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The determinants of mental health are rooted in social, envi-
ronmental, and economic conditions. These factors are pri-
marily responsible for the health disparities and inequities
seen across populations [1]. Discrimination, or the unjust
treatment of different categories of people, is one of the most
powerful social determinants of mental health, leading to in-
creases in rates of depression, generalized anxiety disorder,
post-traumatic stress disorder, alcohol use disorder, and men-
tally unhealthy days [2]. There are various types of discrimi-
nation in the United States (US). Discrimination based on
gender, race, ethnicity, religion, immigration status, sexual
orientation, gender identity, and others is on the rise [3]. As
a result, this impact is felt by everyone within the healthcare
system, including patients, medical students, residents, fel-
lows, physicians, and other health care professionals and pro-
viders. Current immigration policy is closely tied to citizen-
ship where citizens are able to sponsor the immigration of
family members, with citizenship itself defined by changing
definitions of “whiteness” and perpetuated by the fields of
medicine and public health. [4].

Immigrants are less likely to utilize mental healthcare com-
pared with US-born citizens, and children of undocumented
immigrants have especially lower rates of receiving mental
health services [5, 6]. While these inequities have previously
been attributed to issues of stigma and acculturation (i.e., lack of
healthcare engagement is due to an individual’s behavioral or
cultural framework), immigration is increasingly being recog-
nized as a social determinant of health [7]. Social determinants
and structural competence perspectives look beyond the clinical

interaction to consider macrolevel sociopolitical, economical,
and historical explanations for poor mental health outcomes.

It is vital that clinicians, educators, and leaders begin to work
toward mental health equity for immigrant populations. In this
paper, we discuss the concepts of cultural humility and struc-
tural competence as it relates to the psychiatry curriculum and
clinical supervision of trainees working with immigrant popu-
lations. We also look through these lenses to help us understand
the implications of changing immigration policies on immi-
grant trainees and on the psychiatric workforce as a whole.

Cultural Humility and Structural Competence

Cultural competence is a useful concept that emphasizes the
need for providers to consider patients’ cultural backgrounds
and develop skills to effectively meet the cultural and linguis-
tic needs of diverse patient populations, including immigrants.
However, the term “competence” suggests that there is a de-
fault “normal” group who bear the responsibility of educating
themselves on the “different” and by default “abnormal”
group [8]. Furthermore, cultural competence implies that a
finite limit of knowledge can be acquired to become an “ex-
pert” in describing the experiences of others [9]. This uninten-
tionally promotes stereotyping, bias, and discrimination; con-
tributes to two-dimensional and static views of patients; ne-
glects consideration of intersectional identities; and risks
harming patients from non-majority backgrounds. For exam-
ple, a person cannot be defined merely by their race or ethnic-
ity, but also their gender identity, sexual orientation, socioeco-
nomic class, immigration status, and so on, that results in their
facing overlapping and interdependent systems of discrimina-
tion and disadvantage.

In contrast, an informed understanding of the impact of
immigration status on patients’ mental health calls for a mul-
tidimensional, dynamic consideration of the patient in relation
to the environmental, historical, sociopolitical, economical,
and other structural contexts that contribute to the experiences
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of the patient. This view can be appreciated though the lens of
cultural humility, a framework that (1) adopts a lifelong com-
mitment to self-reflection and self-critique, (2) emphasizes the
needs to address the power differential between patient and
provider, and (3) develops mutually beneficial, non-
paternalistic clinical, community, and advocacy partnerships
[10]. Cultural humility also necessitates an understanding of
structural competence, which seeks to identify and address
upstream policies and conditions that lead to healthcare ineq-
uities [11]. This calls for a paradigm shift in training of health
professionals to learn how to elicit, diagnose/recognize, and
address upstream sociopolitical influences on individual and
population health. For example, recognizing that upstream
policies excluding undocumented immigrants from access to
free or affordable healthcare services negatively impacts their
health, causing patients to wait until they are more severely ill
before seeking care, rather than faulting the individual patient
for having poor health practices.

Implications for the Training of Residents
and Fellows

Clinical Supervision

In working with immigrants (whether documented/undocu-
mented, established/newly arrived), a cultural humility ap-
proach requires that clinicians develop awareness of power
dynamics and willingness to acknowledge their own limita-
tions and inadequacies. This includes appreciating the added
layer of power and privilege on the part of the provider, not
only as a physician, but more frequently, as having the privi-
lege of citizenship or other legal status, and the risks taken by
the patient to seek help, especially if that patient is undocu-
mented. Clinicians have an important opportunity in these
encounters to legitimize any fear or mistrust of providers at
both individual and organizational levels and to openly ac-
knowledge their own deficiencies while inviting patients to
partner with providers as experts of their own immigration
experiences. It is important that faculty supervisors practice
self-reflection in order to effectively model these behaviors to
trainees. In the parallel of the supervisory relationship, in cases
where the trainee has more experience/expertise either in cul-
tural humility, structural competence, or in working with im-
migrant populations, increasing humility is called for on the
part of the supervisor in deferring to the trainee’s specific
skills and knowledge, without tokenizing the trainee as a rep-
resentative of a specific group. Of note, the lack of diversity
among supervisors contributes to this inequity. Diversification
of faculty is necessary to address this gap in knowledge and
experience with regards to the immigration experience.

Operationalizing structural competence in the clinical en-
counter involves moving towards developing structural

formulations of clinical cases by exploring systems that might
be producing health inequities that affect the patient directly
and indirectly [11]. For example, it would be important to
elicit a patient’s immigration status to understand if a patient
is experiencing barriers in accessing healthcare, in order to
refer patients to appropriate supportive resources (Table 1).
At the same time, issues of unequal power/privilege and
provider/system inadequacies complicate the process of
eliciting a patient’s immigration status. Direct solicitation of
immigration status may trigger and dissuade some from fur-
ther engaging in care, especially for undocumented
immigrants.

While some experts encourage verbal discussion of how
immigration status affects patients’ health and access to care,
they also support minimizing documentation due to the risks
involved in the context of rapidly changing immigration pol-
icies with variable consequences to patients [12]. Proxy lan-
guage to elicit immigration stressors includes listing a patient
as “ineligible for insurance” and documentation of employ-
ment or family stressors. From an ethical perspective, the
reporting of undocumented immigrants to officials contradicts
the principle of nonmaleficence and has been denounced by
the American Medical Association.

Training Curricula

The unique experiences of immigrants and immigrant com-
munities must be taught and discussed in psychiatry residency
curricula, and multiple resources exist for teaching about im-
migrant healthcare in the United States (Table 1). However, to
relegate these topics to a “cultural seminar” that focuses on
downloading information and statistics may risk further
stereotyping and bias in considering the experiences of immi-
grants [13]. Rather, cultural and structural humility ap-
proaches to considering the mental health of immigrant pop-
ulations should be incorporated into case conference discus-
sions and didactics of various topics (e.g., neuropsychiatry,
psychopharmacology, and forensic psychiatry). In the spirit
of self-reflection, early trainees may benefit from an ethno-
graphic approach where each trainee is called to reflect on the
immigration experiences of their own families and the struc-
tural barriers faced by their ancestors (since, except for
Indigenous people, all residents and citizens of the United
States come from immigrant backgrounds) [14]. As trainees
are able to see themselves as “situated” individuals with spe-
cific identities, experiences and histories, and “specific social
and economic location that influences each and every interac-
tion they have with patients [15],” they will hopefully be more
able to identify their power and privilege with respect to the
patient. The exploration of their own subjectivities and com-
plexity helps them more effectively critique “objectivity” as it
is valued in medicine and appreciate the depth and complex-
ities of each individual patient.



In acknowledging social, political, economic, and immi-
gration factors that affect patient mental health, it must also
be conceded that most psychiatry faculty do not possess the
expertise to effectively educate trainees on issues affecting
immigration and should therefore take an interprofessional
and multidisciplinary approach to residency curriculum, in-
cluding forming longitudinal relationships with immigrants’
rights community groups, conducting site visits to immigrant
health clinics, and compensating staff members from these
groups to teach didactic sessions to residents within the psy-
chiatric curriculum [13].

Clinical Learning Environments

For the most part, clinical learning environments are not
equipped for learners to best develop their skills related to com-
munity and advocacy partnerships. As we learn more and more
about the social determinants of health and mental health, we
need to provide avenues for trainees to learn how to address
them. In order to implement principles of cultural humility and
structural competency, it is important for training programs to
model and prioritize partnerships with local immigration ex-
perts and resource groups. This demonstrates that the

educational program is committed to understanding the specific
challenges of local immigrant communities and is supportive of
efforts to achieve mental health equity for immigrant groups in
their local contexts. At the same time, trainees learn community
engagement and advocacy skills that can be applied to different
locales throughout their careers.

A creative solution that is not only beneficial for training but
directly benefits immigrant and underserved patients is medical-
legal partnerships (MLPs). MLPs embed civil legal services at-
torneys into healthcare settings and on interprofessional
healthcare teams delivering care to low income or otherwise
vulnerable patients and communities [16]. MLPs present oppor-
tunities to instill in residents a practical understanding of social
determinants of health and provide them with concrete tools for
addressing them, as well as helping residents develop structural
competence and build the necessary skills to address barriers to
health at the patient, institutional, and population levels.

Challenges Faced by Immigrant Trainees

Reflecting on the value of patients and providers alike as “sit-
uated” individuals, two specific groups of immigrant students/
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Table 1 Clinical, legal, and educational resources on immigrant healthcare

Immi—Free and Simple Information for Immigrants
(information on immigration benefits and legal rights)
http://immi.org/en

National Immigration Law Center
(Access to healthcare, food, and public programs for immigrant families)
https://www.nilc.org/issues/health-care/

Federally Qualified Health Center Finder for low cost healthcare
https://findahealthcenter.hrsa.gov/

Resources for Migrant Health
http://www.ncfh.org/

Medical Legal Partnerships
https://medical-legalpartnership.org/
https://www.americanbar.org/groups/probono_public_service/projects_awards/medical_legal_partnerships_pro_bono_project/directory_of_
programs/

Immigrant Health Toolkit (American Academy of Pediatrics)
https://www.aap.org/en-us/advocacy-and-policy/aap-health-initiatives/Immigrant-Child-Health-Toolkit/Pages/Immigrant-Child-Health-Toolkit.aspx

Undocumented Immigrants and Health Care Access in the United States
https://www.thehastingscenter.
org/who-we-are/our-research/current-projects/undocumented-patients-human-rights-access-to-health-care-and-the-ethics-of-the-safety-net/
http://undocumentedpatients.org/

IMG Advisors Network
https://www.ecfmg.org/echo/ian-index.html

Guide of IMG Psychiatry Residents
https://www.psychiatry.org/psychiatrists/international/international-trainees/international-medical-graduates-guide-to-u-s-residency

Resources for DACA Applicants
https://www.phdreamers.org/
https://academicmedicineblog.org/when-daca-recipients-seek-to-match-some-tips-from-the-trenches/

Guidance for Residency Programs Considering DACA Applicants
https://undocu.ucsf.edu/reports/considerations-residency-programs-regarding-daca-recipients

http://immi.org/en
https://www.nilc.org/issues/healthare/
https://findahealthcenter.hrsa.gov/
http://www.ncfh.org/
https://medicalegalpartnership.org/
https://www.americanbar.org/groups/probono_public_service/projects_awards/medical_legal_partnerships_pro_bono_project/directory_of_programs/
https://www.americanbar.org/groups/probono_public_service/projects_awards/medical_legal_partnerships_pro_bono_project/directory_of_programs/
https://www.aap.org/en-s/advocacynd-licy/aapealthnitiatives/Immigrant-hild-ealth-oolkit/Pages/Immigrant-hild-ealth-oolkit.aspx
https://www.thehastingscenter.org/who-ere/our-esearch/current-rojects/undocumented-tientsuman-ightsccess-oealtharend-hethicsf-he-afetyet/
https://www.thehastingscenter.org/who-ere/our-esearch/current-rojects/undocumented-tientsuman-ightsccess-oealtharend-hethicsf-he-afetyet/
http://undocumentedpatients.org/
https://www.ecfmg.org/echo/ianndex.html
https://www.psychiatry.org/psychiatrists/international/international-rainees/internationaledicalraduatesuide-o---esidency
https://www.phdreamers.org/
https://academicmedicineblog.org/whenaca-ecipients-eek-oatch-ome-ipsrom-he-renches/
https://undocu.ucsf.edu/reports/considerations-esidency-rograms-egardingaca-ecipients
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trainees—Deferred Action for Childhood Arrivals (DACA)
recipients and international medical graduates (IMGs)—de-
serve special emphasis within the psychiatry graduate medical
education setting. DACA recipients, with temporary protected
status, work authorization, and access to health and social
services are nevertheless subjected to the vicissitudes of the
US immigration policy with the threat of having these privi-
leges revoked, hence discouraging participation in prolonged
educational and training programs like medicine. IMGs, in
contrast, require visas and other special authorization to train
and work in the US for discrete periods of time, often incur-
ring large expenses to maintain legal employment status. This
section will elucidate the specific challenges faced by these
groups with respect to psychiatric training and discuss how
training programs can better support trainees with immigra-
tion needs.

DACA Recipients

Medical students and resident/fellow trainees who are undoc-
umented or have non-permanent resident/non-US citizen im-
migration status face unique hurdles while pursuing their
training. Although there is generally a growing familiarity
with some groups of immigrant categories, the fast-changing
pace of immigration policy does not often allow medical
school and graduate medical education program administra-
tors to remain abreast of new developments that may chal-
lenge or facilitate training for these individuals. One growing
group of immigrant medical students and residents are bene-
ficiaries of the DACA program. The program, which began in
2012, offers relief from deportation to a subset of undocu-
mented immigrants and makes them eligible for a social secu-
rity number and work authorization. DACA recipients are
currently able to renew their eligibility every two years; how-
ever, recent federal executive policies attempted to end the
program in 2017, and the future of the program depends on
judicial review of legal challenges regarding revocation of the
program.

Since the inception of DACA, the Association of American
Medical Colleges (AAMC) has reported increased numbers of
medical student applicants identifying as having DACA sta-
tus, although official numbers have not been published [17].
The AAMC maintains a yearly report identifying medical
schools that accept applications from DACA beneficiaries.
The 2020 report lists 65 schools that accept DACA applicants;
however, each school enforces varied guidelines regarding the
validity of a student’s DACA status, or eligibility for financial
aid [18]. DACA beneficiaries that successfully matriculate to
medical school face further difficulties when entering the res-
idency Match, as most residency programs have not verbal-
ized their policies for consideration of DACA applicants.
Furthermore, the uncertainty surrounding the US Supreme
Court’s pending decision prompted the National Resident

Matching Program (NRMP) to issue a statement addressing
the potential end to the DACA program and confirming that
the NRMP would grant waivers for programs and applicants
that could not fulfill their match contract in the case of termi-
nation of the DACA program [19].

Although DACA has contributed to improvements in edu-
cation opportunity, access to healthcare, social integration,
and economic stability for beneficiaries of the program,
DACA recipients have expressed ongoing stressors from their
previous undocumented status, as well as from a sense of
responsibility for family members that remain undocumented
[20]. The temporary nature of the program also threatens the
newfound stability for these students and trainees.
Unfortunately, undocumented individuals that did not qualify
for DACA status would be ineligible for employment upon
completion of their medical education and most medical
schools do not address whether they accept applications from
undocumented students. Similarly, there is little information
to guide students with unusual immigration documentation,
such as individuals with temporary protected status (TPS)
and others.

IMGs

Although IMGs consist of both US citizens and non-US citi-
zens that complete their medical training outside of the US,
our focus here is on non-US citizens only. IMGs are an im-
portant part of the American psychiatric workforce. They
comprise about 30% of psychiatry trainees and 25% of the
membership of the American Psychiatric Association [21].
IMGs face significant, long-term challenges and obstacles in
obtaining residency positions in the US. IMGswho have com-
pleted post-graduate training in their home countries have to
complete board requirements in the US to qualify to apply to
US residency programs. Additional challenges include visa
applications and maintaining legal presence status in the US
for the trainee and their family members.

Most IMGs are admitted to the US for residency training on
J-1 visas sponsored by the Educational Commission for
Foreign Medical Graduates (ECFMG), which certifies the ed-
ucational credentials of IMGs. The maximum number of years
one can stay in the US on a J-1 visa is 7 years, after which one
is obligated to return to their country of origin for at least 2
years before being eligible to return to the US. Alternatively,
the 2-year home residency requirement may be waived if the
physician can document (1) persecution upon return to their
home country, (2) residence would bring hardship to a spouse
or children who are US citizens or permanent residents, or (3)
employment with an Interested Governmental Agency, which
includes medical service in Health Professional Shortage
Areas (HPSAs), for 3 years. If IMGs are successful in
obtaining a waiver, many choose to continue to live, work,
and immigrate to the US. Following residency or fellowship,
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the H1-B non-immigrant visa provides more flexibility with a
maximum duration of 6 years during which IMGs may apply
for permanent residency through various routes, including
employer sponsored labor certification [22, 23].

In recent years, hostile and unpredictable immigration pol-
icies have deterred IMGs from applying to residency pro-
grams with a decline of 10% of total applications in all spe-
cialties and 30% in psychiatry between 2015 and 2020 [24].
Similarly, the percentage of non-US citizen IMG physicians
matching in psychiatry residency programs has declined sig-
nificantly from a decade ago [22]. Immigration challenges
deter GME programs from recruiting IMGs due to the poten-
tial for immigration issues affecting their legal presence, ad-
ditional logistical requirements, extra immigration-related
costs, and other complications. For example, many psychiatry
trainees were affected by the Muslim Travel Ban of 2017
(Executive Order 13769), causing their training to be
interrupted and affecting staffing [25]. Additional expansions
of travel bans will have further consequences on the training
of psychiatrists and the ability to meet the mental health needs
of underserved and rural populations where many programs
are IMG-dependent (i.e., more than 50% of residents are
IMGs) [22].

Additional Challenges for IMG Trainees

Both citizen and non-citizen IMGs face significant differences
in opportunities for success, starting with the decreased like-
lihood of getting into a residency program. This varies based
on country of training and country of origin as well as ethnic-
ity within each country [26]. Although program dependent,
IMGs are often filtered out from residency applications, a
convenient way of reducing the large volume of applications
programs receive and action that reinforces longstanding
structural discrimination against IMGs [27]. Self-identified
challenges of IMG residents include dual learning curves of
clinical medicine and cultural bias, global costs of leaving
home countries, change in support systems, and career options
after residency when visa issues resurface [5]. IMGs experi-
ence higher rates of discrimination in residency and as prac-
ticing physicians. In a national survey of residents, IMGs re-
ported higher rates of racial and ethnic discrimination by pa-
tients, medical staff, medical students, and peers compared
with US medical graduates [28].

In support of IMG psychiatrists, the APA has specific sec-
tions of its website dedicated to overviews of the US medical
education training system, language and communication, cul-
tural factors, and immigration system (Table 1). Overall,
IMGs represent 26% of physicians in practice and 24% of
residents in specialty programs [26]. IMG psychiatrists con-
tribute significantly to the psychiatric workforce, especially in
medically underserved and rural areas, and bring added per-
spectives to training, research, and curriculum through their

own immigration and previous medical/psychiatric experi-
ences [22, 23].

The discussion of acculturation of IMGs focuses particu-
larly on the transition of those from “non-Western” cultures
into American culture—deconstructed into such themes as
individualism, personal expression of authority and status,
egal i ta r ianism, sexual i ty , gender roles , and the
biopsychosocial model rather than the medical model of psy-
chiatry [29]. Orientation programs and resources to prepare
IMGs to address these topics should resist reverting to early
cultural competence frameworks which risk stereotyping,
erasing of intersectionality, and exertion of who is a “normal”
or “typical” American, implicitly perpetuating IMGs as the
foreign “other.” In designing suchmaterial, a helpful approach
would be to start with a needs assessment, as is typical of the
process of developing any curriculum, while also explicitly
and implicitly emphasizing the value of IMG trainees’ expe-
riences, histories, and narratives. Such orientations would be
r ipe oppor tuni t i es to discuss cul tura l humi l i ty ,
intersectionality and to explore trainees situated selves as
frameworks for critical thinking rather than emphasizing con-
tent about American life.

Supporting DACA and IMG Trainees

In support of DACA and IMG trainees, an approach toward
holistic review of residency applications at all levels—screen-
ing, interviews, and ranking—reduces structural barriers and
potentially discriminatory practices. Movement toward these
goals include educational development of faculty and resi-
dents involved in recruitment in identifying their own biases
(e.g., the belief that DACA/IMG applicants are less qualified)
and recognizing the personal and sociopolitical challenges
applicants have faced, sometimes referred to as a person’s
“distance traveled.” Medical schools and residency programs
should strive for transparency in their admissions policies re-
garding IMGs, DACA recipients, and undocumented stu-
dents. Training programs should become equipped to better
support trainees through the logistical challenges relating to
their immigration status [30]. Given the large numbers of
IMGs in the US physician workforce, programs can also pro-
vide intergenerational mentorship for IMGs with individuals
who have institutional knowledge of navigating career and
immigration challenges after residency (Table 1). Lastly, for
trainees experiencing racial violence, which includes harass-
ment and verbal assault, including from patients, a community
and institutional response is required [31].

Conclusion

As the field of psychiatry struggles to meet the needs of an
increasingly diverse patient population in increasingly
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divisive times in which immigration policies are rapidly
changing, it is important to consider the mental health impli-
cations of immigration in medical students, residents, and
subsequently, their patient populations, in order to effectively
address deep-rooted mental health inequities. Immigrant
trainees contribute significantly to the psychiatry workforce
and bring a depth of perspective to training and educational
experiences. Training programs and psychiatry departments
must develop increasing understanding of the challenges and
barriers that prevent the creation of an optimal educational and
training environment for trainees who do not have permanent
status or citizenship in the US. Faculty and supervisors must
approach these challenges through a lens of cultural humility
and self-reflection. Immigration is a social determinant of
mental health that impacts all facets of the field of psychiatry,
and its impacts are far-reaching.
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