lence of symptoms ranged from 48.9% of boys and 45.6%
of girls experiencing “heat in body” to 96.4% of boys
experiencing headache and sleeping difficulties, and
98.9% of girls experiencing “crawling in body.” In 231
third year university students, he found frequencies rang-
ing from 7.36% of students experiencing headaches to
65.37% experiencing “crawling feeling in the body” and
67.53% experiencing “heat in the head.” Jegede concluded
that the symptoms commonly thought of as brain fag
actually constitute not one disease entity, but multiple,
with different etiological factors.

The DSM-IV-TR states that zar is a term used in several
North African and Middle Eastern societies to refer to
the possession of an individual by spirits (American
Psychiatric Association, 2000). According to Grisaru,

the word zar is Amharic and is a derivation of a pagan
deity (Grisaru, Budowski, & Witztum, 1997). Women
are particularly at risk for this condition which can be
precipitated by physical ailments, infertility, or bore-
dom. Individuals who have been affected typically pre-
sent in a dissociative state. They may cry out, sing,
laugh, shout or bang their heads. Longer possessions
can be marked by withdrawal, and refusal to eat, drink,
or carry out daily responsibilities (American Psychiat-
ric Association). The village gathers in support of the
afflicted and feasts and gifts are given to the possessing
spirit to appease it. Many cultures do not see such
behavior as abnormal. Grisaru found that some people
experiencing zar actually find the experiences pleasur-
able and desirable (Grisaru et al., 1997).

Psychotic episodes of genital theft and retraction, similar
to the Asian culture-bound syndrome koro, have been
reported in Africa. Charles Mather (Mather, 2005)
describes the case of an individual in Ghana who accused
a stranger of genital theft. Cameroon, Nigeria, Gambia,
and the Ivory Coast have all experienced mob lynchings
of those suspected of removing men’s genitalia. In some
parts of West Africa, the victims have been females with
perceived shrinkage of breasts and changing or sealing off
of the vagina. There have been several mass hysteria-like
episodes in which several people in the same village or
town are affected and frequently take justice into their
own hands through violence. Some explain these experi-
ences as the impact of juju or witchcraft (Dzokoto &
Adams, 2005).

Asia

Amok is a dissociative episode characterized by
a period of brooding, followed by an outburst of vio-
lent, aggressive, or homicidal behavior directed at peo-
ple and objects, according to the DSM-IV-TR
(American Psychiatric Association, 2000). Episodes
are also often accompanied by persecutory ideas,
automatism, and amnesia. The violent acts are usually
followed by exhaustion and a return to one’s
premorbid level of functioning. This disorder appears
to come from Malaysia, but similar behaviors have also
been observed throughout Southeast Asia. Countries



52

Culture-Specific Diagnoses

including Indonesia, Laos, Philippines, Polynesia,
Singapore,
Thailand, all have documented cases of amok. The
first documented case came from Captain Cook in
1770 when he toured the Malaysian archipelagos
(Haque, 2008).

The term amok is a Malaysian word meaning to
engage furiously in battle and is also known amongst
the Malay as matagelap, which literally means black
before the eyes (Gaw & Bernstein, 1992). It is also
the origin of the English phrase “running amok”
(“Culture-Bound Syndromes,” n.d.). Some historians
believe that amok dates back to ancient Indian warriors
entering into a trance before battle. This hypnotic state
allowed them to engage in combat without trepidation.
These early warriors likely passed on their knowledge to
the Malay people. Early Malay fighters would scream
“amok” on the battlefield and with the knowledge of
their predecessors they would fight without registering
fear or pain. Malay fighters were instructed to engage in
“fanatical charges, indiscriminant slaughter, and

Papua New Guinea, Sumatra, and

refusal to surrender” (Carr, 1978). Once Islam arrived
to the islands, cases of amok were blamed on acts of
religious fanaticism. Speculation exists that episodes
were actually suicide attempts disguised as violence
towards others. However, doubters argue that the
Islamic faith opposes suicide and Malaysia is known
to have one of the lowest suicide rates in the world.
Nevertheless, one psychodynamic approach views
amok as a projection of rage or an act against society
instead of against oneself. Some of the folklore of
Malaysia attributes cases of amok to evil spirits
possessing an individual’s body and forcing him or
her to engage in violent acts. Other tales portray
amok as a culturally sanctioned means of expression.
It is a vehicle for aggression in a society that encourages
social responsibility and repression of anger.
Currently, the typical sufferer of amok is a male who
has suffered a loss or has undergone a perceived insult.
He is young to middle aged, isolated from his family
and home, poorly educated, and from a low socioeco-
nomic class. Others often describe the afflicted as quiet
and withdrawn, but not uncommonly there exists
a history of behavior problems, including immaturity,
impulsivity, mood lability, and lack of accountability.
Although isolated cases exist, most cases occur follow-
ing exposure to similar behavior in others. Some

theorists describe amok as a “transmittable” illness
and argue in favor of a social learning process as the
necessary ingredient for manifestation. Epidemic pat-
terns usually emerge during times of political, eco-
nomic, or sociocultural discord. Previously, the Malay
people viewed amok as a mental illness, and the
pengamok, or perpetrator, was felt not to be responsible
for his acts of violence. However, amok episodes are
now considered crimes and carry the potential for
punishment by death. Interestingly, when the Malay
culture shifted political views and amok became
a crime as opposed to a mental illness, the number of
cases declined. Now amok is considered to be a rare
phenomenon, even though documented cases do still
exist.

According to the DSM-IV-TR, latah is a hypersensitiv-
ity to sudden fright (American Psychiatric Association,
2000). It is a trance-like syndrome characterized by an
extreme response to startling stimuli which is often
accompanied with echopraxia, echolalia, command
obedience, and dissociative behavior. Latah usually
affects middle-aged women of Malaysian descent.
Although it is thought to have originated in Malaysia,
this disorder has actually been identified in many parts
of the world. A symptomatic individual will typically
demonstrate hyperfocused attention, defensive postur-
ing, coprolalia, mimicry, and an extreme suggestibility
that generally absolves them of any responsibility for
their actions. Any attempts to control them are usually
met with resistance. When startled, these individuals
will drop or throw objects held in the hand and often
will start to utter obscenities. Onlookers frequently find
the behaviors amusing and victims may be intention-
ally startled for the enjoyment of others. Many scholars
do not consider latah to be an illness, but instead view it
as a culture-specific reaction to the innate startle reflex.

The DSM-IV-TR (American Psychiatric Association,
2000) defines koro as an episode of sudden and intense
fear that the penis (in females, the vulva or nipples) will
retract into the body and possibly cause death. This
syndrome is typically found in south and east Asia and
is identified by a number of local terms. Despite the
majority of cases being grouped in the East, there are
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documented cases in non-Asian patients as well, lead-
ing to controversy over the true nature of the disorder.
Popular belief states that the word koro is derived from
the Malay word for tortoise, kuro, since the tortoise can
retract its head into its shell. Koro consists of percep-
tual, cognitive, and emotional disturbances (Buckle,
Chuah, Fones, & Wong, 2007). The misperception
that the body part is receding into the body and sub-
sequent cognitive distortion that this will cause death,
ultimately leads to intense feelings of anxiety and
panic. Koro exists in both epidemic proportions and,
more rarely, as isolated occurrences. One researcher
compiled a list of cases and only uncovered 19 individual
episodes in 15 years (Bernstein & Gaw, 1990). Never-
theless, given the ease of immigration and the ability to
travel worldwide, solitary episodes and pockets of ill-
ness may occur more often in Western society.

Epidemics of koro are believed to stem from the
cultural attitudes of the people living in any given region.
Chinese mythology holds that ghosts of the dead have no
male reproductive organs and will disguise themselves in
order to steal penises from the living. The hysterical
response to this folk belief has facilitated an epidemic of
koro on more than one occasion. Traditional Chinese
medicine views koro as an imbalance of Yin and Yang.
Good health derives from the dual power of these two
forces, and, in cases of koro, the equilibrium is upset by
sexual indulgence. Excessive sexual activity is thought to
deplete the sperm, cause retraction of the genitals, even-
tually resulting in death.

Early psychoanalysts postulated that koro repre-
sents a version of Freud’s castration anxiety and that
koro’s clinical features stem from underlying sexual
conflicts. The approach frequently
describes koro as a symptom of a medical condition
as opposed to being its own illness. Koro-like symp-

biomedical

toms have been reported in individuals experiencing
heroin withdrawal, brain tumors, epilepsy, strokes, and
HIV. Psychiatry has classified koro as a body image
disturbance, a sexual neurosis, an acute panic reaction,
a hypochondriacal stress response, a somatoform dis-
order, a psychotic disorder, a depersonalization disor-
der and a conversion reaction. Some feel the belief in
retraction is an overvalued idea while others consider it
to be a delusion (Bark, 1991).

Research has actually shown that a perception of
penile shrinkage may be associated with a reduction in

penile circumference, suggesting that some cases of
koro may have a physical basis. Given the multitude
of potential diagnostic categories, Albert C. Gaw pro-
posed a decision tree to help classify this disorder.
Initially, a treating physician must determine whether
the genital retraction is a primary psychiatric disorder
or is due to a preexisting medical condition. Then
a provider would need to frame the disorder in its
specific cultural context, and determine whether the
koro episode is an isolated case or is occurring in the
context of an epidemic. Finally, a diagnosis of Genital
Retraction Disorder, Culture-Specific single case versus
epidemic or Genital Retraction Disorder, Not Culture-
Specific may be rendered.

According to the DSM-IV-TR (American Psychiatric
Association, 2000), dhat is a folk diagnostic term used
in India to refer to anxiety and hypochondriacal con-
cerns associated with the discharge of semen. In collo-
quial terms, dhat is identified as a “neurosis of the
Orient” (Sumathipala, Siribaddana, & Bhugra, 2004).
Sufferers become severely preoccupied with the idea
that they are losing semen in their urine and often
present with associated feelings of fatigue and other
vague somatic complaints. Open discussion about sex-
ual issues is considered inappropriate in polite society,
and those prone to overreaction may not have the
necessary outlet in which to discuss misconceptions
(Perme, Ranjith, Mohan, & Chandrasekaran, 2005).
Innocent symptoms like fatigue may seem catastrophic
when an individual simultaneously perceives his urine
to be turbid or white in color. Cultural beliefs indicate
semen loss is harmful to the body and, in a somatically
preoccupied individual, any discoloration of the urine
can lead to extreme health-related anxiety. The anxiety
over semen loss traces back thousands of years to
ancient Ayurvedic texts (“Culture-Bound Syndromes,”
n.d.). According to the writings, semen is the most
precious body fluid, and the loss of even a single drop
might completely destabilize a person.

According to the DSM-IV-TR (American Psychiatric
Association, 2000), hwa-byung is a Korean folk syn-
drome that translates into “anger syndrome.” Symp-
toms are thought to result from anger suppression and
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include indigestion, anorexia, dyspnea, insomnia,
fatigue, and generalized aches and pains. Perhaps the
most classic symptom is the sensation of a mass in the
epigastric area, “the upper abdomen-lower chest is
consistently identified as the primary site of the pathol-
ogy by the patients” (Lin, 1983). Inner conflicts
develop into a “blood-muscle lump” known as Hwa,
and its presence is felt in the abdomen, although no
evidence of its presence is found on physical examina-
tion (Pang, 1990). Unfortunately, all of the somatic
complaints are rather resistant to medical treatment,
and the epigastric mass sensation has driven patients to
surgical interventions with little relief. Hwa-byung is
considered to be chronic; one study suggested the
duration was, on average, 10 years from the onset of
symptoms. The causative stress is frequently identified
as an extramarital affair or strained in-law relation-
ships, although financial hardship and separation
from family and social supports also qualify as
stressors. These domestic situations provoke anger
which the victim suppresses. Eventually, the anger
manifests itself as an epigastric mass sensation along
with a myriad of other somatic complaints. Prevailing
theories suggest hwa-byung is a “means of expressing
misery and despair without stigma” (Park, Kim, Kang,
& Kim, 2001). Many sufferers consider the illness to be
their destiny and suppress their anger according to
cultural norms, knowing their symptoms will be rec-
ognized by others as
suppressed anger is projected onto a body organ or
system, and the patient deals with the resulting symp-
toms with resignation and acceptance, although many
will still try to alleviate some of their discomfort with
medical emphasizes
restraint and temperance, and it is considered a virtue
to endure life’s misfortunes silently and without aggres-
sion, confrontation, or disobedience (Pang, 1990).
Thus, sufferers view their illness as fate and translate
their ire into physical problems that are culturally
sanctioned.

Approximately 75% of hwa-byung cases are
women. One survey found that the majority of female

socially acceptable. The

treatments. Korean culture

hwa-byung sufferers were of low socioeconomic status,
lived in rural areas, used tobacco and alcohol, and were
either divorced or separated from their spouse (Park
et al., 2001). Many of those who were afflicted were
aware that their illness was not necessarily physical, but

were reluctant to view themselves as psychiatric
patients. Sufferers retain insight as to the nature of
their symptoms, but may prefer to utilize medical
treatment alternatives rather than focusing on the emo-
tional aspects of the illness.

The DSM-IV-TR (American Psychiatric Association,
2000) defines Taijin kyofusho as a culturally distinct
phobia in Japan that parallels the symptoms of Social
Phobia in the West. Taijin means interpersonal, and
kyofusho means fear. Taijin kyofusho together refers to
an individual’s intense fear that his or her body will
somehow offend other people through appearance,
odor, facial expression, or movement (Gaw, 2001).
The dread of hurting or offending others typically
takes one of four forms. Sekimen-kyofu is a phobia of
blushing, shubo-kyofu is a phobia of a deformed body,
jikoshisen-kyofu is a phobia of eye-to-eye contact, and
jikoshu-kyofu is a phobia of foul body odor (“Culture-
Bound Syndromes,” n.d.). The syndrome typically
afflicts young people, and symptoms are most salient
during interpersonal situations. Included in the official
Japanese diagnostic system for mental disorders, taijin
kyofusho is likely fueled by a cultural emphasis on
proper behavior in all social interactions. Due to the
conviction that they are repulsing others, sufferers will
take showers, brush their teeth, and change their
clothes on a frequent basis, and may ultimately avoid
public appearances (Suzuki et al., 2004).

Given the variability of its presentation, taijin
kyofusho likely exists on a continuum from transient
adolescent social anxiety to fixed delusions. Currently
the most common form is a fear of blushing, which
affects young males who are in the adolescent stage of
self-consciousness and feelings of insecurity (Suzuki
et al,, 2004). Prognosis is uncertain, but generally
symptoms will attenuate in the fourth decade of life
(Russell, 1989). However, some cases progress and take
on the characteristics of more debilitating illnesses such
as schizophrenia. More mild cases of taijin kyofusho
typically result in symptoms only when in the physical
presence of others and are limited to encounters with
“intermediate-level persons” such as classmates,
coworkers, and neighbors. Complete strangers would
not induce high levels of anxiety, nor would family or
intimate friendships. Serious cases involve individuals
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not actually present and take on more of a delusional
quality such as the belief that one is polluting the entire
neighborhood and offending everyone within its bor-
ders. Strangers and intimates alike create fear and the
victim may become housebound. Mild sufferers seek
psychiatric help for their affliction; serious sufferers
often lack insight into their condition and opt for
more radical measures such as surgery to remove
their offending physical flaws. Ultimately, individuals
with taijin kyofusho pursue treatment out of concern
that they are offending their fellow man. Theorists
argue that this attempt to correct
a weakness mirrors the Japanese values of maintaining
quality interpersonal relationships.

“altruistic”

The DSM-IV-TR (American Psychiatric Association,
2000) describes shenjing shuairuo as a Chinese condi-
tion characterized by mental and physical fatigue, diz-
ziness, headaches, and impairments of sleep,
concentration, and memory. Made famous by Arthur
Kleinman, the symptoms are often synonymous with
Western diagnoses of Mood or Anxiety Disorders
(Hall, 2006). China recognizes shenjing shuairuo in
the Chinese Classification of Mental Disorders, Second
Edition, and the syndrome is also identified by the term
Neurasthenia. Neurasthenia is a designation that was
once recognized by the DSM as a part of Western
medicine, but the disorder has been omitted in recent
revisions. However, it is still recognized by the World
Health Organization’s ICD-10 (World Health Organi-
zation, 1992) classification system.

In translation, the term shenjing means “nervous
system” and shuairuo means “weakness” (Gaw, 2001).
It includes elements of depression and anxiety, and is
frequently accompanied by gastrointestinal problems,
sexual dysfunction, irritability, excitability, and other
signs of autonomic dysfunction. At one time, it was the
second most common diagnosis in Chinese psychiatric
hospitals and one of the most common diagnoses over-
all. Neurasthenia, or “exhaustion of the nerves,” (Par-
ker, Gladstone, & Chee, 2001) once served as a mark of
status since the upper class were considered more sus-
ceptible to these health problems in the same way that
ulcers or high blood pressure might indicate a person
of important occupational status today (Hall, 2006).
Since neurasthenia was considered to be a diagnosis of

the elite, members of upper-class society were treated
by the most respected physicians, and these patients
were not stigmatized as “mentally ill.” Many neuras-
thenia patients are survivors of China’s Cultural Revo-
lution, a violent mass movement that began in 1966
and ended officially with Mao’s death in 1976. The
Cultural Revolution brought about widespread social,
political, and economic upheaval. Many people devel-
oped symptoms of shenjing shuairuo in response to the
economic chaos and massive social and political
changes. Currently, the Chinese view the disturbance
as a depletion of “qi,” which translates into “energy
flow” and is believed to constitute a fundamental part
of every living thing. Symptoms of various illnesses are
often believed to be the result of interrupted or blocked
qi movement through the body’s meridians, as well as
deficiencies or imbalances of qi in multiple organ sys-
tems. The symptoms of shenjing shuairuo are not
unique to China, and many societies across the globe
have grouped similar symptoms together and label
them according to their own cultural beliefs.

The Americas

The DSM-1V-TR defines bilis and colera as a group of
syndromes in which extreme anger results in distur-
bances between the spiritual and physical aspects of an
individual (American Psychiatric Association, 2000).
These disorders, which can also be referred to as
muni, demonstrate the belief by many Latino cultures
that anger is a strong and dangerous emotion. Individ-
uals who have been afflicted by bilis or colera can
present with nervous tension, headache, trembling,
yelling out, GI disturbances, or fainting (American
Psychiatric Association, 2000).

Elizabeth  Cartwright, Ph.D., identified
a disorder similar to bilis and colera, during her time
living among the Amuzgo Indians of Oaxaca, Mexico
(Bender, 2003). While coraje has been translated as
anger, this is an oversimplified Westernization of the
disorder. The Amuzgo see coraje as a result of negative
interactions and events in one’s life. When coraje befalls
an individual, it is believed to settle on a specific body
region which will present symptoms of the illness

coraje,
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(Bender, 2003). For example, if it settles on one’s head,
the victim may have headaches, or if it settles in the
limbs, it may cause pain or weakness. Coraje can move
about the body. Extra care, including the wearing of
special belts, is taken by the Amuzgo to prevent the
migration of the disorder to the heart which they
believe can result in death. One of the cardinal features
of coraje is the fact that it can be contagious. The weak,
elderly, and young are at particular risk. As a result the
community is very careful to not become angry with
one another or yell which could spread the disease
(Bender, 2003). Curing this ailment is undertaken by
a “curandera” who combines elements of traditional
tribal beliefs with Roman Catholicism.

Nervios translates as “nerves” and ataque de nervios as
an “attack of nerves (American Psychiatric Association,
2000).” These disorders seen in people of Hispanic
background have been described in the literature for
over 40 years. Nervios is a more general chronic con-
dition in which an individual suffers a constellation of
somatic symptoms in response to ongoing stress. These
symptoms can range from insomnia and headaches to
heart palpitations, body aches, and chest pain. It is
generally associated with overwhelming worry. Inter-
personal stressors such as family and relationship dif-
ficulties are a frequent cause of nervios. Ataque de
nervios is a more acute disorder with an abrupt onset
in reaction to an intense stressor such as the death of
a loved one, accident, war, or learning extremely bad
news. The manifestations of such an attack can include
dizziness, faintness, shaking or seizure-like activity, and
palpitations. Aggression can also occur, frequently in
the form of verbal threats, swearing, striking out at
others, or harming oneself (American Psychiatric Asso-
ciation, 2000). Such episodes can serve an adaptive role
within the community of bringing together an individ-
ual’s family and friends for support in their time of
need. Such brief and culturally accepted forms of
ataque de nervios rarely necessitate the intervention
of traditional or modern medical practitioners. It is
only when the illness is long-lasting or atypical that
help is typically sought.

Guarnaccia, Good, and Kleinman (1990) reviewed
data suggesting that these nervous disorders presented
with more numerous and more clinically significant

symptoms amongst Puerto Ricans in New York City
than other Hispanic groups. They found deficiencies
in several of the prior studies, including the ways in
which methodological differences and a lack of clear
and consistent measures may have skewed results.
Guarnaccia and his colleagues identified confounding
factors that could increase the rate at which people of
certain cultural backgrounds report mental and
somatic symptoms, including the stigma associated
with a given illness in the culture and the type of
health care system an individual has been raised in
(Guarnaccia et al.,, 1990). They also found that the
immigrant role and its associated stresses may play
a large part in the elevated rate of mental illness and
severity of symptoms seen in Puerto Ricans in New
York compared to native New Yorkers and Puerto
Ricans who did not emigrate (Guarnaccia et al., 1990).

One of the major criticisms of the inclusion of
nervios and ataque de nervios as distinct culture-
specific diagnoses has always been their similarity to
panic attacks and panic disorders. Meghan Keough and
colleagues conducted a study in which more than 300
undergraduate students of different cultural and ethnic
backgrounds were asked about their experiences of
symptoms of panic attacks, ataque de nervios, and, as
a test of reliability, koro (Keough, Timpano, &
Schmidt, 2009). The names of the disorders were with-
held to ensure the results were not confounded by an
individual’s familiarity with the diseases. Twenty-five
percent of the sample reported a lifetime experience of
at least one episode consistent with ataque de nervios,
while only 17% endorsed symptoms of a panic attack,
and none reported a history of koro symptoms. They
found that only 9% of respondents reported a history
of both ataque de nervios and panic attacks. Such a low
co-occurrence rate supports a clinical distinction
between these two disorders. They found that neither
self-identification as Hispanic, nor rate of accultura-
tion as measured by the Multigroup Ethnic Identity
Measure (MEIM) or Psychological Acculturation
Scale (PAS) correlated with the rate of ataque de
nervios. This finding suggests that ataque de nervios
may be more universal than previously believed.

In contrast to the low co-occurrence rate found by
Keough, Ester Salman and her colleagues found high
rates of panic disorders in Hispanic individuals with
a history of ataque de nervios (Salmam et al., 1998).
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Salman and her colleagues developed the Ataque de
Nervios Questionnaire-Revised (ANQ-R) and admin-
istered it to 156 Hispanic individuals who had
presented to a nonprofit anxiety disorder clinic in
New York. Of those studied, 69.9% reported at least
one episode of ataque de nervios. Of those who had
a history of ataques, 41.3% also met criteria for panic
disorder (with or without agoraphobia), 8.3% for gen-
eralized anxiety disorder, 4.6% for social phobia, and
8.3% for anxiety disorder not otherwise specified. They
found no statistically significant difference in the specific
ataque de nervios symptoms or coexisting psychiatric
disorders between those respondents from Puerto Rico,
Dominican Republic, or “other” Hispanic nationalities.
The differences in co-occurrence rates in these two stud-
ies may be a function of the populations studied as
Keough at al. interviewed a nonclinical sample of under-
graduate students and Salman et al. utilized individuals
who had specifically presented for treatment at an anx-
iety clinic. Since individuals with “typical” ataque de
nervios symptoms do not usually seek treatment, it
would make sense that Salman’s sample had more
coexisting pathology based on the fact that they had
sought out treatment at an anxiety clinic.

The DSM-IV-TR (American Psychiatric Association,
2000) defines episodes of falling out or blacking out as
“a sudden collapse, which sometimes occurs without
warning,” but can be preceded by feelings of light
headedness, dizziness, or a “swimming” feeling in the
head. The person typically falls to the ground and feels
unable to move. While their eyes are frequently open,
they claim a lack of sight, though they can hear what is
going on around them. Such episodes primarily occur
in the southern United States and the Caribbean. The
DSM-IV-TR comments that such episodes may corre-
spond to a diagnosis of Conversion Disorder or Disso-
ciative Disorder (American Psychiatric Association,
2000).

Weidman reviewed data collected from approxi-
mately 100 households comprised of various ethnic
groups as part of a comparative study of health condi-
tions, beliefs, and practices in inner-city Miami
(Weidman, 1979). She found that 23% of the Bahamian
sample reported instances of “blacking out,” while 10%
of the Southern African American sample reported

“falling out” Weidman’s colleague, Lefley, reviewed
Miami Fire Department’s “run reports” describing
their emergency calls over an 8-month period (Lefley,
1979). She found that 12% of the 3,700 reports were for
possible cases of falling-out. Of the possible falling-out
cases African Americans represented over 49%, Latinos
represented 21%, and
represented 30%. They attributed the relatively low
percentage of Latinos to their overall underrepresenta-
tion in total numbers of emergency service runs.

non-Latin  Caucasians

Locura is a “term used by Latinos in the United States
and Latin America to refer to a severe form of chronic
psychosis,” according to the DSM-IV-TR (American
Psychiatric Association, 2000). Individuals who are
believed to be suffering from locura typically present
with symptoms of incoherence, inability to function in
society, hallucinations, aggression, impulsivity, and
bizarre behavior that is outside of socially acceptable
norms (American Psychiatric Association, 2000).
Locura is believed to be caused by repeated stressors
in life, a familial vulnerability to the disorder, or
a combination of the two. Individuals who have been
identified by family and friends as having locura would
benefit from an evaluation for schizophrenia or other
psychotic disorders.

Pinaeros and his colleagues reviewed an “outbreak”
of nine cases locura in an indigenous Columbian pop-
ulation in their 1998 article (Pinaeros, Rosselli, &
Calderon, 1998). They presented with bizarre behavior,
headaches, convulsions, and visions. Trials of antipsy-
chotic medications, religious healers, and herbal
remedies were unsuccessful and individuals only
responded to shamans of the same ethnic origin. They
concluded that the presentation was a reaction to the
psychosocial stress of culture changes in their
community.

Rootwork, according to the DSM-IV-TR, is a belief in
the ability of an individual to influence another’s phys-
ical well-being with hexes, witchcraft, or sorcery
(American Psychiatric Association, 2000). Physical
symptoms can vary greatly and are believed to be the
direct result of the type of supposed magic at work.
Treatment is typically sought from a special healer or
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“root doctor.” While rootwork is primarily seen in the
Southern United States and the Carribean, similar ver-
sions referred to as mal puesto or brujeria are present in
Latin cultures. This condition is also very similar to mal
de ojo, a Mediterranean belief in the ability of those
who wish someone ill to effectuate that wish through
the use of magic, referred to as “the evil eye” (American
Psychiatric Association, 2000). Those who have been
affected may exhibit crying, fever, poor sleep, or gas-
trointestinal distress.

Mathews wrote extensively of the traditional med-
ical practice of African Americans which he identified
as having roots in the “slave culture of the antebellum
South” (Mathews, 1987). She identified illnesses which
are conceptualized as “natural” under this framework,
including hypertension, anemia, and diabetes, in con-
trast to those thought of as “unnatural,” including
magical possession, fading, and magical poisoning.
Natural illnesses are believed to be caused by blood
imbalances that can be cured by natural substances,
including food and herbs, while unnatural illnesses
have their roots in magic and require treatment by
a root doctor who can undo the harmful spells. She
concludes by emphasizing that rootwork serves psy-
chological and social needs which cannot be met by
the general medical community and the importance of
physicians to communicate with their patients in
a culturally respectful manner.

According to Nicholas, DeSilva, and Grey (2006),
séizisman or “seized-up-ness” is a disorder of Haitians
in which an extreme emotion or unexpected event or
situation brings on a physical reaction (Nicholas et al.,
2006). The extreme emotion can be in the form of
anger or joy and can be precipitated by learning of
injury or death of a loved one or witnessing a fight.
The physical consequences are believed to be a result of
blood rushing to the head. This can result in difficulty
breathing, weeping, confusion, or a state of paralysis.
The effects can last from hours to days. Treatment is
typically in the form of a rallying of social supports,
massages, and herbal A particularly
concerning form of Séizisman involves pregnant
women and those who have recently delivered. In this
group, an episode of Séizisman is believed to carry the
risk of miscarriage, maternal death, premature delivery,

remedies.

deformations in the fetus, or tainted breast milk. As
a result, it is common in this culture to delay the giving
of bad news until after delivery, in an attempt to shield
pregnant women from exposure to stress; special
accommodations may be made if bad news or stress
cannot be avoided.

The DSM-IV-TR states that susto is a disorder in which
an extreme fright causes the soul to leave the body
(American Psychiatric Association, 2000). Susto goes
by many names, including espanto, pasmo, tripa ida,
perdida del alma, and chibih, and is believed to affect
Latinos in the Americas. The symptoms of susto are
various and include sleep and appetite disturbances,
pain, gastrointestinal disturbances, sadness, difficulty
with social roles, or even death. There can be a delay
between exposure to the stressor and the appearance of
symptoms, and the illness can last for months or years.
Treatment is often sought from indigenous healers who
work to return the soul to the body and restore the
balance between body and spirit.

Weller and her colleagues interviewed 200 subjects
in a family medicine clinic in Guadalajara, Mexico, to
determine if there was an association between a history
of susto and current depressive symptoms (Weller,
Baer, Garcia, & Rocha, 2008). Over 69% of the sample
reported a past history of susto. They found that
a history of susto was not significantly associated with
age, marital status, educational level, income, or a rural
background. Individuals who reported a history of
susto had significantly higher levels of current stress
and depressive symptoms than those who did not.
Individuals with a prior episode of susto were twice as
likely as those without it to have a high current likeli-
hood of depression.

Arctic/Subarctic

First identified by Abraham Brill in 1913, pibloktoq has
also been referred to as Arctic hysteria (Dick, 1995).
Pibloktoq was first observed in the Inuit people of
Greenland and later in other arctic and subarctic
Eskimo DSM-IV-TR  defines
pibloktoq as “an abrupt dissociative episode accompa-
nied by extreme excitement of up to 30 min duration”

communities. The
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(American Psychiatric Association, 2000). During the
episode, the afflicted individual may shout obscenities,
remove clothing, become aggressive, or eat feces. An
episode may be preceded by social withdrawal or irri-
tability. Following an attack, the individual may display
convulsions and “coma” lasting up to 12 h. Seizure
disorders should be ruled out in individuals who pre-
sent with symptoms of pibloktoq as should excessive
levels of vitamin A which can be found in high amounts
in arctic marine life and mammals and which com-
prises a large part of many Eskimos’ diet and can cause
similar symptoms (Landy, 1985).

Religious Experiences and
Culture-Specific Diagnoses

Historically, certain religious beliefs have been consid-
ered culture-specific diagnoses. While these beliefs can
impact presentation and treatment of mental illnesses,
they should not be confused with culture-specific diag-
noses. The belief in spirit possession is one such exam-
ple that can be seen in many different religions,
including the Caribbean religion of Santeria (Alonso
& Jeffrey, 1988). Santeria is a combination of African
and Catholic rituals and beliefs. One aspect of Santeria
involves festivals during which participants try to be
possessed by spirits of saints. In 1988, Drs. Alonso and
Jeffrey discussed clinical cases in which four individ-
uals’ psychiatric presentation was confounded by their
belief and practice of Santeria. An important point
made in their article is that while these beliefs are
associated with culturally based religious practice,
they are distinct from culture-specific diagnoses. Beliefs
in ideas such as spirit possession and communication
with the dead can represent a culturally and religiously
accepted norm (Alonso & Jeffrey, 1988). The authors
report that an examination of an individual’s adaptive
functioning can help distinguish those whose beliefs
cross the threshold of accepted cultural belief into
delusion. They suggest a review of the person’s ability
to carry out usual activities, to use good judgment, and
to appreciate the limitations of their beliefs to aid in the
assessment (Alonso & Jeffrey, 1988).

Erika Bourguignon’s 1976 article, “Possession and
Trance in Cross-Cultural Studies of Mental Health,”
further elaborates on the prominent role of trances in
many cultures (Bourguignon, 1976). Dr. Bourguignon
points out that, when reviewing trance states, it is

important to look at not just the state of consciousness
the person is in, but also the cultural significance of the
experience and the beliefs and practices that surround
attaining and interpreting it. She emphasizes that the
dissociative state that is typical of both trances and
possession is not pathological in itself, just as the dis-
sociation induced by hypnosis or suggestion is not by
itself a sign of psychopathology (Bourguignon, 1976).
The cultural significance given to this dissociative state
is frequently religious or sacred, and can deal with soul
loss, spiritual possession, or spirit quests among other
culturally significant concepts. Dr. Bourguignon
defines a nonpossession trance as an intrapersonal
event frequently involving hallucinations, which is
knowable to others in the community only through
the self-report of the
a possession trance is a group event in which the pos-

individual. In contrast,
sessed takes on the characteristics of the possessing
animal or spirit and the audience or observers serve
an important role (Bourguignon, 1976). In her 1972
review of 488 societies, she found that 90% recognized
some form of trance or possession state within their
culture (Bourguignon).

The DMS-IV-TR is also careful to point out that not
all of the culture-bound syndromes it describes actually
represent an illness; they can, instead, be a normal part
of religious, spiritual, and cultural life (American Psy-
chiatric Association, 2000). The authors point out that
while “spells” or trance states in which individuals com-
municate with deceased relatives or other spirits may be
misconstrued as a psychotic episode, they are not to be
considered as medical events. The authors also point out
that zar, which presents with spirit possession, is not
considered pathological within the African culture. As
a result, these states can only be understood within the
context of the role they play within a given culture.
These experiences warrant treatment only if they vary
widely from the culturally accepted parameters of the
experience or if they cause the individual some form of
distress or impaired functioning.

Criticisms of Culture-Specific
Diagnoses

During the past 3 decades, numerous criticisms have
been leveled at the field of culture-specific diagnoses.
Many of these began as there was a move toward
greater respect and acceptance of the cultural practices
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of non-Westernized societies and an improved under-
standing of the impact that cultural differences have on
all aspects of health care. These criticisms have grown
so strong that many practitioners and even the World
Health Organization have moved away from utilizing
this category of diagnosis, instead applying mainstream
or “typical” psychiatric diagnoses when clinically indi-
cated, accompanied by a notation about cultural fac-
tors that are present.

One major criticism of culture-specific diagnoses is
the fact that many of the beliefs and symptom clusters
that make up these “disorders” are considered normal
within their given culture. For example, many cultures
have a strong belief in the supernatural and believe that
spirits and witchcraft play a prominent role in the
etiology of disease. Some Haitians have been found to
believe that supernaturally induced illnesses are real
and can result from a variety of sources including
strained relationships with God, curses from angered
individuals whether living or deceased, or retaliation
from an offended lwa or spirit (Nicholas et al., 2006).
These religious and supernatural issues are believed to
cause illnesses directly or to be indirectly responsible
for weakening the person and allowing illness to occur.
These beliefs can serve as a lens through which genuine
physical ailments are understood in this culture and
can serve a useful role in rallying social and spiritual
support as an individual battles illness. While some of
these ideas may seem odd to Westerners, so too may the
religious beliefs of Christianity or Judaism seem strange
to other cultures. Respect must be given to cultural and
religious practices. Acceptance of these beliefs and
behaviors as normal for a given culture or religion
can be undermined by naming them as syndromes or
diseases.

Another key criticism of culture-specific diagnoses
has been the overlap between many of these disorders
and other DSM-IV-TR and ICD-10 diagnoses. Even the
architects of the DSM-IV-TR note several likely over-
laps between certain culture-bound syndromes and
other diagnoses (American Psychiatric Association,
2000). They suggest that such falling-out spells may
represent a form of dissociative disorder or conversion
disorder and boufée delirante may represent brief psy-
chotic disorders. One theory of why new culture-specific
diagnoses were created when already existing psychiatric
diagnoses could have been used to account for behaviors

is a sort of “culture-shock” on the part of the clinicians
visiting these foreign countries. It is possible that the
differences of these newly studied societies in which
culture-specific disorders were identified were so strik-
ing to the scientists that they were unable to appreciate
the even more significant similarities, and, thus, “new”
disorders were discovered (Hughes, 1993).

It is not surprising then that the vast majority of the
culture-specific diagnoses are found within non-
Western cultures or aboriginal groups that may reside
within the borders of Westernized countries but whose
cultural practices are nonetheless alien from the major-
ity. Ronald Simons and Charles Hughes point out that
Western diagnoses are also “bound” within the culture
in which they were created, but are not distinguished as
such because the cultural factors were not as visible to
Western clinicians as were the cultural factors of
“exotic” societies (Simons & Hughes, 1993). While
knowledge of the impact of culture on a patient’s pre-
sentation and illness course is important, so too is an
accurate diagnosis and unnecessarily distinguishing
disorders that could appropriately be grouped together
can have negative consequences on patient care. With
improvements in genetic studies of illness, brain imag-
ing, and medications approved for specific diseases,
accurately identifying the illness has become even
more essential. It is important to keep in mind that
even if a more traditional psychiatric illness can be
diagnosed, there is always a need to appreciate and
understand the individual’s cultural background. Cul-
tural awareness is essential in framing and explaining
the diagnosis to the patient and his or her family and
understanding reactions to treatment recommenda-
tions. Additionally, in some cases, it may also be useful
to enlist the aid of cultural guides or indigenous healers
and remedies just as one might enlist the assistance of
a clergy member in the treatment of a patient with
strong religious convictions (Guthrie & Szanton,
1976).

In the 1980s and 1990s, a backlash against the
ethnocentric focus of the culture-specific diagnoses
and an increased understanding and appreciation of
the role of culture in diseases led to the characterization
of several diseases in industrialized nations as culture-
bound. One of the first diseases to be conceptualized in
this way was anorexia nervosa, a mental illness that is,
in part, defined by fears of gaining or maintaining an
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appropriate weight and distortions in the way one’s
body shape and size are perceived (Swartz, 1985).
This disorder was first seen almost exclusively in coun-
tries in which food was abundant and there was a social
preference for thinness (American Psychiatric Associa-
tion, 2000). Cases of anorexia nervosa became increas-
ingly more common in less affluent nations as exposure
to this Westernized ideal of beauty became more wide-
spread (Sing, 1996). The geographic creep of this illness
demonstrates that as cultural norms shift, disorders
thought to be culturally tied can become embedded
in new regions.

In 1982, Cheryl Ritenbaugh took this argument one
step further, demonstrating how even obesity could be
thought of as a culture-bound syndrome within the
United States (Ritenbaugh, 1982). In her article, “Obe-
sity as a Culture-Bound Syndrome,” she traces the
history of cultural ideas about weight from positive
associations with fertility to religious denouncements
of gluttony, to the prominence of a more adolescent-
appearing female figure in media. Around the same
time that popular notions of beauty began favoring
slim, athletic figures, the general public was becoming
more aware of the negative health impacts of obesity.
She finds support for her theory of obesity as a culture-
bound disease in the prominence within the culture of
the United States of diet-aids and health spas, and the
amount of funds spent on treatment and research of
obesity and obesity-related illnesses (Ritenbaugh,
1982). Several other conditions were briefly considered
as Western culture-specific diagnoses, including pre-
menstrual syndrome (PMS) (Johnson, 1987) and dis-
sociative amnesia (Pope, Poliankoff, Parker, Boynes, &
Hudson, 2007), before this movement was replaced by
a more general understanding of the role that culture
plays in all disorders.

Another major criticism of the field is the lack of
consistency in the identification of diseases that con-
stitute culture-specific diseases. Prince and Tcheng-
Laroche delineated several potential pitfalls in
assigning a constellation of symptoms the status of
culture-specific disease or culture-bound syndrome
(Prince & Tcheng-Laroche, 1987). These include the
use of different names to refer to the same constellation
of symptoms in different regions; the impact of differ-
ent geographic factors on physiology, such as low
similar disease

iodine in the soil leading to

manifestations; epidemiological differences such as
gender distributions, age of onset, and frequency; and
subtle differences in presentation between different
cultural groups that do not inherently change the dis-
ease nature, duration, or course. All of these factors
make it difficult to establish which conditions should
be considered culture-specific diseases. Claire Cassidy
(Cassidy, 1982) and her colleague Cheryl Ritenbaug
(Ritenbaugh, 1982) sought to create a clear definition
of culture-bound syndromes. They identified a culture-
bound syndrome as “a constellation of symptoms
which has been categorized as a dysfunction or dis-
ease,” characterized by one or more of four factors: an
inexorable connection to the associated culture or sub-
culture, an etiology which reflects behavioral norms of
the culture, a reliance on culture-specific ideology and
technology to diagnose the illness, and the inability of a
cultural outsider to accomplish successful treatment.
While this is helpful in understanding how they con-
ceptualize these disorders, it is not a concise definition
and has not gained wide usage.

The lack of solid studies and empirical data on
culture-specific diagnoses has been another criticism
of the field. In 1990, Guarnaccia suggested that a major
limitation of cross-cultural psychiatry was that studies
were typically undertaken with Western diagnostic
scales (Guarnaccia et al., 1990). They suggested that
instruments should be developed to assess symptoms
of local illnesses. The use of standardized instruments
would allow more empirical studies which could help
to differentiate culture-specific diagnoses from other
DSM-IV-TR and ICD-10 recognized mental illness or
provide firm data that no such difference actually
exists. Guarnaccia and his colleagues further encour-
aged the inclusion of individuals who are knowledge-
able about the local culture and are able to act as
ethnographical interpreters in the design and imple-
mentation of such studies (Guarnaccia et al.).

Implications of Culture-Specific
Diagnoses on Immigrants

Over the last several decades, countries outside the
United States have been plagued by armed conflict,
dictatorships, gender oppression, poverty, famine,
and a myriad of other hardships. Their struggles have
led to an increase in migrations worldwide. In 2000, the
United Nations considered one out of every 135 living
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individuals to be a “refugee” (Pumariega, Rothe, &
Pumariega, 2005). In the United States, “first and sec-
ond generation immigrant children are the most rap-
idly growing segment of the American population, with
the great majority of this population being of non-
European origin” (Pumariega et al., 2005). Given the
diversity of cultural backgrounds among immigrants to
the United States and other countries, physician famil-
iarity with identifying and treating culture-bound ill-
nesses is essential. Older immigrants are especially
likely to express distress in a pattern that is consistent
with their own traditions and practices. However, older
immigrants are less likely to seek medical care, in large
part due to Western psychiatrists being unable to prop-
erly recognize and manage their symptoms. One study
looked at Korean American immigrants and found that
their mental health needs were not being addressed due
to an underutilization of psychiatric services in the
United States. Access to treatment barriers include
“failure of mental health services to provide culturally
relevant interventions,” “an inadequate number of
trained mental health workers, especially psychiatrists
who are culturally sensitive,” and a “belief in ethnic
traditional medicine” (Lee, Hanner, Cho, Han, & Kim,
2008). Language barriers and the stigma many ethnic
groups place on mental health conditions further
reduce the chances of an immigrant population receiv-
ing appropriate psychiatric care.

In addition, immigrants remain a high-risk group
given the complexity of their social situation. Many of
them face separation from their families, detention in
refugee camps, and discrimination once they arrive in
their new country. They inhabit crime-filled inner-city
neighborhoods and cannot afford health insurance,
a quality education, or job security. Mental health
treatment becomes a low priority, and those that seek
care are faced with physicians who are ill-equipped to
recognize their presenting symptoms. Given the grow-
ing ethnic and cultural diversity of the world, the chal-
lenges mental health care workers face in providing
culturally competent care will continue to grow. Health
care systems across the globe need to develop compre-
hensive research programs that will help address the
complexity of culture-bound syndromes and allow
psychiatrists to understand and treat foreign born
populations who present with symptoms unique to
their background (Guarnaccia & Rogler, 1999).

In summary, while the study of culture-specific
diagnoses has helped to broaden mental health practi-
tioners’ understanding of some unique conditions, it
has also been criticized for its apparent assumption that
behaviors that differ from those that are common in
one’s own culture are a disease or disorder. In the last
20 years, there has been an improved effort to view all
mental and physical disorders through the lens of cul-
ture awareness. This has led to an improved under-
standing of what is considered normal behavior
within a given culture. Knowledge of culture-specific
diagnoses is beneficial as it expands practitioners’
familiarity with unique cultural experiences and symp-
tom presentations. It is only through our understand-
ing of culturally acceptable behavior that we will be able
to identify and help those individuals whose presenta-
tion differs from the acceptable and treads into the
pathological.
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Introduction
Health determinants are often used to explain why some
people become ill while others remain healthy. Specifi-
cally, a health determinant refers to a factor or event that
influences human health throughout life. While profes-
sionals may seek reasons for health and illness based on
their training, a wealth of evidence now supports the
notion that the socioeconomic circumstances of individ-
uals and groups are equally or more important to health
status than medical care and personal health behaviors,
such as smoking and eating patterns. The pathways
from social experience to biological change are not
fully established, but evidence is beginning to emerge.
Acute and chronic illness, injury, and even geneti-
cally mediated disorders develop because of social, eco-
nomic, and environmental conditions that exist in the
places where the person has lived, and as a result of the
ways that a person has chosen, or been allowed to live his
or her life. Through complex processes not fully under-
stood, human beings incorporate environmental and
social experiences into their biology, and they do so
throughout their lives from conception to senility. The-
oretically, human social experiences are received much
like sensory stimuli and translated into biological signals
that may strengthen resistance to illness or lead to dis-
ease that manifests clinically later in life. This sociobio-
logical translation (Tarlov, 1996) may be the single most
important macro- determinant of health for all indi-
viduals, and it should be clearly understood by those
who may provide care for newcomers to any country.
The Public Health Agency of Canada (PHAC) offers
a representative and widely articulated view of the
factors influencing human health. The PHAC (2010)
determinants early child development,
income, income inequality, poverty, social status, edu-
cation, literacy, employment and working conditions,
gender, personal health practices and coping skills,
social environments, social support, culture, physical

include:

environments, political and economic environments,

genetic endowment and biology, medical care, and
health services. None of these factors acts in isolation,
and it is the combined influence of all of them
interacting across the life course that ultimately deter-
mines health status. These principles are the founda-
tion for the discussion of specific health determinants
in this entry.

The Life Course Perspective

A life course perspective offered by Kuh and colleagues
(2003) explains developmental factors acting across the
life course that influence a broad range of outcomes,
from general health to the ability to perform activities
of daily living and to chronic disease. At an individual
level, cumulative and programmed patterns mediate
a complex array of regulatory processes such as psy-
cho-neuroendocrine and immune function during
critical and sensitive periods. The essential elements
of such a framework assert that health is a consequence
of multiple determinants operating in nested genetic,
biological, behavioral, social, and economic contexts
that change as a person develops. Health development
is an adaptive process composed of multiple transac-
tions between these contexts and the bio-behavioral
regulatory systems that define human functions. Dif-
ferent health trajectories are the product of cumulative
risk and protective factors and other influences that are
programmed into bio-behavioral regulatory systems
during critical and sensitive periods; and the timing
and sequence of biological, psychological, cultural,
and historical events and experiences will influence
the health and development of both individuals and
populations.

Health Determinants
Early Child Development

The nutritional and environmental conditions expe-
rienced by the infant during gestation are included
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among the most important determinants of health
because the conditions in which the fetus develops
play a key role in regulating the function of its phys-
iological systems later in life. This is sometimes
referred to as intrauterine programming. Changes in
the intrauterine availability of nutrients, oxygen, and
hormones may program tissue development, and can
lead to abnormalities in adult cardiovascular and met-
abolic function. The timing, duration, severity, and
type of insult during gestation will determine the
specific physiological outcome. Intrauterine pro-
gramming occurs at the gene, cell, tissue, organ, and
system levels and may cause permanent structural and
functional changes that can lead to disease in
adulthood.

As infants develop, they interact with their envi-
ronment and in turn shape the experiences to which
they must adapt mentally, physically, and socially.
Through this process the child’s behavior itself influ-
ences genetic expression. Stimulation and positive
early experience in infancy and childhood have pro-
found impacts not only on the development of those
neural systems subserving cognitive, emotional, neu-
roendocrine, and neuroimmune functions but also on
genetic expression of factors that modify the effects of
stress hormone receptors, and therefore the individ-
ual’s responses to stress, throughout life. Keating and
Miller (1999) posit that as a result of this biological
embedding, developmental trajectories are characterized
by acquisition of competence and coping skills and by
regulation of responses to new or challenging experi-
ences. An example of the origin of such a trajectory is
infant distress, integrating neurophysiological, behav-
ioral, and social responses that help babies to regulate
their emotions as well as to facilitate parental responses.
Infants who are successfully able to regulate their atten-
tion, emotion, and social functions are better able to
learn and to cope with new experiences and challenges.
The quality of interpersonal relationships and social
environment strongly influences infant developmental
trajectories involving self-regulation, competence, and
coping. These experiences set the stage for future com-
petence in learning, formal education, and prosocial
behaviors, although the mature brain continues to
adapt to positive and negative environmental exposures
throughout life.

There is a connection between health and wealth, as
a great deal of research demonstrates. Studies of
income and mortality have shown lower mortality fol-
lowing higher incomes. Curiously, this relationship has
only been demonstrated within societies; among the
different countries in the OECD there is no relationship
between per capita annual income and life expectancy
beyond a threshold of about $US 5,000. There are
significant exceptions to the rule that more income
equals more health. In countries with the greatest
income inequality, including the United States and
the United Kingdom, health status and life expectancies
are lower, even among the wealthy, than in countries
where national income is lower but individual incomes
are less unequal. For example, in Sweden, on average
the poorest citizens live longer than the highest class of
people in the United Kingdom. In some populations,
notably among Hispanics of Mexican origin living in
the United States, income appears to have less effect on
health status than in the general population. Among
them, life expectancies and other health indicators such
as infant mortality tend to be better than expected
given the level of material resources available. This so-
called Hispanic paradox has been studied extensively in
the United States (Franzini, Ribble, & Keddie, 2001).

A person’s income is one of the principal determi-
nants of both neighborhood of residence and housing
quality, and several health indicators such as life expec-
tancy are highly correlated with household welfare.
These and other contextual factors influence health
throughout an individual’s life course. Among key
determinants of population health such as social status,
social affiliation, and stress, place matters. “Place refers
to both geographical location and to group member-
ship in terms of family, friends or age, and on the basis
of class, ethnicity, residence, and gender that arise out
of the (political), social and economic structure of
society” (Kuh, Ben-Shlomo, Lynch, Hallgvist, &
Power, 2003, p. 780).

Low socioeconomic status is one of the strongest
predictors of poor health and development. Socioeco-
nomic status (SES) is a measure of one’s place in society
variously based on income, education, occupation, and
wealth. It is a relational concept that takes into account
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an individual’s work environment, combined with their
economic and social position relative to others. Beyond
and in addition to the serious effects of material depri-
vation that those living in poverty experience, psycho-
social factors may mediate many of the negative effects of
relatively low socioeconomic status that are influenced
by the neuroendocrine mechanisms of the stress
response. Such psychobiological adaptation occurs at
home and at work. It is demonstrated that stress harms
health, particularly in the workplace, and that other
psychological factors, mediated through social interac-
tion may affect health either directly through conscious
and direct individual-level processes, or indirectly by
constraining behavior and lifestyle choices, although
the interrelationships among these fundamentally sig-
nificant processes are not fully understood.

There is an extensive literature dealing with literacy and
various aspects of adaptation to society, such as func-
tioning effectively in the general community and in the
workplace. Health literacy is an important determinant
both of health and social functioning. It must be
regarded as a key issue for those individuals coming
to the United States whose native language is not
English, and also for the unfortunately large number
of native-born Americans who have low literacy skills.
Whereas well-being and illness are influenced by
biological, environmental, and social experiences that
occur throughout the entire life span, the roots of learn-
ing, literacy, and the adaptive behaviors that sustain
physical and mental health are established during the
first few years of a child’s life. These exert long-term
influences on adult health and ultimately on community
and societal function. Human learning and education are
potentially critical mediators of the relationship between
political, economic, and social factors, and health.
Recent evidence suggests that what an infant expe-
riences during the first three or four years of life may be
far more critical than previously realized in determin-
ing that child’s ultimate intellectual capacity and its
ability to cope with stress. An early environment rich
with sensory stimulation and emotional nurturing
greatly increases the likelihood of the child becoming
a productive, emotionally stable, and resilient adult.

There is a strong correlation between positive early
life experience, readiness to learn on starting kindergar-
ten, subsequent mathematics achievement and adult
literacy.

Educational attainment is a powerful determinant
of adult life experience through its probable influence
on employment opportunity, earning capacity, per-
sonal mastery, social networks, and standard of living.
Educational performance among immigrant youth
may be influenced by their perception of family obli-
gation (Kao & Tienda, 1995). In the United States,
income and years of education are both strongly asso-
ciated with adult health status. In particular, comple-
tion of high school education is significantly associated
with reduction in adult mortality (Kaplan & Keil,
1993). The duration and quality of the educational
experience also affect health and quality of life in adult-
hood through a variety of pathways (Ross & Mirowsky,
1999). Self-reported general health status has also been
shown to be a good predictor of adult mortality and is
positively associated with educational attainment
(Idler & Benyamini, 1997). It seems that in many West-
ern countries the longer you stay in school, the longer
you will live. Immigrants, for example, deprived of
economic and educational opportunities may suffer
health consequences.

The nature of employment and associated working
conditions are powerful determinants of health since
these are integral to economic security, social status,
individual development, self-esteem, participation,
relationships, work-life balance, protection from phys-
ical and psychosocial harm, and access to adequate
health care services (World Health Organization
[WHO], 2008). Primary concerns are: job and employ-
ment security; physical conditions at work; work pace,
control (decision latitude) and stress; working time
(duration, shift predictability, vacation time); oppor-
tunities for self-expression and individual development
at work; participation and relationships at work; and
work-life balance (Jackson & Polanyi, 2004).
Unemployed persons are at greatest risk for ill health
due to economic strain and limited social support net-
works. Unskilled, temporary, and underemployed
workers experience significantly higher mortality than
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permanent, skilled, or professional workers. Women and
immigrants or migrant workers are most likely to be in
the first three job categories. As well as forming a large
part of the unskilled or temporary labor force, many
immigrant noncitizens lack health insurance and receive
little or no primary health care services.

A personal sense of control over one’s life circum-
stances, particularly in the workplace, is a powerful
determinant of health status. Marmot’s Whitehall
Study has demonstrated a steep gradient of mortality
between the principal grades or job classifications in
the British civil service. A man working in the trades or
as a manual laborer is four times as likely to die in
a given year as a man in an administrative position.
Perhaps most striking is the fact that a male civil ser-
vant is twice as likely to die as his administrative boss. It
appears as if one’s position in the hierarchy in some
way gets embedded in one’s biology.

High rates of anxiety and depression affect many
workers in North America, especially among those
who are part-time, temporary, or lack a contract for
employment. Work-related stress has been associated
with reduced social support, unhealthy behaviors such
as tobacco smoking and overuse of alcohol, and poor
health outcomes such as a 50% excess risk of coronary
heart disease (CHD).

Adverse conditions at work can contribute to phys-
ical and mental illness. Unsafe or unpleasant working
conditions, especially in lower-status occupations, are
likely to expose employees to health hazards. Blue-collar
workers experience poorer health than their white-collar
counterparts. Exposure to job strain incurs psychosocial
stress associated with unpredictable shifts, long work
hours, inadequate vacation time, high job demand and
pace, low perception of control over decisions, low qual-
ity or level of work relationships, and discordance
between effort and reward. Better employee health out-
comes are associated with greater ability to shape work-
ing conditions, especially for safety. Overall, male
workers are at greater risk for CHD but female workers
may experience health problems due to work-life imbal-
ance (i.e., the addition of household labor and care
giving to their daily workload), particularly among
low-income immigrant populations (Borrell, Muntaner,
Sola, Artazcoz, Puigpinos, Benach, & Noh, 2008).

Employment status is a significant determinant of
social status, economic well-being, access to health

resources, and, ultimately, to health. Unemployment
or working in unsafe conditions may cause poor health
or disability, and poor health or disability may increase
the likelihood of becoming unemployed, underem-
ployed, or working in unhealthy environments.

Gender is a relational rather than a biological concept
that is shaped by socially constructed roles for males and
females within sociocultural groups. Appropriate per-
sonality traits, attitudes, attributes, values, and behavior
are ascribed to women and men, and girls and boys.
Depending on the social norms and economic well-
being of a particular society, gender may be character-
ized by relative differences in opportunities and
resources available to either sex. This may differentially
affect the power of men and women to exercise human
rights, to reduce exposure to health risks, and to access
and use health information, care, and services. This role
discordance may be associated with an imbalance
between leisure time and paid or unpaid work, particu-
larly among some ethnocultural or immigrant groups.
Women are more likely than men to fulfill role-related
responsibilities for domestic management and provision
of care to family members while working outside the
home. Chronic stress from this disparity may dispro-
portionately affect women, contributing to ill health
over time. Systematic inequalities are associated with
gender-based social status and differences in health out-
comes (WHO, 2002). On most socioeconomic gradi-
ents, women are more likely to be disadvantaged than
men when race/ethnicity, low level of education, or
single parenthood are factors that interact with gender.

In the United States, mortality for males and
females has worsened since 1990 compared to all of
Western Europe and several lower-income nations. In
North America, women tend to outlive men due to
lower rates of cancer, heart disease, fatal unintentional
injury, and suicide. This is most apparent among 20—
34-year-olds when rates of potential years of life lost
before age 70 are almost three times as high for men
than for women. While they are less likely than men to
die prematurely, women experience greater morbidity
such as anxiety, depression, chronic stress, autoim-
mune disorders, musculoskeletal dysfunction, aller-
gies, and arthritis, as well as injuries and death due
to family violence.
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Beginning in childhood, personal health practices and
coping skills allow people to enhance their ability to
protect and promote their own health. This involves
developing an adequate capacity for self-care, problem-
solving and self-management skills, dealing effectively
with stress, and making informed choices to prevent or
reduce their experience of illness. An individual’s health
practices and coping skills reflect personal choices, which
are influenced by socioeconomic environments that
enhance or limit/prevent opportunities for healthy life-
styles and behaviors. Physiological and biochemical
pathways also play an important role by linking individ-
ual social experience to adverse health events such as
injury, cardiovascular conditions, HIV/AIDS, and cancer.

Factors that impact health behavior choices affect
individuals within five domains as they live, learn,
develop, work, and play. These are personal life skills;
coping with stress; social relationships and belonging;
and personal sense of control (PHAC, 2010). Personal
life skills can be defined as an array of abilities required
by all individuals to help them to thrive in everyday life.
The most important are social skills that mediate the
maintenance of healthy relationships, family interac-
tions, and interpersonal communication. Personal skills
may include self-reliance, discipline, self-organization,
goal setting, respecting oneself and others, motivation,
and managing performance outcomes. Application of
these skills may assist an individual to cope with chal-
lenges that most human beings experience throughout
the life course, permitting them to maintain a sense of
well-being regardless of the level of stress they perceive.

Associated with trust and membership in a social
group, a sense of belonging seems to be of particular
importance as a protective factor across age, gender,
race/ethnic, cultural, occupational, recreational, and
socioeconomic groups. Underpinning the sense of self
is one’s perception of the locus of control, defined as the
personal belief about what causes good or bad things to
happen in one’s life. From a health behavior perspective,
an internal locus is associated with a sense of personal
responsibility for health practice choices while an exter-
nal locus (e.g., luck, fate, and other people’s actions)
suggests that other people or events are perceived to be
responsible for health outcomes. A persistent external
locus of control may contribute to poorer health.

Some health-risk behaviors are likely to contribute
to illness or injury. Causes of premature morbidity and
mortality vary by age, gender, and race/ethnic groups
but Americans are most likely to die from heart disease,
cancer, stroke, chronic lower respiratory disease, or
accidents (unintentional injuries) (Centers for Disease
Control [CDC], 2010). The risk to health increases
when people engage in multiple behaviors associated
with poor health outcomes, such as those experienced
by individuals who combine alcohol or drug use with
driving a motor vehicle, or with unprotected sexual
activity.

Tobacco cigarette smoking poses one of the most
significant health risks in the world, and is associated
with up to one-quarter of all deaths among adults 35—
84 years of age. Its effects are primarily on the cardio-
vascular, respiratory, and immune systems that lead to
lung and other cancers, coronary heart disease, stroke,
chronic respiratory disease, and other illness.

Other health-risk behaviors that contribute to pre-
ventable illness and mortality are poor nutritional
practices, especially the intake of excessive dietary salt
and trans-fatty acid and inadequate dietary omega-3
fatty acid, and a sedentary lifestyle associated with
nearly 1 in 10 deaths from overweight and obesity
and physical inactivity (Danaei, Ding, Mozaffarian,
Taylor, Rehm, Murray, & Ezzati, 2009). Ranked 11th
as a cause of mortality, suicide was cited as the cause of
33,000 deaths in 2006. This lethal form of intentional
injury is closely linked to depression and other types of
mental illness, substance abuse disorder, family history
of suicide, family violence including physical and sex-
ual abuse, marital separation and divorce, firearms in
the home, and poor coping skills (National Institute of
Mental Health [NIMH], 2009).

Ultimately, personal health practices and coping
skills shape many individual health outcomes within
the context of socioeconomic and physical environ-
ments throughout the life course. People’s beliefs, atti-
tudes, and skills influence their capacity to promote or
adversely affect their own health as well as the health of
other people around them.

The term culture implies a particular way of viewing
social relationships that are established over time
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within specific groups of people who share common
beliefs, values, and perceptions of normative behaviors
and practices. Within one’s perceived cultural sphere,
an individual may choose to adopt health behaviors
that are more or less risky to them and to others living
and working in proximity. Strong social connections
and networks, especially of others within one’s culture,
may serve to protect people from illness and harm.

The nature of the society in which we live matters
greatly to our health. Social support is a significant factor
in promoting and maintaining healthy lifestyles at an
individual and population level, probably as important
as risk factors such as hypertension, obesity, and smoking.
Individual and community-level support offers practical
and psychosocial resources to help people to cope with
daily stress, illness, and many of life’s challenges. Low
levels of emotional support and social participation are
associated with increased overall death rates.

A supportive society is one whose values and norms
contribute to a variety of assets such as social stability,
safety, positive working relationships, respect for diver-
sity, and cohesive communities that reduce many
potential risks and provide opportunities for healthy
behavior choices. Such social cohesion and civic vitality
depend on strong formal and informal social networks
within a community, region, state, or nation through
institutional, organizational, and individual support
practices that share resources and strengthen interper-
sonal and group affiliations (PHAC, 2010). Life expec-
tancy is greater in states and regions where there is
broad participation in civic affairs and a high degree
of social trust. States where there are high rates of
volunteer activity report lower mortality rates and
incidence of heart disease.

Lack of social support can also arise from lack of
provision or access to social goods and services (e.g.,
language services for immigrants, housing for the
homeless, and legal sanctions to prevent discriminatory
practices). Without adequate opportunity for contrib-
uting to society, people may not be socially active or
productive and they may face inadequate or unequal
access to means of livelihood. Recent immigrants are
often considered to be among the most marginalized
groups in US society, encountering high risk for reduced
earning capacity, increased poverty, unemployment or
underemployment, discriminatory practices in the
workplace, segregation due to lack of equal access to

neighborhood housing, contact with the criminal justice
system, reduced access to health care services and insur-
ance, and poor experience of overall health. For example,
many children living outside the United States may
endure long-term separation from their migrating par-
ents if they must remain in their country of origin, often
with inadequate supervision that may lead to harmful
consequences such as sexual abuse or neglect (Pottinger,
2005). Among Mexican-origin Latinos, the largest
immigrant group in the United States, family support
is positively associated with self-rated physical and
mental health, while family cultural conflict may be
negatively associated. This conflict may arise, in part,
from different generations’ culturally-related beliefs
and behaviors and appears to be mediated by language,
although the mechanism for this is not well under-
stood. Although important for community cohesion,
Latino neighborhood-level social cohesion may not be
significantly related to self-rated physical or mental
health when the effects of education, income, and
other demographic measures are taken into account
(Mulvaney-Day, Alegria, & Sribney, 2007). Overall,
however, social networks and number of social contacts
seem to matter to everyone’s health, regardless of cul-
tural background, age, or gender.

At the other end of the spectrum of social support
and community cohesion, violent crimes pose serious
threats to health. Worldwide, women and children are
most likely to be exploited by human trafficking and
transported to US destinations. In the United States,
experience of family violence tends to follow race/eth-
nicity. From 2006 to 2008, the US child mortality rates
due to assault, negligence, and maltreatment were the
highest among all countries with reliable data — three
times higher than other Organization for Economic
Cooperation and Development (Organization for Eco-
nomic Cooperation and Development [OECD], 2010)
nations except for Mexico. Indirectly, an individual’s
health may be adversely affected over time through lost
productivity or ability to work or attend school,
increased need for mental health and medical care, as
well as greater involvement with law enforcement and
criminal justice systems.

Aside from the importance of clean air and water,
proper waste disposal, absence of toxins from the soil,
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and adequate control of disease vectors, the environ-
ment in which we live our daily lives has profound
effects, especially on gestating mothers, infants, and
children. North Americans on average now spend
90% of their time indoors, in their homes, schools,
workplaces, recreational facilities, shops and malls,
etc. The broader built environment of human settle-
ments (villages, towns, suburbs, and cities) is also
important, because these are not only physical environ-
ments, they are also social environments where people
gather and relate to one another.

In addition to being safe and providing shelter,
housing also should be hygienic. This means having
clean water, sewage and solid waste removal, and
clean food storage and preparation areas. These sub-
jects have been at the core of traditional public health
work for many decades. Housing should also support
mental and social well-being — it should be attractive,
pleasing, and well maintained, preferably with green
space and play areas for children.

The quality of the urban built environment is also
important to health. Outdoor air pollution comes from
industry and from motor vehicles. Particularly in the
summer months, nitrogen oxides and volatile organic
carbons from these sources combine to form ground-
level ozone, while particulate pollutants and acid emis-
sions contribute to smog in summer or haze in winter.
Motor vehicle accidents are a major cause of death and
injury. Traffic noise is a major irritant, while large roads
and highways impede access for pedestrians and isolate
neighborhoods from each other. Urban settlements
also contribute enormously to water pollution.
Human wastes, industrial wastes, urban runoff from
the streets and parking lots, pesticides and herbicides
from parks, lawns, golf courses, and gardens — all end
up in rivers, lakes and streams.

The design of urban environments also has an
important influence on crime and violence. It is not
just the violence, but the fear of violence that is debil-
itating. If people do not feel safe, they will not use their
community’s streets and facilities, and increasingly will
wall themselves off in gated neighborhoods. This only
serves to increase the isolation and the disparity
between rich and poor, young and old, Black and
White. Indeed, the social impacts of the urban envi-
ronment are at least as important as the physical
impacts. High-rise apartments, deserted streets, poor

public transportation, gated communities, urban
sprawl — these and other aspects of modern cities can
contribute to isolation, lack of access for the disadvan-
taged, and alienation.

Housing quality is one of the principal determi-
nants of children’s health, both while they are children
and later as adults. Persistent cold, dampness, mold,
fungi, pesticides, lead-based paint, vermin, insects
including mosquitoes, cockroach droppings, and
a host of other household contaminants and agents all
have negative effects on a growing child. Immigrants in
rural and urban areas experience many of these condi-
tions in the colonias, refugee camps and other locations
where they may have to live. The health effects of
negative exposures in childhood last a lifetime, even if
the individual’s economic status increases later in life.

Governments and their policies are important and
can have profound effects on health. Aside from the
obvious negative health effects of war and conflict in
which civilian women and children always suffer the
most, administrative decisions about resource alloca-
tion, taxation, income redistribution, education, pro-
vision of health services, infrastructure development,
transportation, food and water supply, personal safety
and security and social services all have some effect on
the health status of many individuals in the population.

It has been clearly demonstrated that in some coun-
tries, income inequality itself is associated with poorer
health for those at the lower end of the scale. These
economic inequalities are not accidental. They result
from decisions made about taxation policy, home
ownership, business regulation, welfare and unemploy-
ment benefits, education funding and access, health-
care funding, etc. For example, market-generated child
poverty in Sweden, the United States, and the United
Kingdom is 23.4%, 26.7%, and 36.1%, respectively. Tax
and transfer policies in Sweden reduce this child pov-
erty burden to below 3%, while in the United Kingdom
it is only reduced to about 19.8% and in the United
States to 22.4%, and child poverty is a powerful deter-
minant of health (Graham & Power, 2004). Among
developing nations, the Indian state of Kerala has long
been cited as a model of what can be accomplished with
very little in the way of material resources. Average
incomes there are very low, but inequalities are
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deliberately minimized in law and the people enjoy the
highest rates of literacy and the longest average life
expectancy on the Indian sub-continent. By contrast,
in Britain, the economic reforms of the Thatcher era
were followed by increasing death rates among the lower
classes. As Nobel laureate Amartya Sen (2002) has said,
“Health is an exquisite mirror of social circumstances.”

Genes determine many things about us, including nor-
mal biological characteristics such as eye and skin color,
hair pattern, earlobe shape, blood type, and probably
longevity. They are also responsible for a number of
abnormal conditions and diseases. Because parents
pass on their genes to their children, like certain aspects
of physical appearance, some diseases tend to cluster in
families. Comparing the genes of people affected by
a disease with the genes of unaffected people has
revealed genetic variations that substantially increase
the risk of age-related macular degeneration, type 2
diabetes, Parkinson’s disease, and heart disorders, for
example.

Cell division involves a network of signals that work
together to determine when and how often a cell will
divide, and how errors can be fixed. Cancer occurs
when cell division gets out of control. Mutations in
one or more of the nodes in this network can trigger
cancer, through exposure to some environmental fac-
tor (e.g., tobacco smoke) or because of an inherited
predisposition, or both. With some exceptions, no sin-
gle risk is sufficient to trigger the development of can-
cer. Many factors other than genes, including diet,
exercise and environmental exposures will determine
health and malignancy risk.

Ultimately, disease will manifest as some kind of distur-
bance of normal biological functioning. The nature,
extent, and location of the disturbance will constitute
a disease that can be labeled and understood in the
western scientific tradition, but may be viewed very
differently by those who follow the much more ancient
traditions of China (Qi or Chi ), India (Ayurveda), or
Africa, for example. Caregivers should be aware that they
may form the entire foundation of beliefs about health
and disease of many newcomers to America and native-
born citizens alike.

The top ten leading causes of death worldwide
(according to western science) are heart disease, cerebro-
vascular disease, respiratory infections, HIV/AIDS,
chronic pulmonary disease, perinatal conditions, diar-
rheal disease, tuberculosis, malaria, and respiratory tract
cancers. Some of these, like HIV/AIDS and malaria are
most prevalent in one region of the world or another,
while others like heart disease and stroke are ubiquitous,
and the prevalence of these chronic diseases is growing.
Heart disease, stroke, cancer, chronic respiratory disease,
mental illness, and diabetes together account for half of all
deaths worldwide. Cardiovascular disease is now the
leading cause of death in all regions of the world except
sub-Saharan Africa. These chronic diseases are related to
lifestyle and the environment, most particularly
unhealthy diets, lack of physical activity, tobacco use,
harmful alcohol use, certain infectious agents, and air
and water pollution. Those conditions that contribute
most to disease burden are poor sanitation, lack of pota-
ble water, little or no access to health care services, low
levels of education, and undernutrition — all associated
with poverty.

Infectious diseases previously considered under
control are experiencing a major comeback, especially
in those areas of the world where the climate is warm
and damp. Infectious diseases may require an interme-
diary insect host or vector such as a mosquito or tick,
or zoological hosts like swine or cattle. Some infections
are spread through direct contact sexually or through
contact with inanimate objects (fomites), contami-
nated food or water, blood products, or respiratory
droplets.

Emerging and reemerging diseases are a growing con-
cern, including HIV/AIDS, Ebola, severe acute respira-
tory syndrome (SARS), avian influenza, West Nile virus
infection, malaria, and tuberculosis. Vector-borne dis-
eases are reemerging for a number of reasons including
resistance to pesticides, climate change and changes in
agricultural practices. Malaria is the most important
infectious disease worldwide, and ninety percent of
cases occur in Africa. Among the sexually transmitted
illnesses (STIs), 95% of those with HIV also live in
developing countries, accounting for more than 25 mil-
lion deaths since 1981 (Avert, 2010).

It should not be overlooked that while they are
generally not killers, syphilis and gonorrhea are more
common than HIV. The incidence, prevalence, and
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mortality due to STTs continue to increase. Finally, tuber-
culosis is a problem in every low-income country in the
world and is a growing problem in the United States.
One-third of the world’s population is estimated to be
infected, and successful treatment requires multiple med-
ications to prevent the development of resistance.

The saving of lives in acute life-threatening emergen-
cies is an important contribution of medical care to
health, but that is a small part of the total medical
effort. Much larger efforts are devoted to preventive
or curative measures, and an even greater proportion of
the total is devoted to preventing or to minimizing the
poor quality of life associated with chronic disease (i.e.,
to the relief of pain, disability, and disfigurement).

Since the 1960s, advances in medical technology
and scientific knowledge have both contributed greatly
to human well-being. Much of the benefit has been due
to advances in dealing with newborn babies (notably
the availability and use of surfactant) managing heart
disease, particularly acute myocardial infarction, and
prevention of stroke with TPA. According to John
Bunker, one of the few investigators who have
attempted to quantify the contributions of medical
care to health, medical care is now the major determi-
nant of life expectancy.

Health care is not available, accessible, and pro-
vided equitably to all people in many nations, includ-
ing the United States. Research by the Institute of
Medicine revealed that racial and ethnic minorities
tend to receive a lower quality of health care than non-
minorities, even when insurance status and income are
controlled. Patients may not look for necessary care
because they fear being misunderstood or disrespected,
or may not adhere to medical advice because they do
not understand or trust the provider. Language barriers
have a negative impact on utilization, satisfaction, and
compliance with prescribed care. Improving the quality
of physician—patient communication and cultural sen-
sitivity enhances outcomes.

Conclusion

All of these health determinants were summarized by Sir
Michael Marmot (Wilkinson & Marmot, 2003),
a pioneer in the field of population health research,
who noted there are some “solid facts” that can be relied

upon by caregivers and policy makers alike. Regardless of
their country of origin, people’s social and economic
circumstances affect their health throughout life; stress
harms health; the effects of early life experience last
a lifetime; one’s life context matters, including the family
and neighborhood; functional literacy and education are
major determinants of health and life success; social
exclusion creates misery and costs lives; social support
matters; stress in the workplace increases disease;
a personal sense of control and reward for effort matter
greatly; unemployment and job insecurity have powerful
negative effects on health; dietary intake and food secu-
rity are very important but the availability of healthy
food is a major political issue in virtually all countries;
and environmental degradation is dangerous to life and
health. Many of these factors influence the health of
immigrants who may experience life course events that
disrupt their family and social networks, place them in
impoverished environments exposed to health and safety
risks, and compromise their basic food and nutrition
sources. Education and health care are often inaccessible
to them, while economic, language, and cultural barriers
impede their healthy development. Understanding
health determinants and their effects can lead to a more
informed approach to health and social interventions in
this vulnerable population.
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The Boundaries Between
Occupational and Environmental
Health and Safety

Occupational and environmental health are often con-
sidered together because they are largely similar and, in
many ways, overlap or intersect with each other.
Indeed, the boundaries are mostly social rather than
scientific. In the USA, the same individual who is in
a car crash while driving for work would be classified as
an occupational injury, whereas if the crash occurred
under identical circumstances off work time it would
not be considered occupational. Likewise, a waiter who
is exposed to secondhand smoke at the restaurant
where he/she works has an occupational exposure,
whereas if he/she were a customer in that same restau-
rant, his/her exposure would be environmental.

The political separation into occupational and envi-
ronmental exposures has led to distinct regulatory
approaches. Critically also, exposures at work often differ
from those in the general populations both in form and
intensity. While secondhand smoke exposure and car
crashes may be similar in both spheres, in other instances
workers may be exposed to much more intense repetitive
strain injuries (meat cutting, for example) or more con-
centrated airborne pollutants due to being close to the
source. In addition, susceptibility to harm may differ as
the general population includes children, elderly people,
and people too ill to work.

Thus, we accept the bifurcation into occupational
and environmental categories and frame both this
chapter and the entries in the encyclopedia along
these lines.

Where Immigrants Live and Work

The International Organization for Migration esti-
mates that there are 214 million international immi-
grants. The countries hosting the largest number of
immigrants are the United States, the Russian Federa-
tion, and Germany. According to the International
Organization for Migration (IOM), those sending the
most immigrants are China, India, and the Philippines.
Wikipedia reports that net immigration is mostly from
low-income countries to high income countries
(© Fig. 1).

Reasons for immigration may differ considerably
and range from fleeing violence or political persecution
to seeking economic opportunities, to following family
members, among many other reasons. But the majority
of immigrants move from lower-income settings to
economies where they at least perceive that they can
make economic gains. Thus, these immigrants are usu-
ally at or near the bottom of the economic ladder when
they arrive. If they have a limited proficiency in the
dominant language(s) of their new home, that might
also hold back their advancement. These are important
factors when thinking about environmental and occu-
pational health as the housing, neighborhoods, and
jobs that these people find are driven by their social
situation. In general, recent immigrants will be concen-
trated in the worst living and working conditions,
living in low-income or public housing that may be
poorly maintained in neighborhoods with multiple
social problems and working in jobs, often hazardous,
that the higher income native populations are unwill-
ing to take.

Sana Loue & Martha Sajatovic (eds.), Encyclopedia of Immigrant Health, DOI 10.1007/978-1-4419-5659-0,

© Springer Science+Business Media, LLC 2012 (USA)



76

Occupational and Environmental Health

@ Fig. 1

Net migration rates for 2008: positive (darkest), negative (dark), stable (light), and no data (gray) (http://en.wikipedia.

org/wiki/File:Net_migration_rate_world.PNG)

Environmental Health

Ambient Air Pollution

There is a deep and growing literature that shows that
ambient air pollutants, including particulate matter,
ozone, oxides of nitrogen, carbon monoxide, sulfur
oxides and others, adversely affect the health of people.
While pollution levels are greatest for most contami-
nants in major cities in the developing world, Beijing or
Mexico City for example, it is also clear that the rela-
tively lower levels of pollution in North America and
Europe are still sufficient to elicit adverse health out-
comes, including increased mortality.

Most research on ambient air pollution has either
not included or not separated out immigrants from
nonimmigrants. This situation may be changing with
studies such as the Multiethnic Study of Atherosclerosis
air pollution sub-study which includes large numbers
of Chinese and Hispanic Americans (Diez Roux et al.,
2008). Critical to the case that immigrants might have
different exposures to air pollutants is the fact that
these pollutants vary across time and space so that
some people will be exposed more than others, even
within a single city. The ways that pollutants vary are

complex and differ by type of pollution. For example,
ozone is a regional pollutant that forms at a distance
from the source of its precursors. Conversely, the
smallest particulate pollution, ultrafine particulates, is
elevated mostly within hundreds of yards of major
traffic routes.

A small number of air pollution studies have
reported analysis of air pollution data by immigration.
One team of researchers looked at “air toxics” levels as
reported by the US EPA in relation to multiple demo-
graphic factors, including immigration. One of their
studies, which converted toxic air pollution levels in
California into predicted cancer risk, found, after con-
trolling for many possible factors, that census tracks
with higher percentages of recent immigrants had
a statistically significant association with cancer risk
(Pastor et al.,, 2005). Another study by this team
suggested that, again in California, Latino and Asian
children had higher exposure to air pollutants and,
consequently, higher “respiratory risk” Further,
this analysis suggested a possible relationship to lower
academic performance (Pastor et al.,, 2006). A third
study in this series found that residential segregation
was associated with estimated cancer risk for Asian and
Hispanic populations across the USA (Morello-Frosch
& Jesdale, 2006).
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A second team, working with data from Phoenix,
Arizona, found that Latino immigrants experience
higher levels of carbon monoxide independent of
their socioeconomic status (Grineski et al., 2007), but
found no association of Latino immigrants with
asthma hospitalizations in a
(Grineski, 2007). US inner city populations, which
include many immigrants, have higher exposures to
air pollution and may experience poorer health out-
comes, especially cardiovascular and respiratory, as
a result of those exposures.

Clearly the literature to date does not adequately
answer the question of how different ambient air pol-
lution exposures and risks are for immigrant commu-
nities compared to native-born communities. That the
literature is US-based leaves a particularly large gap.
But the findings, limited as they are, suggest greater
exposures and health risks for immigrants.

separate analysis

Indoor Pollution

In developed countries, people spend a large percentage
of their time indoors, including time inside their
homes. Thus, in these countries indoor exposures,
including infiltration of ambient pollutants, are more
important than outdoor levels. Time spent indoors
may be much less in developing countries, but sources
of indoor pollution may be more extreme, for example,
poorly ventilated smoke from solid fuel fires used for
cooking. It is worth noting that this means that many
immigrants who move from developing countries to
developed countries experience dramatic changes in
the nature of their indoor exposures.

Combustion is a significant source of indoor expo-
sure via inhalation. Indoor combustion products,
whether from a wood fire or a gas stove or from infil-
tration from outdoors, include particulate matter,
polyaromatic hydrocarbons, carbon monoxide, oxides
of nitrogen, and sulfur oxides. All are well known to be
toxic and to cause or exacerbate health problems. For
indoor combustion, exposure may be particularly high
since dispersion of the pollutant is impaired by the
enclosure of the building.

Other important indoor contaminants include
products of biological organisms, pesticides, lead in
paint, asbestos, and secondhand tobacco smoke,
among others, some poorly studied or not well defined.
Biological contaminants include cockroach, dust mite,

cat, dog, and rodent antigens. In people who are immu-
nologically sensitive, one or more of these antigens
may contribute to allergies and asthma. Some of these
exposures, cockroaches for example, may be more
common in low-income housing more frequently
occupied by immigrants, while others may be prefer-
entially found in higher income suburban homes, such
as dust mites.

Pesticides, often applied indoors to counter pest
infestation, may accumulate and remain on surfaces
for relatively long times and many are nerve toxins
and/or carcinogens. Lead paint is found on indoor
surfaces in countries, the USA, for example, that did
not ban its use following early indications of its toxicity
to children.

The difference in time spent indoors and in the
sorts of exposures encountered indoors may be an
important change for immigrants who move from
developing to developed countries or from rural to
urban settings in the course of immigration. For exam-
ple, a report from Washington State in the USA found
that a majority of carbon monoxide poisonings were
among immigrant families during storm and power
outages, and that burning charcoal indoors to stay
warm was a common error on the part of these families
(Gulati et al., 2009). A study from Boston, Massachu-
setts, found that pesticide residues in public housing
often included restricted use pesticides that were not
supposed to be applied in homes (Julien et al., 2007).
Hispanic families were buying these pesticides at local
bodegas and using them, undiluted and without train-
ing on their hazards, to counter cockroach infestations
in their apartments.

Biomass (coal, wood, charcoal) is widely used as
fuel for cooking and heating in much of the world.
Burning biomass produces large quantities of smoke
that is poorly dispersed in many indoor environments,
exposing residents to particulate matter, oxides of
nitrogen, carbon monoxide, and other combustion
products. These pollutants have been associated with
disease, including respiratory diseases, cancer, ear
infections, and low birth weight. In 2000, as many as
two million deaths may have resulted from this prac-
tice, perhaps half in children.

Assessing exposure to this form of indoor pollution
is complicated by the fact that levels of smoke are
variable, rising, for example, when fuel is added to
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a fire, and due to variability in proximity to the fire.
However, it appears that women are exposed more than
men. Well-defined dose-response relationships have
been reported when careful assessment of exposure
was undertaken, with an almost eightfold increased
risk of acute respiratory infections at the highest expo-
sure levels. Intervention programs aimed at reducing
exposure and associated health impacts need to
account for actual circumstances in the field, not just
idealized performance of, for example, stoves designed
to reduce exposure (Ezzati & Kammen, 2002).

Secondhand Smoke

Secondhand tobacco smoke (SHS) is a mixture of
thousands of substances, both gasses and particulate
matter, many of which are known or suspected carcin-
ogens and have other toxicological properties, includ-
ing effects on the cardiovascular system. SHS is
produced both during inhalation by the smoker and
while the resting cigarette (or other tobacco product)
smolders. The smoke produced during active smoking
is called “mainstream” smoke and that produced while
smoldering is “sidestream” smoke. Because sidestream
smoke burns at a lower temperature and achieves less
complete combustion, it may contain more toxic
substances.

Exposure to SHS has been linked to cardiovascular
disease, lung cancer, asthma (both occurrence and
exacerbation), middle ear infection, pneumonia, low
birth weight, and sudden infant death syndrome. In the
1990s the strength of the science was contested in
widespread public debates in the USA with the tobacco
industry and restaurant associations being the main
skeptics, but the evidence base is strong and broadly
accepted in the scientific community and there is much
less doubt among public and industry groups expressed
today.

Internationally, the regulation of smoking indoors
varies widely, with at least some countries on every
continent enforcing strong bans. Some countries have
weaker regulations and some have a patchwork of rules
that are enacted for locations within the country, such
as states, provinces, or cities (@ Fig. 2).

There is no overarching federal regulation or law in
the USA that restricts exposure to SHS at work, making
the USA a prime example of a piecemeal approach to
regulation. The US Occupational Safety and Health

Administration would be the agency to issue such
rules, but it has not done so despite the fact that
SHS is present in greater amounts and is more toxic
than many other occupational exposures that are
regulated. Thus, municipal and state regulations vary
considerably from jurisdiction to jurisdiction, ranging
from nonexistent to bans on smoking, especially in
restaurants (American Nonsmokers’ Rights Founda-
tion, 2010).

Although also subject to considerable debate in the
past, it is now widely accepted that ventilation cannot
reduce SHS to acceptable levels. This is largely because
the level of air exchange needed to dilute the tobacco
smoke would be far too great to be practical or cost
effective. One calculation found that there would need
to be over 220 changes of the air per hour in a 100 m?
office in which two cigarettes are smoked per hour
(Repace & Lowrey, 1985).

Today the leading edge for control of SHS exposure
in locations where workplaces have been or are largely
restricted is in-home exposure. Of particular concern
are children and nonsmoking spouses of smokers.

For immigrants the SHS issue will depend consid-
erably on the regulatory framework, or lack thereof, in
their country of origin and the framework (or again
lack thereof) in the country to which they have moved.
Thus, an individual immigrant or his or her family
might have moved from little or no regulation of
smoking to more strict regulation and enforcement.
Or they might move from a place with strong bans to
a place with none or limited enforcement. Or, it is also
possible to make a lateral move where the acceptability
of smoking does not change much.

A common circumstance is for immigrants to move
from locations with few or no restrictions on smoking
(much of Africa and Asia) to places that enforce bans
(parts of Europe and North America). This circum-
stance puts recent immigrants in a position in which
they have to learn a new cultural and legal norm.
Because of what is often a rapid immersion into the
social environment of their new country, these immi-
grants may not understand the rationale behind bans
or restrictions that have been debated in their adopted
country for years before they arrived.

One consequence may be that immigrant enclaves
enforce smoking bans or restrictions less vigorously
than in other locations. But it is also possible that in
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O Fig. 2

Smoking bans worldwide as of Feb 8, 2010: [ ] no restrictions or no data;

enforcement;

no national ban, some localities have comprehensive indoor bans;

patchy and incomplete bans, low
strong national ban in public

areas except entertainment and restaurants, or weak enforcement in indoor entertainment areas; [l strong national

ban in public areas except entertainment and restaurants, some localities have comprehensive indoor bans;
[l strong national ban in all public indoor areas. Note: Countries with all subnational entities having a ban equates to
a nationwide ban here, such as for Canada and Australia (http://en.wikipedia.org/wiki/List_of_smoking_bans)

countries with a patchwork of different smoking poli-
cies, immigrants are more likely to work around
smokers because of “occupational segregation.” That
is, some jobs are less likely to have smoking bans than
others. For example, a ban may be in place in restau-
rants, but not in all workplaces, leaving, again for
example, warehouse workers free to smoke. Consistent
with this, a 2009 study found that in a representative
sample of the US population, persons of foreign birth
were less likely to be covered by smoking bans than
were US-born workers (Osypuk et al., 2009).

In what is perhaps a contrasting example, another
2009 study compared Mexican families living in two
cities in Mexico or in one city in California. California
has more strict smoking control programs than does
Mexico. The study found that voluntary smoking bans
were more common in the USA than in Mexico, while
smoking prevalence was higher in Mexico. Impor-
tantly, smoking bans appeared to be more effective at
reducing SHS exposure in the USA (Martinez-Donate
et al., 2009).

In most legal jurisdictions with relatively strong
programs aimed at reducing smoking and limiting
exposure to SHS for nonsmokers, the extension of
these programs to recent immigrant populations is in
the early stages of development. Extending cessation
programs and education about the need for and the
legal prohibition on smoking to recent immigrant
populations may entail both linguistic and cultural
translation. Effective translation across both domains
is not necessarily easy and certainly requires more than
rote translation of words from one language to another.
For example, Brugge et al. (2002a) developed message
concepts for Vietnamese and Chinese immigrants liv-
ing in Boston, Massachusetts. The approach was to
understand better the values and concerns of the
populations first through a series of focus groups and
then to test messages derived from what was learned by
showing them to people from the target populations.
There is a need for more efforts not only to develop
educational materials in this fashion, but also to assess
their efficacy through empirical tests.
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There may be wide variation of opinion among
immigrants from different countries and living in dif-
ferent adoptive countries. However, a recent study
(Osypuk & Acevedo-Garcia, 2010) found that immi-
grants in the USA were overall more supportive of
smoking bans the more recently they had immigrated,
with a gradient of decreasing support from first gener-
ation to third generation immigrants. While, as the
authors suggest, this might be an opportunity to find
allies to support tobacco control, it may also suggest
that with time in the USA, and acculturation, their
support for restrictions declines. Acculturation appears
to be associated with being less likely to let people
smoke in the home, at least among Asian immigrants
in the Delaware valley. But the associations for accul-
turation variables were not statistically significant and
stronger associations were seen for education, family
size, current smoker in the household, and being
Korean or Vietnamese (Ma et al., 2004). There is evi-
dence, not surprising perhaps, that for Asian immi-
grants at least, social factors, including avoidance of
conflict, contribute to attitudes toward smoking bans
in ways that they might not for US-born residents.

Thus, it seems likely that we are only scratching the
surface of what is a complex issue that deserves con-
siderably more attention to be well understood.

Infectious Diseases

Numerous infectious agents are transmitted through
environmental exposure (in contrast to contagious
organisms transmitted person to person, which we
will not consider here). These environmental threats
are often not as well known as diseases that are trans-
mitted person to person, but they account for substan-
tial morbidity and mortality worldwide. Among the
most common of these diseases are:

e Helminthes, intestinal worms including Ascariasis,
Trichuriasis, and Hookworm

Schistosomiasis

Elephantiasis

Trachoma

Onchocerciasis

Leishmaniasis

Ascariasis is the most common, with prevalence
above 800 million individuals infected, while other
intestinal worms are not far behind with hundreds of
millions of people infected. Schistosomiasis is also
common with over 200 million cases. These diseases
are usually contracted through unsanitary conditions,
such as contact with human feces or water into which
people have urinated. In some cases, the organisms pass
through another species, as with Schistosomiasis and
certain species of snails. In other cases, they pass
through a soil phase and re-infect humans (Hotez,
2008).

These diseases are found mostly in rural, low-
income populations in the developing world and are
rarely present in cities where sewage systems, pave-
ment, and shoes all interfere with their life cycles.
They are chronic diseases that are rarely fatal, but can
cause disability and disfigurement (Hotez, 2008). It is
thought that these diseases have been with humans,
and other vertebrates, for millions of years. Our coevo-
lution probably explains the low-grade response to
these infections. Indeed, the hygiene hypothesis sug-
gests that infections such as these may modulate the
immune system and that in their absence we acquire
greater risk of immune system abnormalities, such
as asthma and allergy or inflammatory bowel disease
(Liu & Leung, 2006; Schaub et al., 2006).

For immigrants moving from developing countries,
where these infections are common, especially in rural
areas, to developed countries, the main effect will be
that those who have been infected will lose their infec-
tion. There are undoubtedly positive consequences to
this, such as reduced anemia due to intestinal worms.
But these immigrants may also encounter new ailments
to which they were previously unfamiliar, such as aller-
gies. Research on immigrants to many developing
countries has suggested, but is not yet conclusive, that
allergies and asthma increase in populations following
immigration (e.g., Brugge et al., 2008).

There is a need to better understand these “forgot-
ten” diseases (Hotez, 2008), both to ameliorate the
suffering and reduced productivity that they cause in
people with the infections and to understand how these
organisms might have affected our own evolution such
that aberrations in immune function might develop
more often in their absence.
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Chemicals in Water

Chemical contamination in water is of many sorts and
comes from many sources. Some well known and com-
mon contaminants include heavy metals, such as lead;
transition metals, such as arsenic; or organic com-
pounds, such as benzene or polychlorinated biphenyls.
While there is natural contamination of surface and
groundwater by some types of contaminants, activities
undertaken by humans can either directly or indirectly
increase chemical levels in water. They include sewage
systems, especially in the absence of treatment plants or
in instances where such plants do not effectively
remove some chemicals. Also, direct discharge of
industrial chemicals into water or onto soil, and from
there into water may be better or less well regulated. Air
pollution deposits on surfaces, including water, but
also onto hard surfaces that then get rinsed by rainfall
and end up in water.

In general, immigrants from low-income countries
are likely to encounter improved water quality when they
immigrate to high income countries. But there may be
instances in which they move from relatively pristine
rural areas to urban centers were water pollution is
more of a problem.

Evidence to date suggests that immigrants to Europe
and the United States experience less nonoccupational
unintentional injuries than native-born persons. For
example, a study found that both boys and girls of
foreign-born mothers in Denmark had lower rates of
injury (Laursen & Moller, 2009). A study in the USA
reported lower percentages of reported injuries in the
past year for Black, Hispanic, and Asian American
immigrant children in comparison to US-born chil-
dren, all of whom were low-income as they were
recruited from Head Start programs (Schwebel et al.,
2005). Apparently this trend extends to very narrow
sub-groups of immigrants, as a study in California had
similar findings for fatalities from injuries comparing
Hmong to non-Hispanic Whites (Yang et al., 2009).
There is some evidence counter to the dominant find-
ings, for example, a study in Italy found that immigrant
men, but not women, had higher rates of acute care and
hospitalization for injuries than did native Italians
(Baglio et al., 2010).

Road traffic injuries are more common in developing
than developed countries (Donroe et al., 2008). But in
developed countries the evidence is mixed with regard
to whether immigrants experience higher risk of such
injuries. Using nationwide data, a US study found that
transportation-related injuries were more common
among immigrants, despite overall injury prevalence
being lower for immigrants (Sinclaire et al., 2006). On
the other hand, a study in Sweden found that socio-
economic differences increased risk of traffic injuries,
but that being an immigrant did not. Notably, most of
the immigrants in the Swedish study were from Fin-
land, which might suggest modest cultural differences.

There has been little research aimed at understand-
ing why immigrants might experience injuries less
often than nonimmigrants. One study produced evi-
dence that language acculturation, learning English,
was associated with increased injuries (Schwebel &
Brezausek, 2009). Another paper by the same group
raised the possibility that immigration might select for
“well-adjusted and healthy children” (Schwebel et al.,
2005, p. 505). Another concern with the studies to date
is that they do not address well enough the possibility
that there is differential reporting of injuries, including
differential assessment of the level of severity that
requires medical care. There are programs aimed at
addressing injuries in immigrant communities, includ-
ing a participatory program in Birmingham, England
(Kimberlee, 2008), and an effort to address local plan-
ning to reduce traffic-related injuries in Boston China-
town (Brugge et al., 2002b).

Occupational Health

Immigrant hired farmworkers are commonly exposed
to a variety of pesticides in fruit and nut, vegetable,
horticultural, or field crops. There were over a million
hired crop farmworkers in the USA in 2006, about
a third of an estimated three million people employed
in agriculture. Almost half of hired farmworkers lack
authorization to work (Kandel, 2008), and 80% are
males (Das et al., 2001). California alone has as an
estimated 36% of the nation’s farmworkers; almost all
of them are Hispanic (99%) and most are born in
Mexico (96%) (Aguirre International, 2005). In the
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last 10 years in California and Oregon there has been
significant growth of indigenous farmworkers from
(Mixtecs,
Guatemala, who may not speak Spanish, (Bacon,
2006; Farquhar et al., 2008).

Das et al. (2001) analyzed California pesticide ill-
ness surveillance data and found that the most com-
mon causes of pesticide-illness cases in 1998-1999 in
California were organophosphates and N-methyl car-
bamates (20.2%), followed by inorganic compounds
such as sulfur and copper compounds (13.6%) and
pyrethroids (8%).
reported were dermatologic symptoms and signs
(44.2%), followed by those affecting the nervous
(38.7%), gastrointestinal (38.1%), ocular (32.5%),
and respiratory (23.7%) systems. These illnesses
occurred mostly while farmworkers performed routine
activities in the fields (64.4%), followed by exposures
while mixing, loading, or applying pesticides (28.6%).
The most prevalent exposure routes were dermal
(41.3%), inhalation (24.2%), and ocular (11.3%).
Though California has the oldest and most compre-

Mexico Zapotecs, and Triquis) and

The most common illnesses

hensive surveillance system in the country, the authors
note that there is significant underreporting of pesti-
cide illnesses due to a variety of weaknesses and diffi-
culties facing the surveillance system.

Strong et al. (2004) studied a sample of 211 farm-
workers in Eastern Washington state, 92% of whom
were born in Mexico, and found that exposure to
organophosphate pesticides was common. They
reported that health symptoms or signs such as head-
aches, pain in muscles, joints or bones, burning eyes,
rash or itchy skin, blurred vision, stomach aches, and
shortness of breath were the most common. Burning
eyes and shortness of breath were weakly associated
with detectable samples of azynphos-methyl, methyl-
paration, and phosmet in house and vehicle dust.
Azynphos-methyl and phosmet as well as captan (a
fungicide) residues have also been found in migrant
farmworker homes in Oregon (McCauley et al., 2001).

Villarejo & McCurdy (2008) reported pesticide
exposure and illness data from the California Agricul-
tural Workers Health Survey (CAWHS), which was
a cross-sectional random household survey of 970
hired farmworkers, including workers in dairy, poultry,
and other types of livestock production. Twelve percent
of males and 7% of females self-reported direct contact

with pesticides from being sprayed or drifted upon in
the previous 12 months. Direct contact with pesticides
from being sprayed or drifted upon among both males
and females was associated with multiple self-reported
work-related health conditions such as irritated, itchy,
or watery eyes; blurry or clouded vision; skin irrita-
tions; and headaches.

Another newly studied but very common chemical
exposure for many Asian and Latino workers in the
USA is exposure to solvents in nail salons. For example,
California has over 300,000 workers licensed to per-
form nail care services. Nail care products may contain
methylene chloride, benzene, formaldehyde (which can
cause cancer), toluene, and dibutyl phthalates (endo-
crine disruptors). A study with a sample of mostly
female Vietnamese nail salon workers in California
found that 47% reported symptoms that may be asso-
ciated with solvent exposures, such as skin irritation,
breathing problems, numbness, and eye and throat
irritation. Most of these symptoms began after they
started working in the industry (Quach et al., 2008).

A similar study in Boston surveyed 71 Vietnamese
nail technicians exposed to nail polishers, nail polish
removers, artificial nail products, nail tip adhesives,
artificial nail removers, and disinfectants. It found
that almost one-third of those surveyed reported
a respiratory symptom that got better when they were
away from work; 43% of these reported respiratory
irritation only, 31% reported skin problems, and 18%
experienced difficulty breathing (Roelofs et al., 2008).
Though both of the nail salon studies had small sam-
ples and design limitations, they suggest that there are
potentially serious health problems emerging in urban,
small service sector businesses owned and staffed by
recent immigrants.

Vietnamese hardwood floor finishing workers are
exposed to flammable liquids such as lacquer sealers
and organic solvents. There were 11 fatal injuries of
workers in the floor laying/other floor work business
in the USA resulting from fire and explosions between
1992 and 2001; five of them occurred in wood floor
sanding. In September 2004, two Vietnamese floor
finishers burned to death in a Somerville, Massachu-
setts, house fire when refinishing wood floors. In July
2005, another Vietnamese floor finisher died in
another house fire in Massachusetts (Azaroff et al.,
2006).
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Immigrant janitors and housecleaners are routinely
exposed to a variety of toxic chemicals such as chlorine,
ammonia, alkylphenol ethoxylates, and 2 butoxy-
ethanol diethylene glycol monoethyl ether, among
others (Gute et al., 2010; Pechter et al., 2009). Expo-
sures to toxic cleaning agents at work may cause respi-
ratory problems, such as asthma; irritation of throat,
nose, and eyes; dermatitis; and allergies from sensitiz-
ing ingredients.

The meat and poultry industry is a good example of
a manufacturing industry where immigrant workers
are exposed to a variety of chemical hazards. In 2003,
42% of workers in this industry were Hispanic/Latino
and about 2% were Asians or other Pacific Islanders.
About 26% of all workers in the industry were foreign-
born noncitizens, while 38% of production and
sanitation workers in this industry were foreign-born
noncitizens (GAO, 2005). Workers in the industry may
be exposed to hazardous chemicals such as nitrogen
sulfide gas, carbon dioxide, and methane in manure
pits or manure waste “lagoons,” liquid ammonia and
freon, used to keep production lines cold, and
disinfectants.

Exposure to inorganic lead in construction remains
a problem for immigrant workers throughout the USA,
especially recent immigrants. For example, blood level
screenings conducted in Boston, Massachusetts, in
2008 indicate that Brazilian immigrant residential
painters were overexposed to lead at work (Siqueira,
2008). Lead poisoning can cause acute and chronic
adverse effects in multiple organs, such as reduced
sperm counts, memory loss, kidney problems, fatigue,
and miscarriages.

Immigrant workers who work outdoors are at higher
risk of exposure to extreme hot or cold temperatures
and ultraviolet (UV) radiation. Extreme heat condi-
tions are usually seen in the summer in the South and
Southwest of the United States. Farmworkers in these
areas may suffer from heat cramps, heat stroke, heat
exhaustion, and heat rash, among other problems.
Heat cramps usually occur after workers sweat pro-
fusely during arduous activity. Symptoms include mus-
cle spasms in the abdomen, legs, or arms. Heat stroke is
the most serious form of heat stress. Symptoms include
hot and dry skin, chills, high body temperature,

confusion, dizziness, hallucination, and a throbbing
headache. Symptoms of heat exhaustion result from
loss of water and salt, and include heavy sweating,
extreme weakness or fatigue, nausea, clammy or
moist skin, dizziness, and confusion. Immigrant
workers in the restaurant industry also often complain
of hot work environments in kitchens (Restaurant
Opportunities Center of New York, 2005).

Extreme cold conditions usually in the Northeast,
Midwest, and North may cause frostbite, hypothermia,
and other conditions in construction workers at con-
struction worksites without good climate control (for
example, road construction). UV radiation may cause
skin cancer and sunburn. Laborers and roofers may
also be struck by lightning.

Workers in meat and poultry plants may be exposed
to very hot temperatures, used to cook or cure meat, or
to very cold temperatures used to preserve meat and
facilitate processing. Even colder temperatures are
required for production of frozen meat and poultry
(GAO, 2005).

Electromagnetic fields (EMFs) produced by power
lines, electric wiring, and electric equipment may also
be hazardous to immigrant workers, who may be
exposed to high magnetic fields if working near electri-
cal systems that use large amounts of electric power,
such as large electric motors, generators, or the power
supply or electric cables of a building (NIOSH, 1996).
There is evidence linking exposures to EMFs and leu-
kemia and other cancers, but no consensus exists
regarding EMFs as their cause. Therefore, EMFs are
not considered a proven workplace hazard by USA
government agencies.

Immigrant workers in construction may be exposed to
asbestos and dust in demolitions of buildings that
contain asbestos, residential and commercial renova-
tions, performance of building maintenance activities,
and asbestos abatement projects. Although exposures
to asbestos decreased in the last decades due to signif-
icant reduction of its use in the USA, immigrant
laborers may still be exposed to it as a result of lack of
training and compliance with health and safety stan-
dards to protect workers. Asbestos-containing mate-
rials are usually found in insulation and fireproofing
materials, cement and wallboard materials, and
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automotive breaks and textile products. Exposure to
asbestos fibers may cause lung cancer, mesothelioma,
and asbestosis. Acute symptoms include shortness of
breath, chest or abdominal pain, and irritation of the
skin and mucous membranes. Chronic symptoms
include reduced pulmonary function, breathing diffi-
culty, and dry cough, among others.

Unusual but important exposures of immigrant
workers to particulates and asbestos may also occur.
For example, Malievskaya et al. (2002) reported immi-
grant worker exposure to fiberglass, alkaline concrete
dust, crushed glass, and other pulverized construction
material during the clean-up of contaminated offices
and residential buildings near Ground Zero (the World
Trade Center site). Clinical exams were conducted in
anonrandom sample of 418 immigrant building clean-
up workers, mostly immigrants from Colombia and
Ecuador. Almost all workers examined suffered from
either irritation of the airways (cough, sore throat,
nasal congestion, and chest tightness) or systemic
symptoms, such as headache, fatigue, dizziness, and
sleep disturbances.

Exposure to silica dust may occur in construction
jobs that involve concrete cutting, surface grinding,
tuck-point grinding, sacking and patching concrete,
concrete floor sanding, and sandblasting. Diseases
caused by exposure to silica include silicosis, lung can-
cer, pulmonary tuberculosis, and airway diseases
(NIOSH, 2010a).

Almost all occupational health and safety studies that
asked immigrant workers to identify their most impor-
tant job hazards found stress as one of the major haz-
ards experienced by these workers in the hotel industry
(Buchanan et al., 2010), the restaurant industry (Tsai &
Salazar, 2007), the health care industry (NIOSH, 2009),
the meat and poultry manufacturing industry (GAO,
2005), the textile industry (Lashuay et al., 2002), and
the electronics and computer assembly industry
(Azaroff et al., 2004), among others. The main reasons
for the pervasiveness of high levels of stress in many
jobs held by immigrants is that they tend to work in
high physical demand and low worker control jobs or
in low wage and insecure informal jobs with high
turnover, often subject to poor working conditions.
In addition, undocumented immigrants may be

exposed to racial/ethnic discrimination at work; they
may have language barriers, receive poor or no safety
and health training, and suffer abuse from employers
who have no accountability for failing to protect them
against hazardous exposures (AFL-CIO, 2005). There-
fore, a broad array of symptoms and diseases has been
found in immigrant workers that are associated with
stress at work: depression, sleep disorders, neurotic
disorders, anxiety, musculoskeletal pain, angina, gas-
trointestinal disorders, and heart disease, among
others.

For example, a survey of 200 Latino workers, almost
all immigrants, in poultry processing plants in North
Carolina found that management practices, such as
poor commitment to safety and abusive supervision,
and indicators of job design, such as psychological
workload, repetitive movements, frequent awkward
posture, task variety, and authority, were associated
with risks of self-reported injury/illness, and musculo-
skeletal and respiratory problems (Marin et al., 2009).
de Castro et al. (2006) described how work organiza-
tion affected immigrant workers in Chicago according
to worker rights cases collected by the Chicago Inter-
faith Workers’ Rights Center. This study found that
immigrant workers reported racial and ethnic dis-
crimination on the job, as well as discrimination
based on immigration status. de Castro et al. (2008)
also found that job-related stressors are associated with
chronic health outcomes (a composite of a number of
chronic conditions such as asthma, diabetes, high
blood pressure, back problems, etc.) among Filipino
immigrants, and that this association was stronger for
recent immigrants.

Immigrant workers are exposed to infectious diseases
in a variety of workplaces, such as health care facilities,
meat and poultry plants, and farms. There were 1.1
million immigrants employed in health care occupa-
tions in 2000, representing 12.9% of the healthcare
workforce. They were 25% of all physicians; 17% of
nursing, psychiatric, and nursing aides; 16% of all
clinical technicians; and 11% of registered nurses
(RNs). Asians were the largest immigrant group in
the industry, with Filipino nurses the largest immigrant
group of RNs and Mexicans the largest immigrant
group within nursing aides, followed by Jamaicans
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and Haitians. Immigrants made up a large proportion
of home health aides as well (Lowell & Gerova, 2004).
Since there is not much evidence to show disparities in
worker exposures in health care settings, one may
conclude that immigrant health care workers may be
exposed to the same infectious disease hazards faced
by the native workforce. Thus, as RNs and nursing or
home health aides, they may be exposed to blood-
borne pathogens, such as hepatitis B/C and HIV
from percutaneous injuries from needlesticks and
sharps, mucous membranes, and skin exposures
(NIOSH, 2009). Immigrant health care workers may
be routinely exposed to common viral respiratory
infections, such as the influenza or flu viruses, and
also to particular strains of viruses that have caused
major epidemics, including the corona virus that
caused the epidemic of severe acute respiratory syn-
drome (SARS) in 2003, and the HIN1 influenza virus
that caused the 2009-2010 flu epidemic (NIOSH,
2010b).

In meat and poultry plants immigrant workers may
become ill by contact with virus and bacteria in animal
tissues and bodily fluids from carcasses, blood and fat,
as well as feces. As a result, they may have fever, diar-
rhea, nausea, or vomiting, all related to acute infections
(GAO, 2005). Poultry workers may also be exposed to
the avian flu virus (NIOSH, 2010b). Immigrant hired
farmworkers may have a high prevalence of parasitic
diseases and tuberculosis, and have also been found to
have sexually transmitted diseases (e.g., syphilis and
AIDS) (Villarejo & McCurdy, 2008).

Ergonomics and Occupational Safety

Hispanics or Latinos (native and
accounted in 2008 for 10.5% of all musculoskeletal
disorders (MSDs) (Bureau of Labor Statistics, 2009),
which included a wide variety of illnesses and injuries
such as sprains, strains, carpal tunnel syndrome, and
back pain. Asians (native and immigrant) accounted
for only 1.5% of MSDs. A qualitative study with
a sample of 75 immigrant workers from Latin America
and Asia who worked in the restaurant, housecleaning,
homecare, apparel, and hotel industries in the Los
Angeles area found a high prevalence of self-reported

injuries (Brown et al., 2002).

immigrant)

musculoskeletal

According to a report on workplace injuries experi-
enced by predominantly Chinese immigrant workers
in the garment industry in San Francisco, 99% of
patients who attended a free clinic for garment workers
had one or more diagnosed work-related conditions
such as back, neck, or shoulder sprains or strains
(Lashuay et al., 2002). A participatory action study
conducted with unionized hotel room cleaners in Las
Vegas, 85% of whom were immigrants, found that 75%
of those surveyed experienced work-related pain, and
worked while in pain in the 12 months prior to the
survey. Repetitive physical tasks may explain most of
the pain reported by such workers (Scherzer et al.,
2005).

The meat and poultry industry has one of the
highest rates of musculoskeletal injuries compared to
other manufacturing industries. These injuries are
associated with the meat and poultry production pro-
cess, such as cutting motions in production lines. In
2001, the carpal tunnel injury rate was 6.8 cases/10,000
full-time workers, while the rate of sprains and strains
was 51.9/10,000 and the tendonitis rate was 3.5/10,000.
The rate of repetitive motion injuries in the industry in
2002 (22.2/10,000) was fifty percent higher than the
rate (14.7/10,000) for all US manufacturing (GAO,
2005).

Hired farm laborers in California reported high
levels of musculoskeletal pain: 41% of men and 40%
of women surveyed in the California Agricultural
Workers Health Survey experienced persistent pain in
their backs, necks, knees, shoulders, hands, feet, or
multiple parts of the body. The longer the number of
years as hired farm workers, the larger the number of
body parts which experienced pain (Villarejo &
McCurdy, 2008).

The fatality rate for immigrant workers in 2001 was 5.7
per 100,000 workers, compared to 4.3 per 100,000
workers for all US workers. Analysis of Census of
Fatal Occupational Injuries (CFOI) data from 1996 to
2001 shows that foreign-born workers accounted for
13.6% of all fatal occupational injuries recorded in the
US. Workers from Latin American countries were
responsible for 61% of fatal injuries — two-thirds were
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Mexican. Asians were the second largest group, with
21% of foreign-born worker fatalities. Workers born in
Europe were the third group, with 12.5% of fatal inju-
ries, followed by workers born in Africa (3.2%) (Loh &
Richardson, 2004). The four occupational groups with
the largest fatality rates were transportation and mate-
rial moving occupations; handlers, equipment cleaners,
helpers, and laborers; protective services; and construc-
tion trades. Private construction, retail trade, and
transportation and public utilities were the three most
common industries for foreign-born worker fatal inju-
ries. Workplace homicide was responsible for one in
four fatal injuries of immigrants, followed by falls to
a lower level, and highway incidents. Immigrant
workers had a higher fatality rate than native-born
workers in retail sales and as handlers, equipment
cleaners, helpers, and laborers. The southern region of
the USA had the largest share of fatalities, due to its
proximity to Mexico and Cuba, while the West had the
second largest due to its large share of agricultural,
fishing, and forestry immigrant workers.

According to the most recent statistics collected by
the Bureau of Labor Statistics, Hispanics or Latinos
suffered 13.5% of all nonfatal occupational injuries
and illnesses involving one or more days away from
work, compared to 1.4% for Asians (Bureau of Labor
Statistics, 2009). One study estimated that immigrants
have an excess of 16,380 nonfatal injuries involving at
least 1 day away from work and an excess of about
61,720 nonfatal injuries annually. It concluded that
immigrants work in riskier jobs mainly because of
a lack of English literacy and low levels of education
(Orrenius & Zavodny, 2009).

Most available literature about immigrant workers’
injuries and illnesses focuses on Latino workers, which
include a significant proportion of recent immigrants
from Mexico and Central America. For example,
a national day laborer study with 2,660 day laborers,
mostly Mexican and Central American immigrants,
found that one in five workers surveyed experienced
an injury on the job and two-thirds missed work due
to an injury. Although many of these workers were
construction workers who worked in a known, danger-
ous industry, the high rates of injuries reported reflected
their poor working conditions, lack of training, and lack
of enforcement of safety and health laws and regulations
(Seixas et al., 2008; Valenzuela et al., 2006). The poultry

processing industry, where many Hispanic/Latino
immigrants work, had a nonfatal injury rate of 5.5/
100 workers and an illness rate of 2.3/100 workers in
2005 (Marin et al., 2009). A recent study of Occupa-
tional Safety and Health Administration (OSHA) 300
logs of injuries in hotel housekeepers, largely females,
found that housekeepers had the highest injury rate,
7.9/100 (immigrant  and
nonimmigrant) housekeepers had a higher rate of inju-

workers.  Hispanic
ries than other ethnic/racial groups (Buchanan et al.,
2010).

Summary

In summary, immigrants are exposed to significant
occupational and environmental health risks, resulting
in an increased burden of disease and, all too often,
mortality. While there are numerous areas noted
above that clearly require greater study, it is clear
that there are also many hazards that are well
documented and affect immigrants disproportionately.
The development of culturally and linguistically
adapted programs to reduce the burden of these ill-
nesses and injuries in immigrant populations is criti-
cally needed. Commensurate with
programs there also needs to be better enforcement
of existing laws and regulations and, in some cases,

intervention

development of new policy to provide adequate
protections.
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Health Research

Patrick J. M. Murphy - Irin Rachel Allen - Mo-Kyung Sin
College of Nursing, Seattle University, Seattle, WA, USA

Immigrants have particular health needs and concerns
that may not be framed well in the context of the
culture from which they left, nor in their new sur-
roundings. The way in which research is conducted
with immigrant cultures impacts how effectively the
broader community can address significant healthcare
needs. The analysis and interpretation of immigrant
health research affects our understanding of how to
best optimize health for all groups within a population.
This chapter highlights some of the most notable
methods and methodological issues arising from
conducting immigrant health research. Particular
attention is given to describing and comparing specific
research approaches that have been successfully used in
researching issues related to immigrant health.

Special Considerations for
Conducting Immigrant Health
Research

Role of Language Translation and
Cross-Cultural Boundaries

One complicating factor that has the potential to
arise  while conducting research with immigrant
populations is the need for language and cultural trans-
lation, be it literal or metaphorical. Healthcare inter-
preters and translators may be used to facilitate
communication across cultural boundaries, and it is
important to note translation involves conveying com-
plex ideas and connotations as much as providing
a word-for-word conversion between two languages.
Most commonly, translators are used for facilitating writ-
ten communication and interpreters are used for oral
communication. Both translators and interpreters may
play important roles in assisting the investigator with the
design, implementation, and analysis of a research project

(de Chesnay, Murphy, Harrison, & Taualii, 2008).

Investigators have previously noted the importance
of conducting research requiring translation in the field
of immigrant health. Limited representation of non-
English-speaking immigrants in health research has
been speculated to adversely effect evidence-based
health and human services policy (Garrett, Dickson,
Whelan, & Whyte, 2010). The language barrier between
immigrants and those in the healthcare profession has
been shown to adversely affect health services access,
health outcomes, and patient satisfaction among
immigrant groups, and patient satisfaction with
different interpreter methods provides insight into
potential applications for research study design
(Gany et al., 2007).

Legal and Ethical Protection of the
Rights of Human Participants

Several factors may directly contribute to the classifi-
cation of immigrant groups as vulnerable populations
in need of special protections when they are involved in
healthcare research. Cultural barriers, language differ-
ences, and legal status may all present challenges to
effectual communication about — not to mention
access to — needed health care. Academic institutions
and clinical sites involved in healthcare research most
commonly have a designated institutional review board
(IRB), sometimes referred to as an independent ethics
committee or ethical review board, that is charged with
protecting the rights of human subject research partic-
ipants and evaluating the risks associated with all
aspects of a proposed research study.

The IRB is responsible for ensuring an investigator
has developed adequate mechanisms for obtaining
informed consent from all research participants prior
to their involvement with the study. Informed consent
requires that participants voluntarily agree to partici-
pate in the study and that they understand (1) what is
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being asked of them and (2) the purpose of the study
and any reasonably foreseeable risks to them associ-
ated with their participation (Belmont, 1979). The
researcher must disclose any potential conflicts of inter-
est between himself/herself and their role in the project.
They must clearly identify to the participants the extent
to which their privacy and confidentiality are being
protected and maintained. It is of particular note that
research participants have the right to withdraw
informed consent at before, during, or after the research
study has been conducted, and the investigator has an
obligation to honor this right at all times, including
after data have already been collected (Belmont, 1979).

In the process of conducting immigrant health
research, there are numerous ways in which ethical
responsibilities and cultural understandings intersect.
For example, investigators conducting a recent study
on elderly Korean immigrants observed participants
were reluctant to answer questions about mental health
and depression due, in part, to a cultural predisposition
to not share openly what was regarded as a private
family matter (Sin, Choe, Kim, Chae, & Jeon, 2010).
Another
research on cervical cancer screening among diverse

research group conducting qualitative
groups of immigrant women identified the need to
utilize “flexible and innovative approaches,” such as
including members of the participating cultural groups
in the research team, in order to involve multiple cul-
tural groups in their study (Karwalajtys et al., 2010).
Developing trust with the immigrant community and
individual participants and explaining the extent to
which participant confidentiality was to be maintained
were essential to the success of these studies.

There are many factors to consider in the selection of
an appropriate study design that will address issues
of immigrant health. The selection of a specific research
methodology to be used will be affected by the individ-
ual characteristics of the immigrant group to be
researched, as well as the nature of any health assess-
ments that may be performed as part of the research
process. The purpose and potential applications of
the study should be identified to aid in the selection
of a beneficial study design. Research that focuses on
health needs of immigrants is often used to assist in

distribution of aid or resources. If this is an aim, mea-
surable outcomes may be a key factor in the design of
the study, and a more comprehensive view of the health
needs of the entire community may also need to be
addressed. When looking at existing programs in rela-
tion to immigrant health issues, taking the participants’
self-identified needs into consideration may be one of
the most important factors and may encourage
a participant-driven type of study. If a deeper under-
standing of cultural values is desired, the researcher
may need to consider how they can build a deeper
relationship with persons from that culture. If a large-
scale collection of data is needed, the researcher may
need to focus efforts on the development of culturally
appropriate methods of obtaining sufficient data,
while taking a more distant role in the actual
collection of data.

What differentiates studies of immigrant health
research from other health research is the relation-
ship between the immigrant group and the domi-
nant culture, as there may be a differential in power
relationships. In the case that an individual from an
immigrant group feels to be of powerless social
standing, the role of an interviewer or researcher
must be examined for ethical integrity (Green &
Thorogood, 2009). When addressing health needs
of an immigrant group within a dominant culture,
the perspective of the researcher is paramount.
A researcher, whether from the immigrant culture
being studied or from another cultural group, may
choose a research design that respects this potential
differential by examining his or her own perspective
on the research process. Understanding the desired
research relationship between the researcher and the
issue or group being studied can aid in selecting the
most effective research design. While some immigrant
cultures may be celebrated or honored, others may be
discriminated against or denied rights. How these cul-
tural groups relate to the dominant culture affects their
access to health resources. In a similar manner, the
relationship between the researcher and the researched
group will impact how data are collected and analyzed.
Because each immigrant group differs by culture and
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country of origin, careful examination of how the
researcher relates to the culture being studied and
the theoretical issues addressed through the study is
useful in order to develop a greater perspective on
immigrant health.

The following methods for conducting immigrant health
research are organized based on relationships between
the researchers and the researched immigrant groups, as
illustrated in® Fig. 1. This conceptual model represents
a nonexclusive taxonomy intended to assist a novice
discerning commonly used
approaches to studying immigrant health research.

investigator among

Case study

Narrative analysis

We describe five approaches to study design, orga-
nized according to their population focus.

e Research designs that are directly focused on the
individual or group participants are subject to
limited input or influence by the researcher. An
example of this method is a longitudinal study
following a specific group of immigrants within
the first few years of their arrival in a country.

e Designs may have a direct focus at the population
level. An example of a study design with this type of
focus is the US Census, which collects demographic
data for the national population.

e Participant-generated methods are studies in which
the population being studied plays an active role
alongside the researcher in the production of
data and the direction of study. An example is

Concept analysis

Correlational

and biographical Distant/ ini i
secondary focus Feminist studies
Experimental and Individual-level
quasi-experimental direct focus Mixed-methods
Longitudinal Metasynthesis
Survey
Research
methodologies Grounded theory
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symbolic interaction
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and
conversation
analysis

Comparative
effectiveness

O Fig. 1

Participatory action

lllustration of research methodologies commonly used in studying immigrant health, classified by the investigator-

participant relationship
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a participatory action design to improve healthcare
access among immigrant groups in a city, in which
community members generate the interventions
and outcomes through focus groups, education
about resources, and community building training.

e Research methodologies may focus on defining
a collective consciousness and evaluating theoretical
constructs relating to the issue or population
studied. An example of this research design is
a grounded theory evaluation of the experience
and descriptions of depression in an immigrant
community in which in-depth interviews are used
to synthesize a theory that encapsulates the essence
of the experience.

e The research approach may have a secondary anal-
ysis or distant focus in which previous knowledge is
evaluated, revised with a new perspective, or syn-
thesized to generate new knowledge or theories. An
example is a systematic review of the experiences of
immigrant nurses in Western countries, and bar-
riers they encounter. Through the process of sec-
ondary analysis of existing studies, results can be
applied to increase understanding as well as estab-
lish evidence-based best practice for healthcare
managers working with these individuals.

Examples of Research Methodologies
Used in the Study of Immigrant
Health

Many types of studies have a direct focus on one immi-
grant group, a collection of individuals, or a specific
time frame. These studies tend to allow detailed analysis
and insight into a particular group of persons or events,
but may not be broadly generalizable. In these studies,
the focus is on the person or persons being observed,
and the researcher is a discrete variable. Ideally, the same
data are collected from each participant, with minimal
personal influence or interference from the researcher.
If interviews are included in the methodology, the focus
is on the participant, rather than the interactive process.
These studies also share a common theme in that they
may go into depth about an individual or group, but are
not broadly generalizable. Studies with a direct focus are
useful when the group of participants is limited in

scope, or when the health issue is highly
specific. These types of research designs include, but
are not limited to, biographical and narrative analyzes,
case studies, experimental and quasi-experimental
designs, longitudinal studies, and surveys.

In choosing a direct focus research relationship for
the evaluation of immigrant health issues, some benefits
include the ability to generate detailed data on an issue,
or to create depth of knowledge relating to a particular
group. A direct focus may also promote the minimiza-
tion of bias or subjective interpretation between the
researcher and the group of persons being studied, as
the focus is more on the data than on theoretical or
subjective analysis. Such types of studies are often foun-
dational, such as a case study that provides an insight to
trigger further investigation or a survey that provides
accurate numbers with which to evaluate use of health
status among immigrant communities. By expanding
the direct focus research design to the population level,
there is greater potential to use the data for distribution
of resources, as well as evaluations and comparisons of
ethnic groups within a larger community.

Case Study

A case study is an intensive focus on one individual, one
group, or a social unit, often over a period of time
(Polit & Beck, 2009). Case studies provide detailed
observations of a particular program, project, or
group of individuals. Case study research asks how
and why events occur but does not attempt to control
any behaviors, and thus differs from experimental
study designs (Yin, 2003). The benefits of case studies
include the ability to generate depth of inquiry
and observe natural human occurrences (Green &
Thorogood, 2009). One potential limitation of
conducting case study—based research is that the con-
clusions from the analysis cannot be generalized well to
an ethnic subcommunity, a larger immigrant group, or
to the greater population (Green & Thorogood, 2009).
A case study may be used to develop a new theory or
hypothesis or to find meaning in phenomena that are
infrequently seen or poorly understood, and they may
lead to new avenues for research.

When using a case study design for immigrant
health research, the availability of sources, access
to translators, and the desired application of the
data are key considerations. There are not specific
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methodologies for all types of case studies, as the cat-
egory of research is broad, and may refer more to the
sample selected than the method of research (Green &
Thorogood, 2009).
records, as well as physical artifacts, such as objective
observations and data on a house or apartment build-
ing in a case study that relates to housing conditions,

Documentation and archival

can be conducive for accurate documentation of an
analysis of data within a case study (Yin, 2003). This
information may be difficult to obtain from the coun-
try of origin if working with immigrants in a new host
country. Interviews and direct observation provide
accessible firsthand data, which may have a powerful
impact on the reader; however, obtaining this informa-
tion may become time-consuming for the researcher
(Yin, 2003). Using as many sources of data as possible
to link and describe phenomena will substantially
strengthen the external validity of a case study
(Yin, 2003).

Narrative Analysis

Narrative analysis examines how individuals construct
and tell stories as a way of making sense of the world
and their own existence (Green & Thorogood, 2009).
This term does not refer to particular methods for
research, but applies to numerous methods that focus
on how stories are told (Green & Thorogood, 2009).
Biographical research may stand alone as a study design,
or may serve as the basis of data within the construct of
a narrative analysis. In comparison to narrative analy-
sis, biographical studies focus more on content than
context. Biographical research methods, which may be
done as interviews when the focus is on the life expe-
rience of an individual, emphasize the participant’s
reports of events and experiences in their own life.
The emphasis is on the relationship between the expe-
riences and the telling of the experience (Green &
Thorogood, 2009). Benefits to narrative analysis are
the abilities to include detail and depth about experi-
ences and to promote representation of individuals
within a population (Green & Thorogood, 2009). Dis-
advantages for using narrative analysis for immigrant
health research include decreased generalizability and
limited ability to examine how human experiences are
told in natural social settings, if the data are gathered
from interviews (Green & Thorogood, 2009). Applica-
tions for biographical and narrative analyzes are

focused on understanding and creating the basis for
comparison of cultural constructs.

An example of narrative analysis is a study by De
Fina (2003) on the accounts of Mexican immigrants
living in Maryland, in the northeastern USA. De Fina
informed participants of her intent to learn about the
life  experiences
employing a biographical approach to collecting data,
but did not reveal that her analysis was on the narrative
process itself. Key methods for obtaining data include
full transcription of interviews for reference and anal-
ysis and building trust with the participants by earning
a positive reputation among other members of the

of Mexican immigrants, thus

community (De Fina, 2003). De Fina’s study used
a “snowballing method” to recruit subjects, in which
new participants for the study are recruited based on
referrals from other participants (Polit & Beck, 2009).
This method allowed for the collection of narrative
accounts from an extended family and social circle
within one community. De Fina used her personal
identity as an immigrant to America and a previous
Mexican resident to build trust and understanding
(De Fina, 2003). In this regard, the researchers’ per-
sonal views and cultural identity are intrinsic to the
research process. This helps to create a stronger foun-
dation upon which to develop hypotheses and interpret
the narrative discourse, but introduces the possibility
of personal or cultural bias in analysis of the data. De
Fina’s exploration also draws heavily on linguistics and
how implicit choices in grammatical and narrative
construction reflect on the immigrants’ orientation
within the society (De Fina, 2003).

Experimental and Quasi-Experiment
Design

Experimental studies have an intervention (treatment)
with an experimental and a control group based
on random assignment (Polit & Beck, 2009).
Quasi-experimental studies have similar characteristics
as experimental studies but lack a control group based
on random assignment. Even if a quasi-experimental
study has a control group, that is not based on random
assignment that limits causal assumption (Polit & Beck,
2009). The benefits of experimental research study
designs include the ability to evaluate new medical
treatments or interventions and to control for extrinsic
factors that may interfere with the ability to examine
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cause-and-effect relationships of treatments (Loue,
1999). A disadvantage of attempting experimental
designs in an immigrant health context is the difficulty
in effectively matching a target population with a control
group (Loue, 1999). In a health study of a diverse immi-
grant or migrant group, it may be difficult or even
impractical to control most social variables except
through policy or allotment of resources. The benefit of
choosing a quasi-experimental design in social settings is
the ability to compare multiple groups without the need
for randomization (Loue, 1999). Applications of this
type of quasi-experimental study may focus on program
evaluation, evaluating health effects of a performed
intervention, or to test hypotheses on the development
and spread of a disease within a community.

As an example of quasi-experimental research
design, an immigrant settlement policy in Sweden
was evaluated in regard to the success of immigrants
relative to where they were placed after arrival
(Edin, Fredriksson, & Aslund, 2004). In the context of
an experimental design, an independent variable, or
proposed cause, has an impact on the dependent vari-
able, or proposed effect. In the study from Sweden, the
independent experimental variable was the placement
of immigrants away from regions where many immi-
grants already lived, in accordance with a new policy;
the control group consisted of the immigrants placed in
cities with existing concentrations of immigrant com-
munities (Edin et al., 2004). Because these experimen-
tal and control conditions were not assigned based
on randomization, the study is classified as quasi-
experimental. Over time, the research showed signifi-
cant losses in employment and earnings potential for
those affected by the new policy, and an increase in
welfare dependence (Edin et al.). This indicates that the
new policy was not an effective intervention in encour-
aging successful outcomes for the participants. Further
study of these immigrant populations may relate to
evaluations of healthcare access and utilization by
groups in different geographical locations, and further
investigation of the factors that contributed to variable
economic success for different immigrant groups.

Longitudinal Studies
Longitudinal studies follow groups of participants for
an extended period of time. Examples of these types of

inquiries are trend studies, cohort studies, panel stud-
ies, and follow-up studies. The benefits of longitudinal
study designs include the evaluation of trends over time
and the ability to follow up with a particular subset of
individuals. Potential drawbacks of conducting longi-
tudinal studies with immigrant populations include
high attrition rates if participants are lost to follow-
up contact attempts, and an investment of resources to
collect data at multiple points in time (Polit & Beck,
2009). The benefit of a large-scale longitudinal study in
immigrant health research is the ability to see progress
and trends of information over a key period in time,
such as the first few years after immigrants’ arrival.
Results can be used for future policy development
and to create more successful programs for new
immigrants.

One example of a longitudinal study is the Longi-
tudinal Survey of Immigrants to Canada (Statistics
Canada, 2004). The Longitudinal Survey of Immi-
grants to Canada was established in 2000 as a large-
scale evaluation of new arrivals and their process of
adjustment. Participants were interviewed at set inter-
vals over the course of four years, through face-to-face
or telephone interviews, using a standard questionnaire
(Statistics Canada, 2004). Nearly 20,000 participants
were initially selected for the survey, and data were
collected and analyzed by governmental employees.
Though the participants were a randomized sample,
governmental data on immigrants were limited to
those who were legally registered and thus likely
missed workers who were in the country without doc-
umentation. Follow-up of participants is a concern
with longitudinal studies and of particular concern
for newly arrived immigrants, who may change
addresses and jobs between interviews. This study
used access to national registries to trace individuals
who changed their location, in order to reduce attrition
rates of the original participants (Statistics Canada,
2004). This particular study was large in scope, but
other studies may direct their focus on a much smaller
group of immigrants. The applications from the data
collected can be used for further research on
healthcare utilization in the initial months after
arrival, and how orientation programs for new immi-
grants can be improved to address needs revealed in
this longitudinal study.
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Surveys

Surveys rely on self-report of information by partici-
pants to examine trends and relationships within
a population, either as a sample survey or census
(Polit & Beck, 2009). They are limiting in that they
tend to be topical in scope, but have the potential to
reach a broad spectrum within a population, such as
with a national census. A benefit of obtaining survey
data is the ability to determine prevalence, distribution,
and relationships of variables among a population, and
the potential to evaluate opinions and knowledge
across a spectrum of individuals (Polit & Beck, 2009).
Potential disadvantages of conducting surveys with
immigrant populations include language barriers, cul-
tural misunderstandings relating to questions asked,
and intense time commitments if surveys are done in
person (Polit & Beck, 2009). For immigrant health
research, the need for interpreters for interviews
or written translations may affect the choice of data
collection methods or the scope of the population
targeted.

Some survey collection methods are personal inter-
views, telephone interviews, mixed-mode methods, or
questionnaires (Polit & Beck, 2009). Though postal
mail is a simple way to distribute surveys, and e-mail
surveys are less costly to create and distribute, return
rates are variable for both methods. E-mail surveys are
effective when participants have access to the Internet
and are computer literate (Kaplowitz, Hadlock, &
Levine, 2004). However, computer literacy cannot be
assumed when working with diverse groups of immi-
grants, particularly if groups of persons are coming
from less-developed countries. Telephone surveys may
not be effective for low-income individuals, possibly
including newly arrived immigrants, who may not have
telephones (Polit & Beck, 2009). Surveys done with
non-English speakers may need to be recorded, trans-
lated, or dictated. Some surveys use a mixed-mode
strategy, in which multiple methods may be used in
an attempt to collect data if one method initially fails,
such as for an individual who cannot read a written
survey or does not have a telephone for an interview
(Polit & Beck, 2009).

The Mexican Migration Project, developed as a
Princeton

partnership between researchers at

University and the University of Guadalajara, utilizes

an ethnosurvey method (Durand & Massey, 2004). The
ethnosurvey is designed specifically to evaluate experi-
ences of migrants, with attention to multimethod data
collection and multisite sampling for the collection of
social and demographic data. In addition, the survey
includes detailed personal histories, as well as details
about all of the participants’ experiences with migra-
tion between Mexico and the USA (Durand & Massey,
2004). The sampling methods are done with extensive
knowledge of how and where particular groups of
workers migrate between the USA and Mexico, and
these groups are studied over the course of years to
generate consistent sources of data on previously
undocumented communities (Durand & Massey,
2004). The design of the survey utilizes human migra-
tion patterns and sociocultural factors as integral
aspects to the survey design. The data from the
Mexican Migration Project is used to evaluate use of
health resources, to identify migration patterns, and to
inform public policy regarding binational migration
(Durand & Massey, 2004).

A key survey database that uses survey methods to
specifically count foreign-born citizens in the USA is
the Current Population Survey, which does not ask
participants about their legal status (US Census
Bureau, 2009). This survey generates data about the
number and distribution of groups of foreign-born
residents, as well as evaluating use of welfare funds
and work patterns among families across the country.

As with the methods outlined in the section above
describing individual-level direct focus research, some
larger scale studies at the population level also maintain
a direct focus with the researcher examining a group,
issue, or set of events. Data collection is central, as is the
ability of the researcher to analyze and interpret signif-
icance from these data. Some methods, like surveys, are
easy to administer in small populations but become
more labor intensive when applied to a large popula-
tion. In comparison to the objectives for the study
methods involving individual-level studies described
above, population-level studies describe more charac-
teristics of an entire ethnic group or subset of a popu-
lation, and less about personal needs or individual
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experiences. Larger studies can also be more applicable
for purposes of resource allocation as well as evalua-
tions of healthcare accessibility and efficacy. Several
studies at the population level, including ethnological
and ethnomethodological studies, have a specific focus
on ethnicity and cultural identity, and are well suited to
research with immigrant groups (Polit & Beck, 2009).
These research methods may be useful for gathering
demographic data as well as for evaluating immigrant
groups compared to a larger population. Types of
immigrant health research designs with a direct
focus at the population level include surveys, surveil-
lance, participant observation, ethnological design,
ethnomethodology and conversation analysis, and
comparative effectiveness.

Surveys

As described with individual-level studies, surveys rely
on self-report in order to collect information from
individuals to represent trends and commonalities.
Sample surveys that target smaller subsets or groups
of individuals are typically simple to administer and
reflect the needs of a subset of the population. A census
type of survey attempts to gather information from
every individual within a group, and may be conducted
at a national population level. Additional benefits of
surveys for population-level research include the gen-
eration of national statistics and the ability to use
collected demographic data to compare with other
variables (Green & Thorogood, 2009). Potential disad-
vantages of conducting surveys with immigrant
populations include the potential for exclusion of
nonlegal residents from governmental surveys and mis-
communication in written or spoken survey formats
when working with speakers of other languages
(Green & Thorogood, 2009).

One example of population-level direct focus
research is the US Census. This survey attempts to
count every person living in the USA regardless of
legal status. However, it is difficult to ensure that immi-
grants, migrants, minorities, and non-English speakers
are fully represented. According to the National Asso-
ciation of Latino Elected and Appointed Officials
(NALEO), undocumented workers and new immi-
grants are likely to be undercounted in the census or
may be unwilling to provide personal data when asked,
thus reducing the accuracy of the data (NALEO, 2010).

However, there is an increased focus on population-
level research methods to include vulnerable persons in
national surveys, such as the Ya Es Hora (“It’s time”)
campaign to increase mail response to the US Census
among Latino communities across the country
(NALEO, 2010). Methods to increase participation
include media promotion of the benefits of participa-
tion, such as allocation of funding to Latino communi-
ties so that communities desire to participate (NALEO,
2010). The campaign also promotes participation in
surveys by building partnerships between community
organizations and Latino media outlets, including
Spanish-language television networks. Much of the
effort in growing Latino communities, particularly for
migrant workers and those newly arrived to the USA, is
to provide assurance that there will be no negative
ramifications to the person or their family with partic-
ipation in the census, and that the information will
not be used to inform immigration officials about the
presence of undocumented workers (NALEO, 2010).

Once data have been collected through a census
survey, the data can be used for evaluation and analysis
of health trends, particularly between minority and
majority groups within the entire population. A study
by Oza-Frank and Narayan (2010) used national survey
data to evaluate the potential for diabetes prevention
programs within different ethnic immigrant groups in
the USA. Several populous immigrant groups in the
USA were compared in regards to body-mass index and
prevalence of diabetes (Oza-Frank & Narayan, 2010).
This study required access to a large sample size of
nearly 35,000 individuals, which included both immi-
grants and nonimmigrant control groups. The respon-
dents were surveyed through the National Health
Interview Survey, which utilizes data from the US
Census. The analysis of survey data showed that immi-
grants from the Indian subcontinent were more likely
to have diabetes than European immigrants regardless
of whether they were overweight. In contrast,
immigrants from Central America, Mexico, and the
Caribbean were more likely to have diabetes as well as
be overweight, when compared to European immi-
grants (Oza-Frank & Narayan, 2010).

Surveillance
Another common tool used in public health research is
surveillance, in which departments of health or other
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organizations collect and analyze outcome-specific
data continuously. This may include mandated
reporting of information on diseases, prevalence of
disease within a region, or the utilization of prevention
programs. Surveillance methods do not incorporate
interventions to improve conditions, but rather mon-
itor and evaluate compilations of data at a population
level (CDC, 2010). Passive surveillance methods use
data already collected by public health offices, whereas
active surveillance methods reach out to community
members for evaluation of events such as disease out-
breaks. Sentinel surveillance samples a part of the larger
population. Special systems surveillance methods are
for evaluation of population trends that cannot be
monitored by other methods (CDC, 2010).

Benefits of utilizing surveillance tools in research
include evaluating disease and wellness trends in subset
of the population, by geography, or by other demo-
graphic characteristics. Within immigrant populations,
surveillance data can be useful for examining the spread
of disease and identifying population groups that may be
in need of health interventions. Potential disadvantages
of utilizing surveillance tools with immigrant
populations include limitations of available data for
nonlegal residents of a country and a topical focus on
health issues. The collected data can be used to improve
education about health resources, or may be used for
future studies to evaluate community strengths that may
contribute to favorable health outcomes among these
groups of immigrants. Smaller scale surveillance designs
may be used by local public health departments, such as
to monitor use of health resources, disease reports, and
emergency room visits among newly arrived immigrants.

A Canadian surveillance program used two decades
of comprehensive data from national databases to eval-
uate health resource utilization by immigrants as well as
mortality rates (DesMeules et al., 2004). The study
found that immigrant populations had a favorably low
mortality rate compared to the national rates for most
causes of death, with the exception of infectious and
parasitic diseases. Surveillance data also showed sharp
increases in health utilization resources approximately 3
months after immigrants arrived in Canada (DesMeules
et al., 2004). This knowledge can be particularly useful
to healthcare providers working with immigrant
populations to identify strengths within the patient
population, and to be aware of highly prevalent diseases.

Participant Observation

Participant observation involves the researcher’s immer-
sion in the culture or group being studied, and his or
her development of a role within the order or structure
of the group itself. Participant observation is generally
unstructured and time-intensive, with the intent of the
researcher to observe firsthand how people exist and
interact in their natural environment. Though the
researcher is engaged in the social group, there is
no attempt to perform any interventions (Green &
Thorogood, 2009). Participant observation is based
on study frameworks pioneered in the early twentieth
century, focusing on urban sociology. Benefits of uti-
lizing participant observation include a deeper under-
standing of cultures, evaluations of cultural norms, and
the ability for a researcher to approach an “insider’s”
perspective (Polit & Beck, 2009). Potential disadvan-
tages of utilizing participant observation with immi-
grant populations include the potential for observer
bias, emotional involvement that reduces objectivity,
and influence of the observer on their surroundings
(Polit & Beck, 2009). Ethnographical research often
uses the same methods as a participant observation
study, but ethnography studies also focus on the inter-
play of the gathered observations and theoretical
constructs as part of the analytical process.

A foundational study of participant observation
immigrant research, Thomas and
Znaniecki’s The Polish Peasant in Europe and America,
was first published in 1918 during a period of mass
immigration of Eastern Europeans to the USA (Bulmer,
1984). The book utilized personal documents, data,
and theoretical constructs about culture and sociology

methods in

to create a more holistic portrait of the immigrant
experience, as well as set the foundations for empirical
research about immigrants (Bulmer, 1984). The style of
research from this early study integrated the roles of
a Polish
national, as researchers, both participating in partici-

Thomas, an American, and Znaniecki,

patory observational research on immigrants. They
also incorporated evaluations of migration patterns in
the USA and Poland (Bulmer, 1984). Observational
research was conducted on two continents over the
course of two decades with significant funding from
private donors (Bulmer, 1984). From such founda-
tional methods in immigrant research, in which theo-
ries were developed from observations of immigrant
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social groups, the researchers involved with this study
developed urban sociology constructs that encouraged
subsequent research and exploration of vulnerable
communities.

Ethnological Inquiry

Ethnological inquiry is used to compare and contrast
cultures, particularly in regards to language, origins,
social structure, and characteristics. It is an anthropo-
logical construct and allows one to make conjectures
about different cultures. It is linked to ethnography,
which focuses on interpretations of human behaviors
in cultural groups (Polit & Beck, 2009). Additional
benefits of ethnological inquiry in population-level
research include the ability to examine similarities
and differences
a population, and an examination of behaviors that
have an effect on health and disease (Polit & Beck,
2009). Potential disadvantages of ethnological inquiry
with immigrant populations include a researcher’s
potential inability to separate his or her own cultural

between diverse subsets within

biases in order to create a balanced interpretation
(Polit & Beck, 2009).

An example of a use of this type of approach is an
Australian ethnological project, the Mothers in a New
Country Study (Small, Rice, Yelland, & Lumley, 1999).
This study explores views of maternity within three
immigrant groups: Turkish, Vietnamese, and Filipino.
When dealing with non-English speaking immigrant
communities, research considerations include effective
sampling, recruitment, retention, and representative-
ness (Small et al., 1999). The study found that investing
in the training and support of the interviewers to
increase cultural awareness and sensitivity yielded
a more successful process and greater confidence in
the study by participants (Small et al.). As ethnology
focuses on comparison of different cultures, all of the
bicultural interpreters needed assurance of equal train-
ing and support in order to improve success within the
study and allow for effective comparison between
groups. In this respect, the ethnic and cultural identi-
ties of the research assistants were incorporated into the
evaluation of the efficacy of data collection methods
and validity (Small et al.). This increased cultural
competence for the research interpreters, and was an
effective method to increase the success of data
collection.

Ethnomethodology

Another type of inquiry focused on cultural identity,
ethnomethodology, is the study of methods that individ-
uals use to communicate and make rational decisions
within their cultural group, and how individuals com-
prehend social relationships (Green & Thorogood,
2009). The researcher is aware of methods employed
through his or her observation of the study partici-
pants, even though the individuals being researched
may not be aware of the process. This raises potential
ethical concerns due to the power imbalance and level
of cultural awareness that may develop between
researcher and participants, and ethical safeguards
protecting participants of ethnomethodological studies
should be established. This theory is often used in
sociology and developed from a phenomenological
viewpoint. Phenomenology focuses on how humans
describe and interpret experiences through the experi-
ence of being conscious in the world (Green &
Thorogood, 2009).

Within ethnomethodology, two key concepts are
indexicality and reflexivity. Indexicality is the assump-
tion that the meaning of words and language relies on
the social context in which they are employed
(Garfinkel, 1967). Reflexivity is the assumption that
researchers, observers, and participants bring their
own identity into the social situation, and cannot be
separated from the social relationship, regardless of
their role in the study (Garfinkel, 1967). In regards to
indexicality, ethnomethodological studies should be
considered as they happen in a natural environment,
with context playing a role in analysis along with the
content of what is said. Reflexivity, which is a compo-
nent of many other types of studies, allows the
researcher to actively analyze how his or her own
views and human presence may affect data content or
the data collection process.

Additional benefits of using ethnomethodology for
population-level research include increased compre-
hension of complex social interactions and an ability
to evaluate interpersonal communication within
healthcare settings (Green & Thorogood, 2009). Poten-
tial disadvantages of using ethnomethodology with
immigrant populations include an overt focus on
small interactions without attention to greater social
structures (Green & Thorogood, 2009). This type of
approach within immigrant health research could be
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used to evaluate how providers interact and commu-
nicate in their office with members of an immigrant
group who are not English speakers.

A variant of ethnomethodology is conversation
analysis, in which recorded and transcribed conversa-
tions form the data source for processing and evalua-
tion (Polit & Beck, 2009). Benefits of using conversation
analysis for population-level research include the ability
to evaluate discourse between patients and providers
within healthcare settings, and the potential to observe
modes of therapeutic and nontherapeutic communica-
tion in real settings (Green & Thorogood, 2009). Poten-
tial disadvantages of using this technique in immigrant
health research include the potential for misinterpreta-
tion or altered translations when working with speakers
of other languages (Green & Thorogood, 2009). Con-
versation analysis can be used for evaluation of public
opinion within the context of immigration policies,
such as in an Australian study of the discourse used by
lawmakers. The study evaluated the effects and ramifi-
cations of using terms such as “illegals” when referring
to asylum seekers, and other language constructs that
portray migrants negatively (Every & Augoustinos,
2007). In regards to these findings, other countries
may also choose to consider how the language used
affects laws and policies relating to immigration, as well
as impacting public support or nonsupport for issues.

Comparative Effectiveness

Comparative effectiveness studies examine different
treatments or interventions in regards to their advan-
tages and successful outcomes. Through this research,
costs and benefits, or benefits and risks, may be
weighed in order to educate providers about when
and how to recommend particular treatments. It can
also be used to incorporate research into practice
(AHRQ, 2010). Advantages for utilizing this type of
research include the ability to develop guidelines for
providers and for determining cost-effective methods
of healthcare funding distribution. Applications for use
in immigrant healthcare research may include efficacy
of preventive and maintenance treatment of diseases
for newly arrived immigrants and cost-effective views
of insurance coverage for temporary or migrant
workers. In the USA, the National Institutes of Health,
Agency for Healthcare Research and Quality, and other
major governmental agencies consistently utilize this

method to evaluate costs and benefits of medical inter-
ventions, new treatments, and health assistance pro-
grams such as Medicare and Medicaid (ECRI Institute,
2009). Comparative effectiveness can be useful to dispel
myths about how medical funds are used, and in par-
ticular can shed light on resources used by immigrants
compared with permanent residents.

Current attention to comparative effectiveness in
the USA addresses costs and benefits of the potential
federal healthcare plan, and how it will affect those who
are privately insured, those who are uninsured, and
those who are currently covered through government
programs. A study in 2005 analyzed data from both the
Medical Expenditure Panel Survey and the National
Health Interview Survey to compare health costs
incurred by immigrants and nonimmigrants (Mohanty
et al., 2005). The study found that immigrants who
were on public assistance or were uninsured utilized
half as many federal dollars in health care as US-born
residents with the same insurance status (AHRQ,
2010). In addition, immigrants had 55% lower
healthcare expenditures than nonimmigrants, despite
public opinion surveys that indicated a majority of
people believed immigrants to utilize more public
healthcare funds than nonimmigrants (AHRQ, 2010).
The assessment of health outcomes in immigrant
populations as well as the implications of providing
healthcare access to legal and illegal immigrants is
another issue to be addressed through comparative
effectiveness research (AHRQ, 2010).

In comparison to the methods outlined in the sections
above describing individual-level and population-
level direct focus research, which focus directly on
populations and issues, methods outlined in the
following section emphasize collaboration between
the researchers and participants in the planning of the
research process as well as the generation of data and
interventions (Polit & Beck, 2004). In these research
designs, the goal of the researcher is to act as a facilita-
tor in order to generate response and analysis from
a community. For immigrant groups that occupy a
unique role within the dominant society, this method
can be highly appropriate for assessing health needs

and self-reflexively seeking solutions to health
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disparities. Drawbacks to these participant-driven
methods include a decreased ability to produce results
on a set timeframe, as well as the risk of participant
inaction or incompletion of the project. These types
of participatory methods are particularly useful for
interdisciplinary studies, for building community
programs, and for building relationships between
healthcare providers
(Green & Thorogood, 2009). These participant-driven
methods include needs assessments and participatory
action research.

and healthcare researchers

Needs Assessment

Needs assessments evaluate the necessity for a particular
type of intervention or program within a community
(Polit & Beck, 2009). Needs assessments are central to
public health evaluations within a community and are
often done in the form of surveys. Another method is
a key informant approach, in which specific individuals
are targeted to illuminate the needs of the community.
An indicators approach uses records and statistics to
make an assessment (Polit & Beck, 2009). Needs assess-
ment reports may be self-contained, in which the
assessment is the only outcome. They may be the first
step in a more comprehensive research study such as
a participatory action model. Assessments may also be
intended for education within a community. However,
the most important reason for conducting a needs
assessment is for prioritization of needs, so that recom-
mendations for action can be developed and
implemented (Polit & Beck, 2009). Additional outcomes
of needs assessments are to be used in funding proposals
or secondary research. Additional benefits of conducting
needs assessments on a population include evaluating
the needs of groups that may be powerless or suffer from
negative health disparities (Polit & Beck, 2009). Poten-
tial disadvantages of conducting assessment surveys
with immigrant populations are that the assessments
methods alone do not confer action for change.

There are a variety of methods that can be used for
needs assessments, including observations, interviews,
focus groups, community forums, oral surveys,
questionnaires, analyzes of existing data, and
community resource inventories (Minnesota DOH,
2010). Other types of needs assessments include
the PRECEDE-PROCEED PRECEDE
(Predisposing, Reinforcing, and Enabling Constructs

model.

in Educational/Environmental Diagnosis and Evalua-
tion) is an acronym to represent the assessment phase.
PROCEED (Policy, Regulatory, and Organizational
Constructs in Educational and Environmental Devel-
opment) represents the developmental and implemen-
tation stages, and may manifest as action research or
secondary analysis (Li et al., 2009). By first conducting
an assessment, any subsequent interventions using
this knowledge will be grounded in evidence about
what a community needs most. A needs assessment
using this model seeks to identify health issues, behav-
ioral and environmental influences, and community
resources for health promotion (Li et al., 2009).

Participatory Action Research

Participatory action is a voice-centered relational
method in which researcher and participant act
together during all stages. The voices of the participants
are central to the development and outcome of the
project. The collaborative relationship between the
researchers and participants is needed for the develop-
ment and revision of methods and goals, which may be
revised as new perspectives arise. This method is
designed for groups that may be subject to control or
discrimination by another culture or group (Polit &
Beck, 2009). It was developed from action research.
Action research was developed in the 1940s as a research
method intended to enable change and improve stake-
holder practices within the community — rather than
have the researcher passively observe or act as
a detached bystander (Green & Thorogood, 2009). Par-
ticipatory action research is more of an approach than
a specific type of research methodology, in that it may
be framed within qualitative, quantitative, or mixed-
methods designs (Khanlou & Peter, 2005). As such,
methodological issues and ethical considerations may
look different with a participatory action design than in
other types of studies. It may be difficult to ascertain
approval for the use of human subjects in a standard
ethical board review, as the subjects are truly coinves-
tigators (Khanlou & Peter, 2005). Investigators may
also need to focus on a risk-benefit ratio during the
planning stages of study, considering that action
research with vulnerable populations may create
situations of community unrest and real or perceived
danger to participants within their communities
(Khanlou & Peter, 2005).
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Participatory action is well-tailored to address
health concerns within immigrant populations that
are oppressed by dominant cultures and likely to suffer
negatively from health disparities (Khanlou & Peter,
2005). Furthermore, participatory action research
encourages a relationship of balance in power and
knowledge between the investigators and participants,
thus helping to facilitate empowerment and equality
(Polit & Beck, 2009). This approach entails four com-
ponents: participation, the attainment of knowledge,
empowerment, and social change.

Through the process of participation, the commu-
nity members are conducting the research, since they
are the ones capable of engendering social change to
reduce inequities (Baum, MacDougall, & Smith, 2006).
Potential disadvantages of conducting participatory
action projects with immigrant groups include limited
generalizability between settings and less attention to
the development of theoretical knowledge through this
research process (Green & Thorogood, 2009).

Reciprocity, also referred to as reciprocal exposure,
is an aspect of research that concerns the exchange
between the investigators and participants (Harrison,
MacGibbon, & Morton, 2001) and is a factor to con-
sider when conducting participatory action research. It
also implies the right of the participants to question
researchers as an intrinsic component of the research
process (Maiter, Simich, Jacobson, & Wise, 2008). This
may be especially pertinent in ethno-studies in which
the researcher is immersed in a different cultural group,
or when participant action is the focus of the discovery
process. As an issue of ethics, the process of reciprocal
exposure and power sharing in community-based par-
ticipatory action research is a necessary component
(Maiter et al., 2008). An additional benefit of reciprocal
exposure includes input about costs and gains for both
participants and researchers (Maiter et al.). Potential
disadvantages of reciprocal exposure with immigrant
populations include investigator maintenance of the
role of facilitator while simultaneously maintaining a
power-sharing dynamic with participants (Maiter et al.).
An example of this approach is provided by an inves-
tigation in Canada that was designed to improve the
success of participatory action methods among
immigrant groups. The investigators focused on
improving access to mental health resources among
several immigrant communities. The goal was to link

community members to existing services and
empowering them to promote access to groups and
individuals in need within their cultural communities
(van der Velde, Williamson, & Ogilvie, 2009).

Participants defined themselves into five ethno-
cultural groups, which included Chinese, Somali,
Southeast Asian, Spanish-speaking, and Vietnamese.
Focus group interviews were conducted, with ques-
tions relating to perceptions of mental health issues
and access to community-based mental health pro-
grams. These focus group sessions were transcribed
and recorded, and used for thematic analysis. Strong
initial participation and maintaining activity by mem-
bers in the focus groups was a key intervention in the
success of the study, as the other components of par-
ticipatory action research flow from this foundation
(van der Velde et al., 2009). An analysis of program
efficacy found that a multiethnic approach for devel-
oping programs was effective, but the reasons that
many individuals chose to participate and continue
with the health projects were culturally unique (van
der Velde et al.). Reasons for participating included
a desire to support community members, to influence
healthcare policy, and to learn about health resources in
the community. For other immigrant groups involved
in participatory action research, an increased under-
standing of the cultural reasons for participation may
increase retention and involvement.

More theoretical products of health research include
the knowledge derived from interpretations of human
experiences and the processes by which a group’s iden-
tity is formed and described (Green & Thorogood,
2009). From these interpretations, theories can be
developed about collective consciousness, which
implies commonalities that exist in experiences across
diverse groups of individuals. The goals of these
methods are not to only observe and record, but to
understand generalities about experiences particular
to the groups being observed. The emphasis of collec-
tive consciousness or group identity research is on
how the researchers’ interpretations of data build
on other theories and insights. Examples of research
with an emphasis on collective consciousness include
grounded theory, phenomenology, and ethnography.
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Collective consciousness research designs will be
effective in addressing particular study aims, but antic-
ipating the uses and applications for the study will help
to determine whether it is an appropriate methodology.
For example, if a researcher wanted to collect incidence
and prevalence rates of HIV infection in a particular
immigrant group, utilizing surveillance data and health
records would be an appropriate method for research,
but a study of group identity would not be appropriate.
If the goal was to understand the experiences of a few
individuals with the disease, a case study method with
a direct focus on a small group may be used. If the goal
was to interpret the meaning of how humans experi-
ence the disease, a mode of study such as phenomenol-
ogy may be most appropriate.

Though the particular data and demographic rep-
resentation of certain immigrant groups may be vastly
different, an evaluation that utilizes a collective con-
sciousness approach emphasizes similarities. The
drawbacks to these types of studies are they may be
time-intensive, and the results may not be considered
to be as useful for cost-benefit analysis or other issues
that use outcomes of research for allocation of funding
(Green & Thorogood, 2009). However, ethnography
and related studies have tangible applications to health
research and public health improvement, and are used
in government-funded studies in the USA. The US
Government Accountability Office (GAO) describes
the value of ethnographic studies for the allocation
of federal funding, particularly in regards to immi-
grants and vulnerable populations. The US Census
Bureau has used ethnography to uncover why minor-
ity subgroups are underrepresented in the national
count, and is applying that knowledge to the 2010
count, to increase success (GAO, 2003). The Center
for Disease Control and Prevention also applied
ethnographic methods in outbreak studies of sexually
transmitted diseases, with a focus on the factors that
spread disease within communities (GAO, 2003).
Research that utilizes theories of collective conscious-
ness produces data that are more subjective, and may
seem less tangible in regards to healthcare knowledge
or interventions. But, it can create bridges between
diverse groups relating to health in vulnerable com-
munities in order to identify similar experiences
and needs.

Grounded Theory

Grounded theory focuses on describing social processes
that form an essence of a phenomenon or an aspect of
human consciousness (Polit & Beck, 2009). Using an
inductive process, in which data are gathered through
observation, researchers develop theories about
behaviors (Green & Thorogood, 2009). The data are
initially collected and analyzed, and theories are devel-
oped from these data. The theories are tested with
newly collected data and continually evaluated in
a cyclical fashion until a point of “saturation,” when
no new interpretations arise from the data (Green &
Thorogood, 2009). Additional benefits of grounded
theory in immigrant health research include the devel-
opment of deeply analyzed theories about human
experiences through systematic methods (Green &
Thorogood, 2009) Potential disadvantages of using
grounded theory with immigrant populations include
time constraints, as grounded theory is often a time-
intensive pursuit, and difficulty predicting when the
saturation point will be reached, if at all (Green &
Thorogood, 2009).

A study on depression in Vietnamese Americans
used a grounded theory approach to discover and
interpret trends and commonalities among the experi-
ences of individuals in a shared cultural group
(Fancher, Ton, Le Meyer, Ho, & Paterniti, 2010). Com-
mon themes of depression were explored within an
ethnic group in order to develop culturally appropriate
strategies to be used by healthcare providers. Methods
particular to this study included employing a native
Vietnamese speaker as an interviewer who was trained
by mental health professionals for this project. Sam-
pling was completed with a nonrandom snowballing
method in which each participant referred potential
new participants through their own social contacts.
The researchers conducted semi-structured interviews,
which followed a guide on the topic being addressed,
but did not follow a set script. All interviews were
transcribed, and coded, which is a system for categori-
zation in which recurring themes were identified and
noted where they occurred in each transcript (Green &
Thorogood, 2009). Four common themes were identi-
fied from the participants’ discussions of depression:
the stigma of mental illness, the role of family, views on
medications and traditional healing, and issues of
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culture and language (Fancher et al., 2010). By utilizing
the grounded theory approach, the investigators began
the research study with knowledge of the nature of the
issue, but used the observation process to inform
the development of the research process.

Phenomenology

A framework related to grounded theory, phenomenol-
ogy, uses a similar foundation and research structure to
uncover the meaning of human experiences. Phenom-
enology seeks to describe the essence of human experi-
meaning to these
experiences (Polit & Beck, 2009). Phenomenological
studies are often based on interviews and personal
accounts. Methods in a phenomenological study are
similar to grounded theory, including the use of per-
sonal, semi-structured interviews, and the employment
of interpreters as needed when working with diverse
cultural groups. Benefits of phenomenology research
include the ability to develop a greater understanding
of how unique human experiences can be described

ences and ascribe essential

and interpreted, and attention to concepts of human
experience that are not well understood. This approach
is well-suited to use in nursing practice. Potential dis-
advantages of conducting phenomenology research
with immigrant populations include the time-intensive
nature of interviews and data collection, the need for
the researcher to have deep knowledge about the par-
ticipants’ culture and social constructs, and limited
generalizability to other groups.

A phenomenological investigation of experiences
with depression among Nigerian-born female immi-
grants to the USA found that the women were unable to
distinguish depression from other mental illnesses
(Ezeobele, Malecha, Landrum, & Symes, 2009). Fur-
thermore, the essence of the experiences with depres-
sion was linked to perceptions of “craziness” or “curses
by spirits,” with clergy being the preferred care pro-
viders for depressive symptoms rather than healthcare
providers. Other essential themes surrounding depres-
sion related to social isolation, rejection by family
members, and relationship problems (Ezeobele et al.,
2009). Data for this study were coded and analyzed
through stepwise guidelines for phenomenological
inquiry, which helped the investigators identify these
themes (Ezeobele et al., 2009).

Descriptive phenomenology focuses on the meaning
of the experience itself, as was the case in the study with
Nigerian-born women and depression, mentioned
above. Researchers using this format may follow
a sequence of bracketing (examining one’s own biases),
intuiting, analyzing, and describing, in order to
uncover essential meaning (Polit & Beck, 2009).
Another variation,
based on the philosophical views of Heidegger, is
focused on why and how these experiences are under-
stood. Components of lived experience can be divided
into themes of spatiality, corporeality, temporality, and
relationality, and how individuals’ worldview relate to

interpretative phenomenology,

their own relationship with these themes throughout
their life (Polit & Beck, 2009). A study with elderly
Iranian immigrants in Sweden used an interpretative
phenomenological framework to examine perceptions
of mental health and wellness in a vulnerable subset of
an immigrant population (Emami, Benner, Lipson, &
Ekman, 2000). Interviews were not structured, but
participants were guided to talk about their impres-
sions of health, illness, and disease. Data analysis
included recordings and transcriptions of the inter-
views, and the interviews were analyzed in their entirety
as well as in parts for comparison. Key themes gener-
ated by the interviews were evaluated through thematic
analysis, and compared with the original interviews.
Themes uncovered in this interpretative phenomeno-
logical study revolved around the role of social func-
tioning for health, the concept of health and wellness as
continuity within one’s life, and illness as a type of
disruption to that continuity (Emami et al., 2000).
Goals with such a study were to build understanding
about human experiences within this community, and
allow care providers insight for more therapeutic
interactions.

Ethnographical Inquiry and Symbolic
Interaction

Ethnographical inquiry is a holistic method based on
detailed observations derived from immersion or par-
ticipation in cultural group studied over a period of
time (Polit & Beck, 2009). Ethnographical inquiry is
commonly used in anthropology, and can be highly
relevant to studies of immigrant health. The relation-
ship between researcher and researched group becomes
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intertwined over time, which places greater responsi-
bility on the researcher to truly understand and respect
the immigrant culture being studied. The outcome of
research is generally through written text by the
researcher, with an emphasis on what can be learned
from the relationships of behaviors within the group
(Loue, 1999).

Ethnographies may be viewed at the macro level, to
examine large populations groups, or at the micro level,
to examine a small community or group of individuals.
Ethnography is different from an observational study
because of the emphasis on understanding both the
emic and etic perspectives of the society. An emic per-
spective represents the members’ view, and represents
how an “insider” describes their social environment.
An etic perspective represents the view of the observer,
or the one doing the analysis (Green & Thorogood,
2009). In ethnography, the interrelationship between
the emic and etic viewpoints drives the creation of
theory about the culture and how humans understand
their world (Green & Thorogood, 2009). Additional
benefits holistic
approach and diversity in techniques for data collec-

of ethnographies include their
tion. Potential disadvantages of conducting ethnogra-
with include the
time-intensive nature, and how the role of an observer

phies immigrant populations
affects the culture being studied.

A type of study related to ethnography and under-
taken from a sociological perspective is symbolic inter-
action. Symbolic interaction assumes that behavior of
individuals is a result of human relationships and expe-
riences with one another (Polit & Beck, 2009). Behavior
is thus understood only within the context of the
community or cultural group. The meaning of social
symbols, which includes language, signs that carry infor-
mation, and objects, are based on the process of inter-
pretation by each individual within their social world
(Polit & Beck, 2009). Benefits of symbolic interaction
include an increased understanding of how individuals
interpret social cues, such as language (Polit & Beck,
2009). Disadvantages of using symbolic interaction
with immigrant groups are the potential for misinter-
pretation if the analysts are working with a culture
outside of their own, and the potential for observer bias.

In an exploration of the perceptions of health of
adolescent immigrants from Mexico, both ethnography
and symbolic interaction frameworks were used to

form the structure of the inquiry (Garcia & Saewyc,
2007). Specific methodological techniques in working
with this population included waiving written consent
by the students or their parents, owing to the possibility
that families might not have had legal status to reside in
the USA and would be afraid to sign their name for the
study process. The Institutional Review Board accepted
oral assent from students. Students also chose an alias
for the study to further preserve confidentiality (Garcia
& Saewyc, 2007). The methods included an initial,
guided interview about the adolescents’ views on health
and access to services in the USA; these initial inter-
views were followed by both participant photo
journaling of their views of health and follow-up inter-
views (Garcia & Saewyc, 2007). The analysts were
actively immersed in the cultural setting, an American
high school, for a period of time. Other techniques
used for data collection in the study included partici-
pant observation, journaling, and field notes.

In the analytic phase of the study, the theories of
symbolic interaction influenced how the data were
interpreted. The investigators showed through their
interpretation how the students’ worldviews were
inextricably tied to their cultural and ethnic identities.
This relationship affected their perceptions of health, as
evidenced by the ethnographical analysis and interpre-
tation of data in a symbolic interaction framework.

A final set of methods takes a more distant perspective,
with the researcher using a theoretical approach to
research, examining a large set of studies, or using
a retrospective approach to examine or reinterpret
studies over time. Meta-interpretative studies imply
a secondary analysis of existing studies. Other studies
with a distant focus seek to describe correlational rela-
tionships between factors, such as potential risk factors
in the development of a disease. Research studies
identified in this section include concept analysis, cor-
relational studies, historical analysis, feminist studies,
mixed-methods, and metasynthesis.

Concept Analysis

Concept analysis is an examination of the characteristics
associated with a particular set of phenomena. Concept
analysis is useful for deeper understanding of abstract
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terms that may be commonly used but poorly under-
stood, or for exploration of lesser-known, concepts
(Polit & Beck, 2009). Examples of concepts that may
be analyzed in health research include stress, caring, or
health literacy. If concepts are the “building blocks” for
the development of theory (Polit & Beck, 2009), then
an analysis of these building blocks addresses the foun-
dation upon which all other research is built. Within
the field of health care, benefits of applications from
concept analysis may include the development of cul-
turally sensitive models of care and the development of
new tools for screening or evaluation (Polit & Beck,
2009). It may encourage the development of new the-
ories or challenge existing theories of a concept.
A disadvantage of using concept analysis in immigrant
health research is the difficulty of translating findings
into practice (Polit & Beck, 2009). Concept analysis
studies are generally analytical and exploratory, and
may share data collection methods with that of
a literature review.

Choi (2001) used the conceptual analysis method to
explore the idea of “cultural marginality” in an adoles-
cent immigrant population. Using a framework for anal-
ysis developed by Walker and Avant (1995), the study
examined a specific concept and its attributes, anteced-
ents, and consequences within a particular population.
Choi first established the significance of specialized care
of this group. The concept “cultural marginality” was
defined by the author, with an exploration of the histor-
ical development and related terminology, as well as
a literature review relating to the concept. Four attri-
butes, or characteristics, were identified from their
repeated mention in the relevant literature. Antecedents,
which are necessary factors in the development of
cultural marginality, included the immersion of an
individual in two distinct cultures. Consequences,
which are expected outcomes from one’s experience
with cultural marginality, were identified as the success-
ful and unsuccessful modes of negotiation between
cultures (Choi, 2001). Applications from this study
include a greater understanding of cultural marginality
for care providers of immigrant adolescents, so that
they can provide more sensitive care.

Correlational Studies
Correlational research focuses on the relationship
between variables, such as potential risk factors in the

development of a disease. Unlike experimental designs,
the independent variable is not controlled, and no
interventions are performed through this type of anal-
ysis. These studies are also called ex post facto (“after the
fact”), as they may use data already collected from
existing studies (Polit & Beck, 2009). Correlational
studies can be beneficial for finding previously
unknown or unstudied relationships, or for strength-
ening existing theories. Some correlational studies use
a cross-sectional method to look at particular variables
as they relate to one another at a moment in time.
Other studies use a longitudinal approach to view
data over a period of time (Polit & Beck, 2009). Benefits
to this type of study include the ability to illuminate
previously unknown relationships and to develop
hypotheses. Disadvantages to its use in immigrant
health research include the inability to establish
causality between variables and the potential for mis-
interpretation of relationships.

A systematic review of research on breast cancer
used a correlational model to examine possible disease
risk factors and protective characteristics across diverse
immigrant populations (Andreeva, Unger, & Pentz,
2007). A systematic review method was chosen in
order to examine a wide scope of knowledge and
research and seek potential commonalities in groups
that differed in age, ethnicity, and culture (Andreeva
et al., 2007). In addition, the study was designed to
challenge an existing theory on migration and dis-
ease, the acculturation-based risk transition model.
The research encompassed 79 different studies on
breast cancer that spanned a period of 35 years; this
permitted an examination of historical trends and
relationships in research on the disease. For this
study, an extensive collection of data sources was
used, particularly cancer registries, public health sur-
veillance databases, and catalogues of academic
literature.
established. The data analysis phase focused on iden-
tifying modifiable factors exhibited by women in the
pre-migration and post-migration phases and creat-

Inclusion and exclusion criteria were

ing a model that can be used for interventions. By
using a correlational framework for evaluation, the
researchers were able to evaluate a range of contrib-
uting risk factors and develop a new model that
included the diverse interplay of these factors, with-
out attributing causality to any of them. This model
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was suggested for use in interventions among Eastern
European Jewish immigrants, who have the highest
breast cancer prevalence rates in the world (Andreeva
et al., 2007).

Historical Analysis

Historical analysis studies are to describe, analyze, and
interpret past events. The goal in historical studies is
accuracy and impartial interpretation of events as they
relate to the research topic, such as the role of illness
and physical health in a societal history (Green &
Thorogood, 2009). Historical research may depend on
documents or recorded accounts of those who were
alive during the time period of interest. Documents
that are publicly available may be easier to procure
than those held privately and can also reduce the
amount of resources needed to collect data (Green &
Thorogood, 2009). Benefits of a historical analysis
include the ability to examine how immigrant groups
have moved and adjusted to events over time and how
health indicators or conditions have changed. Disad-
vantages to using historical analysis approaches in
immigrant health research include potential limita-
tions of sufficient documentation and the inability
to control how past data were collected (Green &
Thorogood, 2009).

Feminist Studies

Feminist research uses gender as a tool to examine social
processes, knowledge, and power, with emphasis on
experiences of women within a male-dominated socie-
tal hierarchy. An assumption within feminist theory is
that knowledge generated from a male-dominated
societal sphere is not objective, and therefore only
reflects a masculine worldview (Green & Thorogood,
2009). Specific categories may include feminist empir-
icism, feminist standpoint research, and feminist post-
modernism. Each different approach of feminist
research will generate different aims and research ques-
tions (Green & Thorogood, 2009). Advantages of using
feminist approaches include the ability to examine why
marginalized groups of persons, such as women within
an already-marginalized ethnic group, do not access
health services, or why their needs are not as well
addressed. Disadvantages in using this approach in
immigrant health research include an intense focus

on gender and assumptions about the differences in
human experiences by men and women.

A feminist study about immigrant women in
Canada evaluated how women tell their stories, partic-
ularly focusing on their work, health, and perceptions
of identity as female immigrants. By using a feminist
approach, the researchers evaluated how sociopolitical
forces affected each woman’s experiences as well as her
telling of the experiences (Dyck & McLaren, 2004). An
initial stage of this study consisted of focus groups with
educators and community leaders, where impressions
of immigrants and immigration issues were discussed.
Seventeen women, all immigrants to Canada in the past
5 years, were recruited by the community leaders and
interviewed in English or through a translator (Dyck &
McLaren, 2004). Though the topics of the interviews
were set forth as femininity and family, and how they
are affected by immigration, the women directed the
discussions. They often focused on economic pres-
sures, inability to find work, and the negative effects
of immigration on their personal health (Dyck &
McLaren, 2004). All interviews were recorded and tran-
scribed and evaluated along with the researchers’ field
notes (Dyck & McLaren, 2004). How the women felt
they are perceived as immigrants, as well as the socio-
economic pressures they encounter, affected their abil-
ity to find work, take control of their health, and
succeed in their new surroundings. The researchers
described how feminism reframing may not just be
beneficial, but also necessary in order to improve
research and provide more accurate social representa-
tions of female immigrants (Dyck & McLaren, 2004).

Mixed Methods

Mixed-methods studies integrate qualitative and quan-
titative methods of data collection and analysis.
A component design keeps the qualitative and quanti-
tative parts separate for the purpose of data collection
and analysis (Polit & Beck, 2009). These types of
designs may be used to address one research question
build on the results of the other design type, or address
separate questions (Polit & Beck, 2009). An integrated
design uses both qualitative and quantitative aspects
throughout the entire process (Polit & Beck, 2009).
These designs blend the qualitative and quantitative
data sources throughout the research process, and are
more useful for developing and testing theories than
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component designs (Polit & Beck, 2009). Benefits of
utilizing mixed-methods designs include the ability to
use nearly any combination of research methodologies
and to evaluate multiple within the same study.
A disadvantage to mixed-method designs in immigrant
health research is that some health issues in research are
only suited to either qualitative or qualitative inquiry
(Polit & Beck, 2009).

An evaluation of acculturation and food acquisition
among Somali refugees to the USA used a mixed-
methods approach in order to examine five interrelated
hypotheses. The study focused on the effects of food
and diet, the geography of where refugees were placed,
economics, and access to food stamps on immigrants’
dietary choices (Patil et al., 2009). The methodology for
this study included data analysis, surveys, and inter-
views of refugees and caseworkers. The mixed-method
approach did not permit the identification of causal
links between these factors, dietary changes and poor
health outcomes, but did permit the description of
many facets of the complex issues surrounding diet,
nutrition, and food acquisition in refugee populations
(Patil, Hadley, & Nahayo, 2009).

Another mixed-methods study of African refugees
incorporated multiple data collection strategies to
enhance a community-based participatory action pro-
gram. The researchers focused on female genital cutting
within particular ethnic communities in the USA
(Johnson, Ali, & Shipp, 2009). Methods for this study
included surveys, interviews of individuals from the
refugee community as well as healthcare providers,
and focus groups. Through the use of a community-
based participatory action design, the investigators were
able to engage community members throughout the
research process. Participatory action was a particularly
important methodological approach to use in this
situation since the practice being investigated was not
commonly seen among nonimmigrant populations in
the USA. An intended application from this research
approach was to increase the development and utiliza-
tion of culturally competent care within this population
(Johnson et al., 2009).

Metasynthesis
Metasynthesis is a secondary analysis of a compre-
hensive group of existing studies from which new

theories and interpretations can be developed

(Polit & Beck, 2009). Rather than a summary, meta-
studies seek to develop new theories and interpreta-
tions about a collection of separate but linked
inquiries (Polit & Beck, 2009). For example, meta-
ethnographical studies are used to synthesize conclu-
sions from a range of ethnographical studies, using
interpretation of existing data rather than newly col-
lected observations. Considerations for metasynthesis
designs include the determination and application of
inclusion criteria, publication bias, and an emphasis on
the quality, rather than the quantity, of studies to be
included. Advantages to utilizing metasynthesis
include the ability to integrate studies and knowledge
from multiple disciplines and the ability to use the
findings as the basis of evidence-based practice. Disad-
vantages include the potential lack of depth in inter-
pretations and overgeneralization (Polit & Beck, 2009).

Researchers conducting a metasynthesis of studies
relating to Asian immigrant nurses working in Western
countries used a metasynthesis approach in an effort to
improve clinical and communication practices, build
on nursing knowledge, and develop policy (Xu, 2007).
Studies were collected from an extensive literature
search of qualitative research, and inclusion criteria
identified four
themes relating to the experiences of Asian immigrant

were established. The researchers

nurses: communication as a barrier, clinical practice
differentials, discrimination, and differences in culture
(Xu, 2007). The process of gathering and interpreting
multiple existing data sources both facilitated the
development of theories and thematic conclusions
and broadened relevant knowledge beyond what
would have been possible through a literature review
(Xu, 2008).

Conclusions

A wide array of research methodologies are available to
assist investigators in the study of immigrant health.
The roles of language translation, cross-cultural
boundaries, as well as legal and ethical protections
must be carefully considered in research study design
and implementation. Of equal significance is the con-
sideration of the relationship between the researcher,
research participants, and immigrant community
being studied. Selection of the most appropriate meth-
odological approach to studying issues of immigrant
health increases the scientific validity of the research
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findings. Careful attention to methodological issues
further ensures the investigator’s ethical responsibility
to accurately represent the research participants and
cultures being studied and to clearly disseminate the
research findings to the scientific community and
beyond. As immigrant health research may illuminate
health disparities and call attention to previously
unidentified needs of underserved and vulnerable
populations, it is reasonable to regard the well-
designed research method as not only as a tool for
information gathering and critical analysis, but as
a vehicle for social justice.
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Introduction
Migration has been construed as:

» The physical transition of an individual or a group from
one society to another. This transition usually involves
abandoning one social setting and entering a different
one (Eisenstadt, 1955, p. 1)

A relatively permanent moving away of ...
migrants, from one geographical location to another,
preceded by decision-making on the part of the
migrants on the basis of a hierarchically ordered set
of values or valued ends and resulting in changes in the
interactional set of migrants (Mangalam, 1968, p. 8)

A permanent or semipermanent change of resi-
dence (Lee, 1966, p. 49)

The process of social change whereby an individual
moves from one cultural setting to another for the
purpose of settling down either permanently or for
a prolonged period (Bhugra & Jones, 2001, p. 216).

These varied constructions indicate that the con-
cept of migration encompasses both movement within
and across national borders. This includes both inter-
nal migrants, such as agricultural workers and persons
who have been displaced as the result of natural disas-
ters or civil conflict, and those who cross international
borders, regardless of the manner or legality of their
entry. Importantly, the concept of migration captures
the continuum of time during which movement and
transition occur, from the premigration phase, when
individuals may be only contemplating movement;
through the perimigration phase, during which move-
ment is effectuated from one locale to another; and
through the postmigration phase, following the indi-
vidual’s arrival at a place of temporary or permanent
refuge or residence (Loue & Galea, 2007).

Approximately 175 million people, or 2.9% of
the world’s population, live either permanently or

temporarily outside of their countries of origin
(International Organization for Migration, 2003).
In 1990, migrants accounted for 15% of the population
of 52 countries (Council of Europe, 2000). The Inter-
national Organization for Migration has estimated
that currently one in every 35 people in the world is
an international migrant (International Organiza-
tion for Migration, 2003) and that by the year 2050,
the number of international migrants will approach
250 million (International Labour Office, Interna-
tional Organization for Migration, & the Office of
the United Nations High Commissioner for Human
Rights [ILO, IOM, OHCHR], 2001). These figures
include migrant workers, permanent immigrants,
and those who are seeking asylum or refugee status;
it does not include individuals who migrate across
borders illegally, who are known variously as “ille-
gal,” “undocumented,” or “irregular” (World
Health Organization, 2003). These individuals may
migrate themselves; may be trafficked, a process that
involves coercion or deception; or be smuggled,
meaning that their entry has been facilitated by
others for profit (ILO, IOM, & OHCHR, 2001). Con-
sequently, these figures represent underestimates of
the magnitude of migration and its demographic
impact in various regions of the world (Council of
Europe, 2000).

Individuals may migrate from one area to another
for any number of reasons. Circumstances at the point
of origin that may “push” individuals to leave include
poverty, unemployment, persecution, internal civil
strife, a change in government or regime, and/or natu-
ral disasters, such as a hurricane. Refugees, in particu-
lar, migrate due to “push” factors. The 1951 United
Nations Convention on Refugees, as modified by the
1967 Protocol Relating to the Status of Refugees,
describes a refugee as a person who:
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» owing to well-founded fear of being persecuted for
reasons of race, religion, nationality, membership of
a particular social group or political opinion, is outside
the country of his nationality and is unable or, owing to
such fear, is unwilling to avail himself of the protection
of that country; or who, not having a nationality and
being outside of his former habitual residence as
a result of such events, is unable, or owing to such
fear, is unwilling to return to it.

Individuals may also migrate because they feel
a “pull” toward the intended destination as a result of
perceived employment prospects, the ability to reunify
with other family members, expectations of a better eco-
nomic and/or political situation, freedom from persecu-
tion, and/or a safe haven from the ravages of man-made
or natural disasters. Distinctions have accordingly been
made between those immigrants who are “voluntary,”
such as students, tourists, and migrant workers, and
those who are “forced” to migrate as the result of dis-
placement due to internal conflict, environmental disas-
ter, famine, or development projects (Loughna, n.d.).

The various circumstances surrounding immigra-
tion and, in particular, those involving trafficked per-
sons and refugees fleeing persecution, may leave
persons particularly vulnerable, meaning that they
“are relatively (or absolutely) incapable of protecting
their own interests” due to insufficient power, educa-
tion resources, strength, or other requisite attributes
(Council for International Organizations of Medical
Sciences, 2002, Guideline 13). Vulnerabilities may
be cumulative, resulting in what is
compounded powerlessness. As an example, a minor

essentially

child who is fleeing from individuals who have bought
and sold him or her into prostitution is vulnerable as
a function of both age and sex. This chapter explores
the ethical issues that arise in the context of conducting
health-related research, whether of a biomedical,
epidemiological, or social science nature, with such
individuals and communities during their experience
of such movement.

The Impact of Migration

Numerous studies have reported that refugees and
asylum seekers may suffer from posttraumatic stress

disorder (PTSD) and other mental illness. In order
to be diagnosed with PTSD, the individual must
have experienced, witnessed, or been confronted
with a traumatic event or a series of events that
involved actual death or serious injury or the threat
of death or serious injury. As a result of these events,
the individual experienced feelings of intense fear,
horror, and/or helplessness (American Psychiatric
Association, 2000). Additionally, for a period of at
least 1 month, the individual reexperiences the event
(s), avoids stimuli that are associated with the trauma,
and experiences numbing of general responsiveness
and increased arousal, resulting in clinically signifi-
cant distress or impairment in one or more important
areas of functioning, such as family life or work.
Individuals may attempt to avoid any feelings or
thoughts associated with the trauma and, conse-
quently, may suffer “emotional anesthesia” and/or
experience amnesia with respect to the triggering
event(s) (American Psychiatric Association, 2000).
Not surprisingly in view of these symptoms, many
individuals suffering from PTSD may experience diffi-
culty with one or more important functions of daily
living.

Data suggest that two out of every three asylum
seekers (the equivalent of a pending application for
refugee status) in the European Union have experi-
enced some mental problems (Burnett & Peel, 2001)
and that up to 40% of all refugees have been tortured
(Steel, Frommer, & Silove, 2004). In a study of ten
detained asylum seekers in the United Kingdom, it
was found that six had suffered torture, all ten were
suffering from depression, four were suicidal, and two
had attempted suicide while in detention (Bracken &
Gorst-Unsworth, 1991). More than 50% in a sample of
33 asylum seekers in Sydney, Australia, reported having
been physically tortured (Sultan & O’Sullivan, 2001).
A review of 20 studies providing results for 6,743 adults
from 7 countries and 5 surveys of 260 refugee children
from 3 countries reported that among the adults, 9%
suffered from PTSD, 4% had generalized anxiety dis-
order, and 5% had major depression, while 11% of the
children were diagnosed with PTSD (Fazel, Wheeler, &
Danesh, 2005). The authors concluded that refugees are
ten times as likely to have PTSD compared to age-
matched individuals in the native populations of the
countries surveyed.
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High rates of PTSD have also been reported among
refugee children. Almost all of the children in a sample
of internally displaced Bosnian children were diag-
nosed with PTSD (Goldstein, Wampler, & Wise,
1997). Among children who had experienced war in
Cambodia and the former Yugoslavia and had migrated
to the United States, almost one-half suffered from
symptoms of PTSD (Mollica, Poole, Son, Murray, &
Tor, 1997; Sack, Clarke, & Seeley, 1996; Weine et al.,
1995). A study of refugee children ages 8—16 in London
found that greater severity of PTSD was associated with
premigration experiences including the violent death
of family members and an unstable or insecure status
following migration (Heptinstall, Sethna, & Taylor,
2004). Similar findings were reported from a study
involving 87 children and adolescents who sought ref-
uge in the United States from Cuba and had been held
in refugee camps for up to 8 months prior to arrival in
the United States (Rothe et al., 2002). More than half of
the children (57%) evidenced symptoms of PTSD. Age
and having witnessed violence in the camps were asso-
ciated with PTSD. Consistent with findings from other
studies (Chung, 1994; Chung & Kagawa-Singer, 1993;
Steel, Silove, Phan, & Bauman, 2002), a dose—effect
relationship was noted between the number of stressors
and the severity of self-reported symptoms.

Exposure to war and/or political unrest may also
heighten the risk of PTSD. A study comparing 258
immigrants from Central America and Mexico to the
United States and 329 US-born Mexican Americans
and Anglo Americans (non-Hispanic Whites) found
that 52% of the Central Americans who had migrated
because of war and political violence experienced
symptoms of PTSD, compared with 49% of Central
Americans who had migrated for other reasons and
25% of Mexican immigrants (Cervantes, Salgado de
Snyder, & Padilla, 1989).

Refugees who were subjected to torture may also be
at increased risk of developing both PTSD and another
psychiatric disorder. A study of ethnically Nepalese,
religiously Hindu refugees from Bhutan who sought
refuge in refugee camps in Nepal found that those
who had been tortured were 5 times as likely to develop
PTSD as those who had not been tortured, and 1.6
times as likely to have any psychiatric disorder (Van
Ommerren et al., 2001). The 12-month prevalence of
any psychiatric disorder was 74.4% among those

refugees who had been tortured, compared to 48%
among those who had not. The impact of torture on
mental health may be alleviated by the presence of
family and social support from the immigrant commu-
nity after arrival in the receiving country (Basoglu &
Paker, 1995; Schweitzer, Melville, Steel, & Lacherez,
2006).

Research findings also indicate that individuals who
are placed in detention facilities following their arrival
at their destination country may suffer both retrauma-
tization and a worsening of their mental health in
comparison with those who are not detained (Becker &
Silove, 1993; Bracken & Gorts-Unsworth, 1991; Steel &
Silove, 2001; Thompson & McGorry, 1998). In the
previously mentioned study of 33 asylum seekers in
Sydney, Australia, researchers noted a progressive dete-
rioration in the mental health of the asylum seekers,
who had been held in detention for an average period
of 2 years (Sultan & O’Sullivan, 2001). The research
team found that many of these individuals were

» dominated by paranoid tendencies, leaving them in
a chronic state of fear and apprehension and a feeling
that no one, including other detainees, can be trusted.
Long periods of time are spent alone and some
develop frankly psychotic symptoms, such as delu-
sions, ideas of reference and auditory hallucinations
(Sultan & O’Sullivan, 2001, p. 595).

This deterioration of mental status while in deten-
tion is also seen in refugee children. Their distress may be
exacerbated as a result of observing parental distress and
suffering,
witnessing displays of violence and self-harm, being
separated from their parents with or without warning,
and experiencing instability due to lengthy delays in
processing their claims for refugee status (Zwi, Herzberg,
Dossetor, & Field, 2003).

interviewing by immigration officials,

At a minimum, immigrants to a new country of tem-
porary or permanent residence may experience what is
known as “culture shock.” The term “culture shock”
was introduced by Kalvero Oberg in 1954 to refer to an
“abrupt loss of the familiar” or the “shock of the new.”

» [It] is precipitated by the anxiety that results from
losing all familiar signs and symbols of social
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intercourse. These signs are the thousand and one
ways in which we orient ourselves to the situations of
daily life: when to shake hands, when and how to be
gracious and appropriate ... when to accept invita-
tions, how to take statements seriously .... (Oberg,

1954, p. 1).

As a result, individuals may experience feelings of
inadequacy, vulnerability, anger, resentment, and irritabil-
ity. They may find that they are unable to solve even simple
problems because of their lack of familiarity with the new
environment. As a result, they may lack self-confidence
and have a tendency to blame others for any difficulties.

Culture shock occurs in various stages or phases,
which have been variously termed incubation, crisis,
recovery, and full recovery (Oberg, 1954, 1960); ela-
tion, depression, recovery, and acculturation (Richard-
son, 1974); and contact, disintegration, reintegration,
autonomy, and independence (Adler, 1975). The first
stage of elation is characterized by feelings of excite-
ment, which may last for hours, days, weeks, or
months. These feelings gradually dissipate, as the indi-
vidual becomes increasingly aware of the differences
that exist between her previous and current environ-
ments. This second phase of disintegration is marked
by practical problems, an increase in misunderstand-
ings and associated feelings of frustration, a sense of
loneliness and uneasiness, and a decrease in self-confi-
dence. During the third stage of culture shock, the
individual begins to reintegrate into the new environ-
ment or reject her new situation, blaming others and
adopting negative coping mechanisms, such as sub-
stance use and self-isolation. During the final stage of
recovery, the individual may gradually adjust and adapt
to the new environment, experiencing a greater sense of
control, autonomy, and belonging (reintegration).

Significant variation exists between individuals in
their experience of culture shock. The sequence and rate
through which they pass through the various stages may
differ as a function of their mental state, personality,
familiarity with language, family and social support sys-
tem, religious beliefs, level of education, socioeconomic
condition, sex and gender, and past experiences with
travel. Some individuals may experience great difficulties,
depending upon their age, sex, health status, migration
experiences, and the nature of their reception in their
destination country.

Ethical Issues in the Context of
Research

The ethical principles of respect for persons and benef-
icence, derived from the Nuremberg Code (1949),
demand that we as researchers assess the risks and
benefits to prospective participants prior to the initia-
tion of an investigation, in order to determine whether
the investigation should even be pursued. In general,
special justification is need for the conduct of research
with vulnerable participants (CIOMS, 2002, Guideline
13). Accordingly, one must first ask whether immigrants
as a group constitute a vulnerable population within the
context of research involving human participants.

As indicated previously, vulnerability refers to those
persons who are relatively or absolutely unable to pro-
tect their own interests because “they have insufficient
power, prowess, intelligence, resources, strength, or
other needed attributes to protect their own interests
through negotiation for informed consent” (Levine,
1988, p. 72). Application of this definition to the situ-
ation confronting many immigrants argues in favor of
a determination of vulnerability. Many, if not the
majority, of immigrants often do not speak the lan-
guage of the country to which they are relocating. They
may have little access to medical care or knowledge of
the health care system. At a minimum, they are likely
experiencing some degree of culture shock; some indi-
viduals, such as refugees and asylees, may also be suf-
fering from the effects of trauma, severe depression,
and physical injury. As a politically and often socially
and economically marginalized group, individuals may
not perceive their participation in research as voluntary
(Barsdorf & Wassenaar, 2005).

Although the principles of respect for persons and
beneficence would suggest that these circumstances
disallow the participation of immigrants in research,
the inquiry cannot stop. The exclusion of immigrants
from participation based on such factors alone may
well constitute a paternalistic overemphasis on the
principle of autonomy, which provides for individual
decision making, and the principle of justice, which
dictates that the benefits and burdens of research be
accessible across populations (Beauchamp, Jennings,
Kinney, & Levine, 2002; Erlen, Sauder, & Mellors,
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1999; cf. Roberts, Geppert, & Brody, 2004; Stanley B.,
Stanley M., & Schwartz, 1981).
Depending upon the health care system of the receiving

Lautin, Kane,
country, participation in research may represent for
many immigrants the only means by which they can
obtain needed health information and care; this may
be particularly true for undocumented adults and chil-
dren. As an example, US law provides that even legal
immigrants who are residing permanently in the
United States are barred in all but very limited circum-
stances from receiving health care through publicly
funded sources (Personal Responsibility and Work
Opportunity Reconciliation Act of 1996). Accordingly,
immigrants should be provided with the opportunity
to participate in research protocols for which the risks
and benefits of participation have been carefully
assessed and special protections implemented
(CIOMS, 2002, Guideline 13).

Researchers do not generally consider the possibility
that the source of their funding for a study may jeop-
ardize in some way the situation of their research
participants. Consider, however, the following hypo-
thetical case.

Recently, a US citizen who had emigrated from
Pakistan attempted to car bomb an area of Times
Square in New York (Moore, 2010). A law enforcement
agency might decide to fund research to understand
better the circumstances that might compel an individ-
ual in his circumstances to engage in acts of terrorism.
The researcher owes the participants of his or her
research confidentiality to the extent possible. Yet in
such circumstances, the law enforcement entity may
feel entitled to all of the data based on its national
security concerns. The source of the funding has created
potential risk for the participants and the larger partic-
ipant community; as a result of the fact of the study or its
findings, the community as a whole may be subject to
increased surveillance, or other measures, which may
prove later to have been unwarranted. The community
may also be stigmatized as a result of the increased
attention from law enforcement authorities.

It is critical that in such circumstances, the
researcher negotiate with the finding source the extent
to which each party will have access to the data and

control its use. The outcome of such negotiations must
be made clear to prospective participants so that they
can knowledgeably consent to or decline to participate.

Immigrants and refugees may face particular risks even
during the process of research study recruitment, prior
to enrollment, which must be balanced against what-
ever benefits they may derive, if any, from their partic-
ipation in the proposed research. First, efforts to recruit
individuals that are premised on a designation of mem-
bership in a particular group or subgroup or disease
status may have the unintended effect of focusing
increased attention on a group that may be marginal-
ized and/or stigmatized within not only the larger
population, but also within the individuals’ immediate
milieu. As an example, recruitment to research relating
to HIV/AIDS or mental illness that is conducted within
a refugee camp, which is often characterized by close
quarters and a lack of privacy, may inadvertently result
in the identification of individuals with the disease or
illness and their consequent marginalization and/or
victimization within the camp. A similar consequence
may result with respect to research related to any num-
ber of diseases, depending upon the sensitivities of
a particular group or culture (Leaning, 2001). Accord-
ingly, it is incumbent upon the researcher to under-
stand the dynamics and perceptions of the community
prior to the initiation of recruitment efforts, in order to
fine-tune the recruitment procedures and language so
as to minimize such risks.

Genetic research poses unique ethical issues. The
meaning of kinship is known to vary widely across cul-
tures; the meaning may determine issues of politics,
economics, inheritance, property rights, succession, and
access to power (Kissell, 2005). A redefinition of kinship
by a research team to examine what are considered by
researchers to constitute familial relationships may have
the unintended effect of disrupting the individual’s sense
of his or her place in the world and reorganizing indi-
vidual and group responsibilities and obligations, leav-
ing individuals feeling — or being — isolated and
dislocated. The worst-case scenario may find individuals
expelled from their kinship group and community as the
result of such redefinition, with attendant emotional,
social, psychological, and economic losses.
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Second, depending upon how inclusion and exclu-
sion criteria for a particular study are framed, some
individuals illegally present in a particular country may
be eligible to participate in the study. Targeting
a particular geographic area of a city or town may focus
unwanted attention on the immigrants’ presence, thereby
unintentionally increasing both their vulnerability to
political processes and their risks of deportation and/or
violent victimization by vigilante groups and/or
unethical government agents. Additionally, as Loue and
Sajatovic (2008) found in their study of the cultural
context of HIV risk among Mexican and Puerto Rican
women with severe mental illness, an increase in law
enforcement efforts that occurs independently of the
researchers’ recruitment efforts may increase the diffi-
culty of recruiting and retaining study participants.

The conduct of research with immigrants confined to
detention centers raises other ethical issues. When official
approval is required to conduct such research and the
screening and selection of eligible detainees is determined
by those in charge of the facility themselves, the possibil-
ity of coercion in selection or nonselection remains
ever present. Research conducted without official
approval or through the use of deception may ultimately
place the detainees at risk of harm and threaten the
credibility of the investigators and their research
(Kirmayer, Rousseau, & Crepeau, 2004). The close quar-
ters that are characteristic of many detention facilities
may limit privacy and confidentiality, potentially plac-
ing the participating detainees at increased risk from
authorities and/or others who are detained. Neverthe-
less, some scholars have argued that researchers have
a moral responsibility “to address actions of violence or
neglect, perpetrated by the state on their behalf that
brings suffering and hardship to others” (Kirmayer
et al., 2004, pp. 85-86). Others have asserted that
even when there exists a conflict of interest between
researchers and those in authority in a detention situ-
ation, there exists “a legitimate moral imperative . . . for
clinical researchers to breach the walls of enforced
silence and give a voice to those who are afflicted”
(Steel & Silove, 2004, p. 93).

Third, the mechanism used for sampling and/or
recruitment may potentially subject immigrants to
coercion and duress. Snowball sampling and respon-
dent-driven sampling (RDS), both commonly used in

conducting research with populations that are

considered hard-to-reach, involve the recruitment of
individuals to the study by an already-enrolled partic-
ipant. The researcher may be unaware of the power
dynamics that exist within a specific network or com-
munity, or the nature of the relationship between the
respondent-recruiter and those that he or she recruits
to the study. This can potentially lead to the coercive
recruitment of individuals when conducting research
with immigrants and refugees specifically because of
their
refugees.

relative powerlessness as immigrants and

Recruitment through a gatekeeper or community
leader raises similar concerns of coercion and duress.
The leader or gatekeeper may be able to exert influence
or pressure on community members because of his or
her relative power within the group; this may be par-
ticularly true where the individual possesses greater
education, wealth, or political connections relative to
others, or is a member of a subgroup that has histori-
cally held greater power. As with recruitment
through already-enrolled participants,
recruitment of individuals through a perceived leader
has the potential to exacerbate
intergroup tensions of which the researcher may be
unaware, and lead to further oppression, humiliation,
or persecution of individuals. Where that individual
receives resources, such as cash or transport, from the
researcher in exchange for their assistance with recruit-
ment, the researcher may unknowingly be legitimizing
the individual’s presence and authority to the detri-
ment of those who will be participants (Jacobsen &
Landau, 2003).

conducted

intragroup or

Informed Consent

The informed consent process is inherently complex,
requiring an assessment of the prospective study par-
ticipant’s capacity to provide informed consent, his or
her understanding of the information provided about
the study, and the extent to which the individual’s
agreement to participate is voluntary and free of coer-
cion or duress. The complexity of this process may be
compounded with immigrants and refugees due to
differences in language, lack of familiarity with the
new culture generally and with research specifically,
power differentials between the researcher and the
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participant and, in some cases, a history of trauma,
and/or a fear of violence and/or discovery.

Language. The language in which information
about the study is conveyed to the participant should
be the language that he or she understands as, for
example, to present the information in Romanian to
Romanian-speaking participants. However, the lan-
guage that is used must be accessible to and under-
standable by prospective participants if their consent is
to be truly informed. It is unlikely, for instance, that
individuals with little or no formal education would
understand medical terms used by physicians in a case
presentation during Grand Rounds.

In addition, the demographic characteristics of the
translators (addressing the written transformation
from one language to the other) and interpreters
(addressing the oral transformation from one language
to the other) may affect the translation/interpretation
and, consequently, the accuracy of the information
provided to the prospective participant and/or the
information that the participant wishes to convey to
the researcher. In the context of back translation, one
translator will translate the consent form from its orig-
inal language to that of the prospective participants and
a second translator will “back translate” the translated
version to the original language to maximize accuracy
and reduce ambiguity or confusion. Variations between
the translators in terms of their age, social standing,
level of education, socioeconomic status, and even
place of origin may impact on the dynamics between
them, leading one to defer to the other out of respect,
even where such deference may lead to less-than-
optimal results with the translation (Yick & Berthold,
2005). Similarly, the existence of such differences
between the prospective participant and the interpreter
assisting with the informed consent process may affect
the dynamics of the informed consent process,
resulting in reticence on the part of the prospective
participant to ask questions or to disagree. It is impor-
tant that the research team consider such possibilities
and take steps to minimize them.

Personhood and Self-in-Context. Unlike the cultures
of many industrialized countries, many cultures define
personhood as a person-in-context, that is, as
a function of the many and varied relationships and
roles for which the individual may be responsible.
A woman, for example, would not be considered an

autonomous individual with sole decision-making
authority for herself, but would rather be conceived
of as a daughter, a wife, and a mother, with obligations
to those persons for whom she plays these roles.
Accordingly, consent to participate in a study may
require consultation with those to whom she is respon-
sible (Loue, Okello, & Kawuma, 1996). In such situa-
tions, researchers may wish to provide for a waiting
period between the provision of information to the
prospective participant and the completion of the
informed consent process, in order to allow the partic-
ipant adequate time to consult with others of their
choosing. Ultimately, however, the decision to partici-
pate must be an individual one.

In some cultures, consent must be obtained from
a tribal chief or community leader prior to seeking
consent from individuals for their participation (Daw-
son & Kass, 2005; Molyneux, Wassenaar, Peshu, &
Marsh, 2005). This necessarily raises issues as to who
can legitimately speak for the community and the
extent to which that individual is respected by and
reflective of or distanced and mistrusted by the com-
munity (Marshall & Batten, 2004).

Power Differentials. There is inherently a power dif-
ferential between the research team members and the
immigrant participants because of the difference in
roles; this may be accentuated due to differences in
sex, education level, professional status, or socioeco-
nomic status. Researchers may believe that reliance on
research assistants from the same country or area as the
research participants may enhance both recruitment
efforts and communication with participants because
of their similarity to the participants. However, the
researcher may inadvertently transgress political,
social, or economic fault lines that exist within the
group by unknowingly employing individuals who are
members of a subgroup that has historically been hated
by or has hated and persecuted those of other sub-
groups within the country (Jacobsen & Landau, 2003).

Discovery. Prospective participants may fear discov-
ery for any number of reasons. A study focusing on
family violence may raise fears of prospective partici-
pants that they will be subjected to further violence
should their abusive family member discover their
participation. Individuals who have been persecuted
and/or tortured by the governments or agents of their
governments from which they fled may be concerned
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that their disclosure of any information may incur the
wrath of some unknown and unidentified “other,” who
will seek them out for punishment. Trafficked persons
may fear that their traffickers may find them, recapture
them, and once again subject them to threats or vio-
lence. Still others may be concerned that, if discovered,
they will face deportation to their country of origin,
where they will once again face whatever drove them to
leave. As a consequence, individuals may be reluctant
to sign any paper signifying their participation in or
association with the research (Langford, 2000).

In such circumstances, it may be advisable to imple-
ment informed consent procedures that require only
oral consent from the participant (Cwikel & Hoban,
2005). This may be supplemented by a statement
signed by a second research staff person, confirming
that the participant was provided orally with all of the
information necessary to make an informed decision
regarding participation and that the individual did,
indeed, provide consent to participate. Where circum-
stances permit, a written information sheet describing
the study and the requirements of participation can be
provided to the participant.

These safety concerns underscore the need to
ensure confidentiality (referring to information) and
privacy (referring to the individual) even during the
enrollment process, before any data are collected. The
possibility of breaches of confidentiality may be
reduced by putting passwords on computers; limiting
access to data linked to individually identifying infor-
mation, such as names and addresses, to those persons
who truly need such information; maintaining any
hard copies of the data in locked file cabinets in
enclosed and locked offices; and requiring that all per-
sonnel involved with the study sign confidentiality
agreements that advise them of the severity of
a breach and the likelihood that disciplinary action
will be taken if a breach were to occur. Mailings should
not be sent to the participant or messages left on
a voicemail recording without the prior consent of the
individual and assurances that his or her safety will not
be threatened as a result of the communication. In the
United States, data collected within the boundaries of
the United States may receive additional protection
through the issuance of a certificate of confidentiality
from the National Institutes of Health after application
by the researcher and his or her institution (United

States Department of Health & Human Services,
2009). Privacy may be enhanced by conducting all
interviews and telephone conversations in enclosed
office space or, where such space is unavailable,
conducting the interviews and conversations out of
sight and hearing range of others.

Continuing Consent. Circumstances may change
during the course of the study which may impact an
individual’s willingness or ability to continue with his
or her participation and, consequently, require the re-
consenting of the individual to assure ongoing validity
of his or her consent to participate. As one example, an
individual suffering from posttraumatic stress disorder
may experience an exacerbation of his or her symptoms
that may or may not be related to the focus of the study,
but that make it increasingly difficult to continue as
a participant. Changes in external circumstances may
also render it more difficult for an individual to con-
tinue participation. An increase in immigration law
enforcement activities in the geographic area in which
the study is being conducted may cause a shift in the
balance of risks and benefits to the individuals partic-
ipating (Loue & Sajatovic, 2008). The increase in par-
ticipants’ risk of discovery may outweigh any direct
benefits that they had identified at the time of their
initial consent to participate.

Special Protections

Community Advisory Boards (CABs). CABs consisting
of members of the relevant community have been
instrumental in the conduct of research with immi-
grant communities (Kobetz et al., 2009). Importantly,
CAB members who are familiar with and connected to
the immigrant community can provide advice to the
research team regarding culturally sensitive mecha-
nisms to reduce participants’ risks and maximize par-
ticipants’ benefits from the research. CAB members
may provide critical input in the development of the
research protocol, recruitment and enrollment efforts,
and the interpretation of the collected data.

The establishment of a CAB and the training of its
members is consistent with ethical principle of benef-
icence (to maximize good) and with the provisions of
Guideline 20 of CIOMS’ International Guidelines for
Biomedical Research Involving Human Subjects, which
urges researchers to strengthen capacity for ethical and
scientific review and biomedical research, including
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“educating the community from which research sub-
jects will be drawn.” The formation and successful
operation of a CAB in partnership with the research
team may (1) increase the capacity of the community
and its members to understand scientific research,
(2) increase community knowledge of a particular dis-
ease and its prevention and treatment (Morin et al.,
2008), (3) increase access to needed resources and
services through the development of linkages between
community members and biomedical institutions, and
(4) increase community members’ knowledge and
experience with organizational development and man-
agement (Cox, Rouff, Svendsen, Markowitz, & Abrams,
1998).

Researcher Intervention and Referral. During the
course of the research, members of the research team
may witness acts of violence or other abuse perpetrated
against the immigrant respondent. This may occur, in
particular, in the context of research involving traf-
ficked persons (Cwikel & Hoban, 2005). Intervention
without participant consent to do so may actually
exacerbate, rather than ameliorate, the participant’s
situation by bringing about increased violence or
abuse, transport of the participant by the traffickers
to a less visible and findable location, and/or the indi-
vidual’s deportation.

Some, but not all, immigrant/refugee participants
may have suffered trauma, as a result of events leading
up to their departures from their countries of origin and/
or their experiences in transit to their destination. It is
critical that researchers working with immigrant and
refugee populations be aware of this possibility and
have appropriate resources and/or referrals available to
the participants who may be in need of such services. It is
also possible that some of the participants may be suf-
fering from severe depression or may be suicidal. In
order to reduce the risk of harm to the participants,
appropriate protocols to address such situations must
be developed and staff trained on their use prior to the
commencement of the study.

Access and Abandonment

Guideline 19 of the International Guidelines for Bio-
medical Research Involving Human Subjects advises
that investigators should ensure that participants who

are injured as a result of their participation receive free
medical treatment for any such injury and that they
receive appropriate compensation for any resulting
impairment, disability, or handicap. In general, this
may be problematic for a number of reasons. First,
funders of research, such as the National Institutes of
Health in the United States, do not provide funding to
compensate research participants for such injuries. Con-
sequently, any such payment is at the expense of the
investigator, his or her institution, and/or the industry
sponsor of the research, if there is one. Second, there is
often no existing legal mechanism to facilitate such
recovery, such as a legal regulation requiring such com-
pensation as a condition of conducting the research. As
a result, individuals who believe that they are so injured
must seek compensation through the court system.

Additional barriers confront immigrants and refu-
gees in such situations. If they are in the country ille-
gally, they may not wish to make their presence easily
known for fear of deportation. They may also lack
sufficient funds to pursue a lawsuit, with all of the
costs that attend it, such as court filing fees, attorney’s
fees, medical evaluations, etc. The exclusion of immi-
grants and refugees from proposed research that entails
risk of injury may contravene the ethical principles of
both distributive justice and respect for persons, but
their inclusion might violate the principle of benefi-
cence, requiring that the investigator maximize benefit,
and nonmaleficence, requiring that the investigator
minimize harm.

Commentary to Guideline 21 of CIOMS’ Interna-
tional Guidelines for Biomedical Research Involving
Human Subjects suggests that researchers should pro-
vide referrals to study participants for the diagnosis
and treatment of diseases not related to the focus of
the research or advise the participants to obtain neces-
sary treatment. This raises issues of access for immi-
grants and refugees, who may be unable to avail
themselves of government-funded health care services
because of limitations imposed by tho