
Annie Guo VanDan 
Thank you for joining today's Virtual Roundtable hosted by the NNED National Facilitation 
Center and the SAMHSA Office of Behavioral Health Equity, in partnership with the MHTTC 
Network Coordinating Office.  
 
So the views, opinions, and content expressed in this presentation do not necessarily reflect the 
views, opinions, or policies of the Center for Mental Health Services, the Office of Behavioral 
Health Equity, the Substance Abuse and Mental Health Services Administration, or the US 
Department of Health and Human Services. 
 
So welcome to the National Network to Eliminate Disparities in Behavioral Health or the NNED 
Virtual Roundtable. This roundtable is the first in our 2022 series. Today the Virtual Roundtable 
is titled Understanding Behavioral Health Needs in Refugee, Immigrant, and Asylee 
Communities. And then we will have 2 additional Roundtables later this year, and will be 
announcing those topics in the upcoming months.  
 
My name is Annie VanDan and I'm the Virtual Roundtable coordinator for the NNED’s National 
Facilitation Center. I am joined by our NNED team, Dr. Rachele Espiritu, Alina Taniuchi, Alice 
Choi, and Chyenne Mallinson, who will be supporting today's roundtable. 
 
The NNED is a network of diverse racial, ethnic, cultural gender and sexual minority community 
organizations that strive for behavioral health, equity for all individuals, families, and 
communities. The NNED has more than 5,200 members, which you, over 1,300 partner 
organizations and community-based organizations across the US territories and sovereign tribal 
nations and we will talk a little bit more about what the NNED has to offer and encourage you 
to join and become a member of the NNED if you aren't already. The NNED highlights and 
shares new programs or interventions to build the capacity of its members and partner 
organizations. And one way we do this is through the Virtual Roundtables like this one. 
 
So before we start our discussion, let me mention a few logistics. All participants’ lines are on 
mute, so we encourage you to share your perspectives and your comments through the chat 
box. You know, feel free to engage with each other or you know comment on each other's 
messages through the chat as well, and we thank you for continuing to introduce yourselves. If 
you're just joining us to please put in the chat, you know your organization, and where you're 
coming from today, and what you're hoping to get out of the discussion. If you have specific 
questions, though, we ask you to use the Q and A feature, and this may include tech issues or 
questions you have for the panelists, questions may get lost in the chat box. So again, using that 
Q and A feature helps us make sure we can get responses to you. 
 
The closed captioning is available throughout today's discussion at the bottom of your screen. 
So you just click on the icon that says, live transcript. The virtual roundtable is being recorded 
and shared through Facebook Live on the NNED's Facebook Page. The recording the slides and 
related resources, including those mentioned on today's webinar will all be available on the 



NNED website and information on how to access the recording and all of these resources will 
be sent out to all of the registrants after the roundtable. 
 
Also just want to note that if there are any breaches to the security of the event, we will 
immediately end this session. 
 
So look at our agenda today. We will begin by having a welcome from Dr. Mary Roary, the 
director of SAMHSA’s Office of Behavioral Health Equity. 
 
Then we'll invite Dr. Nima Sheth, senior medical advisor of SAMHSA Center for Mental Health 
Services to set the stage for our discussion by sharing how migrants arrive in the US, the trauma 
experience before and after their journey, and the social determinants of mental health post-
migration. 
 
We will then welcome our three panelists to engage in an interactive dialogue and respond to 
questions that come up in the Q and A. 
 
We will conclude today's discussion by providing strategies on how best to work with and 
support the migrant populations and share how to find additional resources and training 
opportunities through NNEDshare.  
 
So thank you for continuing to introduce yourselves in the chat. 
 
The objectives for today we will have an opportunity to better understand the similarities and 
differences between refugees, immigrants, and asylum seekers that affect mental health the 
mental health and trauma experience before, during and after the migration process; how 
communities can build culturally responsive trauma-informed systems and programs that 
effectively facilitate access to mental health care; and then how to build capacity and increase 
access for trauma informed and mental health care for these communities.  
 
Now I'd like to welcome Dr. Mary Roary. She is the director of SAMHSA's Office of Behavioral 
Health Equity to give some opening remarks. Dr. Roary… 
 

Dr. Mary Roary 
Thank you, and good afternoon. Everyone. Thank you all for never, ever giving up. Thank you all 
for making sacrifices. 
 
I want to give you all your call of action right now. I want you to leave here determined to be 
the change agent that you are, and promise your respective family, friends, colleagues, and 
communities that you will not give up or making this world a better place for us now, and for 
future, generations. We welcome all of you because we are nothing without all of you. 
 



Now, our speaker. Open up your dictionary, and you will find these words: brilliant, dedicated, 
won't, will make it work no matter the obstacles, and the most selfless person I have ever met. 
She exudes what we all scribe to be and we'll do in this lifetime. I give you Dr. Nima Sheth. She 
is the senior medical advisor for SAMHSA Center for Mental Health Services. She, she is a 
wearer of all hats. One of which she is the diversity, equity, and inclusion lead at the Center of 
Mental Health Services. Among other things, she is always there for the Office of Behavioral 
Equity, whether it's midnight, or whether it's in the afternoon, no matter what, she never says, 
“No.” And we are so grateful to her to be here, today. She has expertise in cultural psychiatry 
and trauma-informed care for migrant populations. Dr. Sheth has served as a psychiatrist 
consultant to the World Health Organization and worked in international projects across the 
Middle East. 
 
I want to also take this opportunity to thank all of the event planners. And again to all of you.  
 

Dr. Nima Sheth 
Oh, my gosh, Mary, Dr. Roary, that was an amazing introduction and way more than I deserve. 
But thank you so much. that was very sweet.  
 
And I just want to second what Dr. Roary said about the audience here: you guys are amazing 
just looking at the chat, and where you all are from and what you're doing. So, thank you so 
much for joining us today, it's just so exciting to be here with you and have the opportunity to 
share this, and I hope one day to learn you know as much from you all, because I'm sure you 
have just as much to offer here, so I hope this is useful and really happy to be here today.  
 
So we can go to the next slide. 
 
So I just want to take a quick moment to arrive here and take a breath, because, you know, this 
is material that can be difficult to discuss, you know, and there are some things that we're going 
to talk about. That might be a little bit activating. So I just want to tell folks that if you need to 
take a moment you'll grab some water, step away for a second. Please feel free to do that. Do 
not feel bad about that. 
 
I also want to pair that with saying that you know the importance of having these 
conversations, as you all know, it's just important that we do have these difficult conversations. 
And learn about this in these populations. so really glad that you guys are here, but definitely 
don't hesitate to take a break at any point if you need. 
 
Next slide.  
 
Just really brief overview, so this year with a new administration, the refugee cap did increase 
from 15,000 to 62,500, and you'll see the trend of caps since 1980 we'll actually look at that in a 
second here.  



There's many categories of force migration, and I’m just going to do a brief overview because 
we're going to get into this a little bit more, but out of these, so refugees, you know, receive 
official refugee status. They come to the country usually have, you know, benefits through 
Office of Refugee Resettlement, and different resettlement agencies, as I'm sure, many of you 
know, usually that includes like a Medicaid or Medicaid equivalent for about 8 months. Housing 
support, case management support, but unfortunately pretty quickly, are also, you know, soon 
on their own. But out of this group do probably receive the most benefits.  
 
Asylum seekers, it depends on the state that they're in Some states really provide you know, 
insurance and other benefits, other, most of the states do not, unfortunately, and there are no 
Federal benefits for asylum seekers. Once you're asylee status, which is after you've received 
asylum, you can obtain some similar benefits as refugees. 
 
And there is this bigger bucket of undocumented folks. Some, a lot of them meet criteria for 
asylum, but don't often apply for asylum, and because they don't know that they can, or they 
miss the one-year deadline, or they don't have the resources to apply or find an attorney. There 
are also a massive number of folks that come in through this route. 
 
There's also, you know, survivors of trafficking, special immigrant visas, parolees. The biggest 
population now that we're dealing with for parolees is the Afghan evacuee population, so their 
status is parolees. But thankfully They're getting refugee benefits they just don't have refugee 
status. And we've seen over 70,000 Afghan evacuees come in from the most recent crisis. Not 
all parolees receive refugee-like benefits, so it just depends on this in the circumstance and 
what is passed for them at the time, and they will meet criteria to have specific other visas. 
 
Unaccompanied children. We've also seen, unfortunately, a flood of unaccompanied children 
coming in, and those are taken in by Office of Refugee and Resettlement in Health and Human 
Services, and receive a suite of services within Office of Refugee Resettlement. 
 
Next slide.  
 
So, we know that folks migrate due to persecution from the following. And I just want to make 
a special note on Number 4: The membership in a particular social group. You know in the past 
when I've done asylum evaluations and patients are applying for asylum, I've had a lot of people 
applying for domestic violence, interpersonal violence, or fleeing gang violence. And 
unfortunately, prior to this year, those really difficult to get them asylum, because often we 
were told that that doesn't qualify as being a, you know, membership in a particular social 
group. But thankfully, this year they have I mean kind of change that, so now there's a stronger 
consideration for asylum approval for those folks that are fleeing domestic balance or gang-
related balance that you know is especially common in the northern triangle. So that was a big 
relief to see that. And these really also continue nationality, religion, race, and political opinion. 
 
Next slide.  
 



So, I know this is a little bit of a busy slide, and you can find the resource and look it at over, on 
Human Rights First. I'll just review it briefly. This is you know how do refugees get to the US? 
And how do asylum seekers get to the US? 
 
So, refugees come in through the resettlement process, usually through UN Agencies, 
Department of Homeland Security or department of state and they come in, and they're 
resettled with refugee resettlement agencies. 
 
And then for asylum seekers, it's really, it's different. So, there's either an affirmative asylum 
process, a defensive asylum process, and their process and where they go will differ based on 
that. So, the affirmative asylum process: you're entering on a valid visa is they will go through 
their interview with USCIS and they'll either get denied or granted.  
 
The other two kind of situations are: you can apply for asylum at the border like you can 
request asylum, and then you're transported to immigration detention, and you have a credible 
fear interview to establish whether or not there is true, credible fear: if you go back to your 
country, Is your life truly at risk, which is often where physicians and other health care 
providers can step in to do interviews to help establish credible fear.  
 
And the defensive asylum process is where sometimes they have they don't request asylum at 
the border, and they have a temporary visa like tourist or student visa, and then that visa runs 
out and then they're kind of in the country undocumented and they don't always apply within 
the one-year deadline for various reasons. Often it has to do with health and mental health 
related issues and social stressors. And then will continue to…they can enter the asylum 
process and go through the same process. But of course, it's a little bit more difficult. 
 
Okay, next slide.  
 
Okay, so these I'm going to go through quickly. Just want to show you some of these trends. 
You see that the annual ceiling from 1980 to 2020, has really gone down unfortunately. And 
more unfortunately, is that we usually don't even take the cap. And compared to many 
countries, our cap is very low. So at least it's gone up to 62,500 from 15,000, but it's still pretty 
low.  
 
Next slide 
 
So this is just a quick slide showing you, I know it's a little busy, but just where and what regions 
of the world folks are coming from. You know, you see, kind of big jumps of people coming, 
depending on different wars and things that have been happening.  
 
I just want to note here that you not everyone's represented because a lot, a large population, 
you know, of our undocumented population. They're not registering so you know they're there 
I would take this with a great assault, because there's probably more from the northern triangle 
than we see here.  



Next slide.  
 
These are just the different states that that usually take this population. The most common 
ones are represented here: states like New York and California, that tend to be more 
progressive, often have more rights that they give to asylum seekers, which is good to know 
about especially New York, and has a lot.  
 
Next slide 
 
And then you see that the distribution for age and gender is pretty even, about a third for each. 
 
Next slide. 
 
Okay, so I just want to take a couple minutes and discuss the spectrum of trauma and stress 
injuries that these folks might experience. And noting that while we're talking about, you know, 
stress injuries they carry a large degree of resilience as we all do as human beings, and so to 
just, you know, keep this in mind as we go through, that we are all, you know, fragile and 
resilient. 
 
Next slide.  
 
So just want to review that there's 4 causes of stress injury right? And we talk about trauma. 
Trauma is really a type of stress injury, and most people who are facing some type of forced 
migration are going to experience one or more of these unfortunately.  
 
So usually, it's what we traditionally think of as a life threat like a traumatic injury due to some 
kind of exposure to torture, or persecution, but often there's loss right and so there's grief 
injuries. So it's usually we think of oh, people losing other people. But what's important, 
especially we see this with asylum seekers and survivors trafficking, a loss, you know, for one 
part of oneself right part of a degree of self-esteem, identity, relationships, which is also 
considered to be grief injury. 
 
Moral injuries are really important, which can happen  to a lot of providers during the COVID 
pandemic, for instance, having to make decisions that can go against your moral values. And a 
lot of folks who are practicing, who are trying to fight for human rights in their countries, and 
then have to experience a large degree of persecution, and leave their families and things like 
that, experience a lot of moral injury. Which can sometimes be in terms of, you know, when I 
see them, when I see patients in the office, and you talk about types of injuries, I mean you 
sometimes this is more stressful to them than having gone through the torture of something. 
You know, physical torture. This this injury tends to take a bigger toll. 
 
And then, of course, a fatigue injury. 
 
Okay, next slide.  



 
So just want to mention the core areas impacted by trauma. 
 
Really, you know, loss of sense of control, feelings of difficult to form new relationships with 
folks, difficulty feeling safe, and feeling you can trust others and yourself. You know, this is it's 
impacted for themselves and others. 
 
But these are kind of five core areas that are impacted by trauma. 
 
Next slide.  
 
Then I know this is a busy slide, but I think it's always a nice one to remember that stress and 
trauma really happen on a spectrum and a continuum, and that we want to be really careful not 
to pathologize everything that people experience, right? 
 
And so, this is important for all of us. 
 
We often switch between yellow, green, orange, and red at, you know, any given point in our 
life. And the goal is to really try to keep people out of the orange and the red. And the red Is 
really talking about things that are more pathological, like post-traumatic stress, disorder, and 
things like that. 
 
But you can have a lot of trauma symptoms and trauma, you know emotions and stress injuries 
that don't fall in that at all, and often you know the intervention that's helpful is not necessarily 
a clinical one, although we do want to make sure we provide that when needed. 
 
Next slide.  
 
So this is just a quick note that post-migration, social determinants of health, of mental health 
are, in recent studies and literature, have been found to moderate the ability to recover from 
pre-migration, migration trauma, even more so than the actual experience of pre-migration and 
migration trauma. So I'm not going to read these different factors but you know these factors 
are really important as people enter into the resettlement and integration process, and really 
modulate more how they're going to feel about their entire experience, and what their 
symptoms might be like post-resettlement. 
 
Next slide. 
 
This last slide was just about a study that was done with some asylum seekers a couple years 
back. And you know one route of how psychological distress presents, right? So they're fleeing 
their home countries usually fleeing torture, persecution. One common stressor is that they 
don't get work permits here right away. It takes a few months to get a work permit, and then 
once, sometimes, when they find the word permit, they're not able to find the kind of work that 
they want to do. Especially for asylum seekers, many of them tend to be, you know, have jobs 



and careers in their home countries that are extremely prestigious. They were people that were 
helping other folks fighting for human rights. So you know, this is particular to asylum seekers, 
but that leads to a degree of structural stressors that focus around dependency and 
uncertainty. So, you know, meaning that they're not no longer the ones that are providing for 
folks. They're, they feel dependent on others for food and shelter, clothing, you know. 
 
They have no idea when they're going to get asylum, they don't know if they're going to see 
their families again, they start questioning to me the right decision. And that presents with 
certain psychological distress, right? So it could be an emergence or reemergence of certain 
trauma, symptoms, hopelessness, a loss of direction, lots of cultural and social alienation, a loss 
of identity, questioning their purpose like, “Did I make the right decision?” 
 
And these are these are again not you know pathological this is something that anyone would 
experience if they were, you know, forced to be in the situation. And so, that's just important to 
remember that the answer is not always necessarily, you know, going to see a clinician. 
However, if with the right interventions, you know, I think it could really, we could help. And 
looking at a really kind of holistic model of help with social supports and you know connections 
and relationships, I think these symptoms get better. And often we see that they get better 
when they get asylum and in their social situation changes, they automatically tend to get 
better. 
 
Next slide.  
 
So, this is just a full list of references, and I think we have some other resources later, and I 
think the last slide, if you want to move to it was just about questions.  
 
So I’ll pass it back to you, Annie. 
 

Annie Guo VanDan 
Thanks so much, Dr. Sheth. We will be hearing more from her later in the dialogue, and we 
have some good questions coming up. And so, if the panelists are able to answer throughout 
the discussion, we will try to do that, and then, if not, we do have a Q and A session time at the 
end. 
 
So now I'd like to introduce today's Panelists. you can find their full bios on the NNED website. 
So I just put the link in the chat. We have three panelists today. 
 
First is Cecily Peeples Rodger, sorry Rodriguez. She is the manager of applied research at the 
Virginia Tech School of Public Health and International Affairs. She was formerly the Director of 
Refugee Health Services Division of the U.S. Committee for Refugees and Immigrants.  
 
And then we have Dr. Hyojin Im. She is an associate professor at the Virginia Commonwealth 
University School of Social Work. Her research is centered around the intersection between 



trauma and culture, focusing on how cultural values shape mental health experiences and 
coping with trauma consequences. She also works to link local and global practices and policies 
for seamless refugee programs and sustainable interventions. 
 
And then we have Kathi Anderson. She is the executive director of Survivors of Torture 
International and she is she co-founded the organization based in San Diego in 1997. And has 
extensive experience in healthcare human rights and refugee resettlement. 
 
So welcome to all our panelists. And thank you for lending your voices and perspectives on this 
important conversation. And that was just a brief introduction. So as each panelist gets invited 
to speak, they may share more about their work and their organization. 
 
So first we'd like to begin with Cecily who will elaborate on some of the differences between 
asylum seekers, refugees, and immigrants. And then also answer, why is there migration, and 
who are the populations? 
 

Cecily Peeples Rodriguez 
Sure. Thank you, Annie, and thank you for having me, and thank you, Dr. Sheth for going 
through such a great introduction and setting the framework for us. If you'd like to move to the 
next slide, I can just add my sort of thoughts. 
 
You know the question for me about, why is there a migration? And who are migrants? From a 
policy context has been important. I've spent the mid-90s working and as a frontline staff at a 
refugee resettlement center in Austin, Texas; and then spent a few years recently in 
administration in another refugee resettlement agency. There are 11 voluntary agencies that 
resettle refugees and immigrants in the US. And they're very tightly connected across the US 
and really the world. 
 
And for me I feel that context is really important for understanding and kind of helping to 
create a therapeutic environment for folks. I'm a public administrator, not a Clinician. And so, 
what I like to do is to talk with organizations about what kinds of administrative barriers pop up 
for their organizations to keep them or to help them sort of serve the refugee and immigrant 
population well in the US. And a couple of things over the course of 30 years that have come to 
me is, that you know, one of the things we tend to do is to conflate this idea of what a refugee 
is that people come in with it migration status called “refugee,” and then they continue to be 
refugees the rest of their lives, and it's sort of a one-dimensional part of them. 
 
So, you know, for a for a clinician and for an organization, I think it's just really important that 
folks understand that every immigrant has a unique story. And that may be sort of common 
sense. But when we're talking about a population that's unfamiliar to us, it's sort of our brain 
needing to categorize folks. And so, first and foremost, every person has a unique story. And 
although there are tremendous barriers and obstacles for people to get resettled in any 
country, people do it all the time. Migration is one of the most constant characteristics of 



human history. We have global migration of all kinds, all over the world. And folks who come 
into the US. I think Dr. Sheth kind of spoke to it a little: you know, there are a lot of different 
ways that people can enter the US, there are 22, or more now kinds of visas that are meant for 
what they call a “non-immigrant status.” And people use those for all kinds of reasons. They 
could be kind of legitimate work or student visas, or they may be the path of least resistance for 
someone fleeing some sort of violence in their own country. 
 
There are refugee, and asylum, and temporary protective statuses that Dr. Sheth talked about. 
And then there are kind of what the United Nations Global Compact for Migration is using a 
sort of a newish term for people who are undocumented to contextualize that it's informal 
migration. I like that term because I think that I think that all of these terms are sort of 
stigmatizing, and we use a term like “informal migration” as a way to normalize the movement 
of people across the world who simply are not able to access some formal method of migration. 
 
The reason that I feel that it's important to understand sort of why people migrate above and 
beyond their need to flee or sort of forced migration, is because in in organizational 
development or planning, it's really easy to think about and sort of predict and make 
estimations of who you're going to encounter in your community. If you just sort of pay 
attention to what that looks like right now, and follow some of the data that allows you to look 
at it in the future.  
 
And so some of the reasons, of course, that people come here. Dr. Sheth’s already talked about, 
but in many ways when you're deciding where to migrate, those pull factors are very, very 
important and they're threaded throughout policies. The voluntary agencies who receive 
refugees in the US and political asylees and applicants for asylees, make determinations about 
where people will live in or be resettled in in the US based on, based on a lot of factors. And 
many of them are related to who's in their social network? Will they go to a location where 
they have family or social support? What cities or states or area geographic areas are more 
welcoming to newly arrived refugees who have support have support in place for them, etc. 
 
One of the one main pull factor to the State of Maine for a while was that, just as Dr. Sheth 
said, they had some additional financial support for folks who were seeking asylum. So what 
you found was a larger congregation of asylum seekers in Maine than you did in let's say 
Virginia, because they didn't have such pull factors. 
 
So would you like to move on, Annie?  
 
Yeah. And so another way that policymakers and organizational leaders in mental health 
organizations can kind of plan is thinking about the data that comes out of the United Nations 
High Commission on Refugees.  
 
And so, you know right Now we're responding to current arrivals of Afghan asylum seekers, 
temporary TPS to carry a protected status folks from Venezuela and the like. But knowing sort 
of where globally people are of concern can be really helpful to even the smallest organization 



in a place like Galax, Virginia. If they're trying to plan for culturally competent services for their 
migrant communities. And so, I find this interesting. There is an entire database, and even a 
telephone app of refugee statistics that relate to what folks call either current refugees, people 
who are currently forcibly displaced, or people who are of are considered population of 
concern by UNCHR.  
 
And again, you know just about the context we're talking about refugees in the United States, 
and sort of for us, these numbers, 62,000, etc. seem overwhelming. But 68% of all refugees 
originate from just 5 countries. And so when you're planning you can kind of think about the 
likelihood of who is going to show up in your community. Those 5 countries are the Syrian Arab 
Republic, Venezuela, Afghanistan, South Sudan, and Myanmar. And so at knowing who's who is 
in a refugee status, or who is in in sort of line to be resettled, is really important.  
 
And the other thing is that most refugees do not come to the US, of course. 73% of all refugees 
live in their neighboring countries. So, we are seeing a very, very small population of the world's 
displaced people. 
 
UNHCR considers 82,000,000 people to be forcibly displaced, and they consider about 
92,000,000 people a population of concern, which means there is, there are a number of 
criteria that make those populations vulnerable to becomes stateless. 
 
Next, Annie.  
 
Yeah. And so, I think this was intended to respond to a question. But you know we'll talk a lot 
more about this, and know that Hyojin and Kathi will be spending time on sort of how 
immigrants and refugees are impacted by mental health. But for me as a policy person, it was 
really important for me to kind of understand what people come to the to the States with in 
terms of their perceptions and mindsets around mental health. As well as sort of what happens 
to people once they're here. 
 
I spent 10 years working for the Virginia Department of Behavioral Health and Developmental 
Services, doing training and consulting for culturally competent services. And one of the things 
that I recognized with clinicians was simply that, you know, we just have this automatic 
assumption that once people were here, the trauma kind of stops, right? That everything is now 
kind of rosy, because they're settled here. And really thinking through, you know, in an 
individual way, how someone's previous experience in their current experiences, are impacting 
their wellness, I think, is important on an individual level.  
 
Another thing I think that is important is that you know across the world the UN has identified 
that there's probably around 2%, let's see if I get this statistic right, 2% of the world has 
capacity for behavioral health support. 
 
And so, the likelihood that people have had exposure and experience to formal mental health 
supports, and sort of the Western idea of what behavioral health is, is very slim. And so not 



only are you looking at helping people sort of get oriented to the US, but you're also orienting 
them to what we would call a behavioral health culture, right? A Western behavioral health 
culture. Which it includes some of that public health education. That would be similar when 
you're talking about people with diabetes or people with other chronic illnesses. And so I think 
all of these things are really important when you're thinking about working with this 
population, and understanding the context across their experiences so far. 
 
And lastly, I this is one of those slides we didn't share. But for me it was very helpful as a non-
clinician is this idea of sort of we call the U Curve of Cultural Adjustment, and I don't know why 
we didn't put that in anywhere but, it's that idea that people come in in sort of a honeymoon 
phase to the US. This could be a person who's got a refugee status. Or it could be a general 
immigration status, whether it's informal or formal. And they have just like any of us, have big, 
exciting ideas about what our future holds. And then our reality sort of sets in, and our sort of 
ability to cope sort of wanes a little bit. And you know, and what ideally would happen is that 
we recognize, and we have the supports around us to become better adjusted to the positive 
and negative things that are happening to us, and we begin to sort of level out. And the Crux, of 
really policy-wise is making sure that we get to those folks who are in this sort of what we call a 
“negotiation phase” down at the bottom of the U Curve to make sure that we can put them on 
a trajectory that gives them positive immigrant integration as opposed to sort of 
marginalization.  
 

Annie Guo VanDan 
Thank you. Thanks so much. Cecily so you're right you did answer the second question. So we 
will move to having Kathi respond to this. 
 
So what experiences of trauma do these communities face during their migration process and 
resettlement? And what are the effects on their mental health? And so, first, Kathi will just 
introduce her organization.  
 
And just wanted to also lift up a question that came up in the chat that is related. So, “being an 
Afghan refugee myself, and now a case worker for the new Afghan refugees, how do I separate 
myself from not reliving my trauma by helping the new arrivals?” 
 
So we'll have Kathi introduced herself and can talk about some of the mental health, and 
trauma experienced. Kathi? 
 

Kathi Anderson 
Well, thank you, Annie, and thank you for the prior panelists for doing such a fantastic job 
setting the table, and really covering a lot of material in such a succinct and also beneficial way 
for all of us. So thank you. And to all the attendees.  
 



Survivors of Torture International, what we affectionately call SURVIVORS was founded 25 
years ago. Our mission is to facilitate the healing of torture survivors and their families, to 
educate professionals and the public about torture and its consequences, and to advocate for 
torture survivors, and as well as the abolition of torture. 
 
Go to the next slide.  
 
So, I want to underscore that not all people's coming into our country, as Cecily just described, 
are torture survivors. But there is a subset of who is. And estimates vary, we don't know, for 
certain. But a meta-analysis of research shows that approximately 44% refugees, and even 
higher of asylum seekers are torture survivors.  
 
And when we speak of torture, there's lots of forms of torture, but more specifically and very 
narrowly, what we're talking about is politically motivated government-sanctioned, state-
sponsored torture. Or in some cases where governments are unwilling or unable to protect, or 
are in acquiescence of torture.  
 
So that is a large number of people who obviously don't walk around and say, “Hi! I'm a torture 
survivor,” but do bear the scars of being a torture survivor.  
 
They can come in, as we have seen in our organization, as an asylum, seekers, refugees, 
humanitarian parolees, and others. The now with the great introductions, you understand the 
distinctions amongst those populations and those definitions. They can be adults as well as 
children, unfortunately. Children are also, they can be victims of torture, both physical as well 
as psychological. And I will explain without going in in the detail, the most common form of 
physical torture is beatings. Beatings, it's very effective from a torture standpoint cheap to 
administer, no special equipment needed, and can leave long-lasting scars, for example, 
traumatic brain injuries. Children can experience that as well. Psychological torture at one 
example would be forcing someone to watch a loved one being tortured. And that certainly is 
the case for both adults and children. 
 
We have seen clients from now more than 90 countries in part, because San Diego is located on 
one of the busiest border crossings in the world. Certainly we have seen a lot of people from 
Latin America, but over the years we have seen more people from Africa and from the Middle 
East. Many of them go to South America, where there might be an easier access to a visa. Then 
they will come through, on average, 10 countries before reaching the United States. And there 
is a lot of trauma along the way, which we'll talk about in a moment. And our clients, at this 
point of spoken more than 60 languages. 
 
The kinds of services that we offer: Mental health, in fact, we often say mental health is the 
backbone of what we provide, because we understand from research and anecdotally our own 
experiences; that if that psychological scars take usually much longer to heal than physical 
scars. And so, we want to emphasize the mental health, providing a lot of psychosocial 



education; and then providing traditional and non-traditional mental health services. 
Everything from psychiatry to social, emotional support. 
 
Group case management is key. We all remember what Maslow’s Hierarchy of Needs looks like, 
and so people may, as particularly asylum seekers, may not have access to benefits and they 
need food, housing, basic supports. And what is helpful in providing those kinds of services and 
initially for many of the clients is we're building trust with people. Meeting people where they 
are. And so that might mean meeting those basic needs of hygiene items or diapers, whatever 
it might be, and constantly showing up and being supportive of the clients. And in turn, and 
then they're more receptive to mental health, because now they're beginning to trust the 
providers of those services. 
 
We offer medical support. And that is for people who have experienced torture physically, as 
well as just lack of care over time. Medical support can be defined very broadly to include 
dental, eye care, other kinds of medical support. So just imagine, I wear glasses. Many of us 
were glasses. Those could be destroyed during torture or during the flight to the United States, 
and then arriving, and not being able to see well. And for asylum seekers, many of them don't 
have access to basic services; they certainly aren't going to have access to eye care. But yet that 
is going to be critical for them to be able to navigate their new community. And so, any kind of 
connections and linkages and support for the basic medical needs that they have again, is 
building trust, meeting them where they are. And it's that holistic care that all of us need and 
deserve, and the newcomers are no different. 
 
And then lastly, provide legal support. We are not attorneys that said we were canon glove with 
the legal service providers in our community. Asylum seekers have their story to tell in court. 
Most do not have attorneys, though when they go into court, most of them are pro se: they 
represent themselves. And the likelihood of their being granted asylum is very low without 
representation. It's a very complicated system to navigate on one's own. What helps incredibly 
is to have attorneys. Somebody in their corner to help them navigate the legal system. So the 
attorneys will compile country reports, a declaration, their story. But often torture survivors 
have no evidentiary support, any kind of evidence for their court cases, and so how are they 
going to prove that they really are a torture survivor? Having a medical affidavit, a physician 
who's examined someone and said, “these are scars that are consistent with the person's story” 
is incredibly beneficial in two ways. One is that the physician is believing someone's story, and 
that built trust again in a new system that is very foreign to them. And, secondly, the judges 
now have something more to rely on than just the country reports and the declaration. So, 
having a medical affidavit can make a difference between winning asylum and losing asylum. 
And to be clear, losing asylum probably means deportation and deportation to a home country 
where they can face further torture and possible death. 
 
Also besides, the medical affidavit is having a psychological evaluation is as important. And that 
is done by a licensed mental health clinician, who will document the effects of torture that 
they're experiencing during the interview is consistent with the story and with other torture 
survivors. Providing those two documents can make a difference between a grant rate of less 



than 10% in the United States to 80 to 90% being granted. So, I cannot underscore the 
importance of this forensic work in our in our court systems, as well as in the asylum offices. 
 
So in total, it's holistic care that really can make the difference for a client. There's no wrong 
door in receiving services. So it may be a combination of any and all. Or it may be a latter where 
it starts with one, and then leads to another, and leads to another. 
 
Next, please.  
 
So I’ve listed some resources. We’re based in San Diego. But I want you to know that there are 
torture treatment programs throughout the world and throughout the United States. In the 
United States. Many of the torture treatment programs are members of the National 
Consortium of Torture Treatment Programs, And you can go on to the website, look at a map, 
and find one that's close to you.  Many of those are funded by the Office of Refugees and 
Resettlement. Then worldwide there are about a 170 accredited torture treatment programs. In 
the United States there are about 30 who are accredited. And I think this is important, too, for 
people who, for example, right now due to the migrant protection policies, might be in Mexico, 
but still in need of a torture treatment program or for people who are being returned back 
home, that there might be torture treatment programs in their home countries to be able to 
access services worldwide. And these are services that meet certain rehabilitation standards 
and expectations that we would expect here in our country.  
 
So that is a little bit about the organization and services available, hopefully where you might 
be and in our country.  
 
In an answer to the question: what I have noticed now iver 25 years of providing services is that 
our clients are amazingly resilient. They have survived the torture of why they had to flee their 
country. Then they have survived getting here, and, as I had mentioned, on average of 10 
countries, and then they survive the reception once here. And I’m speaking more so of asylum 
seekers, but you can see this in any of the populations. So people have to flee violence. They 
have to leave everything that they've known. Often they have to separate from their families 
there's a lot of uncertainty when they're fleeing. It sometimes happens in the middle of the 
night, they grab whatever they have. For asylum seekers, they may not have any documents, or 
if they do have documents they destroy them because they don't want to be identified at any 
border crossing. Then they, with literally just the shirts on their back, go from multiple countries 
and are often prayed upon by others robbed, and raped, and extorted by others. And 
eventually, and especially through the Darian gap, which is between Panama and Columbia, so 
when they arrive here at our border in San Diego, they most likely are not allowed to enter due 
to MPP as well as title 42. If they are allowed to enter many times they're put in detention. 
Detention is like a prison-like setting and they do not know why they're in detention. All they've 
done is asked for political asylum, and now they're in prison garbs, and they are supervised by 
armed guards, and they have no access to attorneys at that point and it's very difficult for them 
trying to understand what just happened. Why are they being treated like a criminal? Another 
trauma. And then, once released into any community, as we talked about, asylum seekers, by 



and large, don't have access to many benefits in in most states in trying to navigate a very 
complex asylum system. 
 
So, we call that the triple plus trauma, right? Multiple traumas along the way. And that can lead 
to increased isolation, increased anxiety, increased depression. And It can lead to areas of 
mental health that they need additional care in order to navigate the system and to rebuild 
their lives here in the United States.  
 
So i can't underscore enough how important all of our services are. And how important it is to 
create a welcoming community for newcomers, asylum seekers, refugees, and informal 
migrants, as Cecily talked about, in order for them to heal from these various traumas that they 
have experienced.  
 
And the last thing I think I want to talk about is that when people flee, not always, but my 
experience has been, the majority of asylum seekers. come alone, not necessarily as family 
units, which you see more of in refugee populations. Back home, especially during the 
pandemic, there is so much worry who's getting vaccinated, who has access to care, who has 
passed away, how they cannot go back home to attend those services to comfort family 
members… So the conversation that we're having today I think has to be in the context of 
COVID and we're coming out of the most recent variant, but we know that in other parts of the 
world it COVID is still a stressor, for people not just back home, but also here in the United 
States, and causing even more despair newcomers and for us to be aware of that. 
 
So I think, with that I'll, turn it back over to Annie. 
 

Annie Guo VanDan 
Thank you, Kathi, so we're a bit running behind on some of the questions we wanted the 
panelists to answer. So just ask the panelists to try your best to be succinct so we have some 
time for the question and answers at the end. 
 
So the third question, and Kathi did talk about, are: what are the immediate mental health 
concerns that asylum seekers, refugees, and immigrants are facing? And then how has the 
pandemic impacted these communities?  
 
So I'd like to invite Dr. Im to introduce herself, and then respond to this question. 
 

Dr. Hyojin Im 
Thank you, Annie. 
 
Well, I just want to mention one thing that I’ve been extremely fortunate to have opportunities 
to work with this incredibly resilient and strong communities. And you know also very 



dedicated refugee-serving organizations both in the US and other countries. So that's my sort of 
kind of short introduction of my kind of the feeling of honor to be with them. Definitely 
refugee, you know, and immigrant newcomers and people on the move, in general have been 
experiencing an extreme level of stress and challenges during the pandemic.  
 
On a macro level, I want to mention that one of the most direct, maybe impacts, might be the 
disruption of an asylum seeking process and family reunion across borders. 
 
So as of January 22, only 48 countries globally, which marked in the dark blue on this map, 
didn't impose any restrictions, were ready to admission of asylum seekers on their borders. And 
73 countries marked in the light blue color here applied restrictions on access to their territory 
but have exceptions for asylum seekers. 
 
The US is one of the 64 countries that deny asylum seekers access to their territory. Of course, 
you know, each country has a responsibility for public health, and can temporarily close their 
borders to limit COVID-19 transmission. But at the same time asylum seekers have also right to 
seek international protection at those boulders. And so the US asylum system is currently 
partially operational, which means there is no adequate reception arrangement available for 
new arrivals. But registration and documentation systems are partially operating. 
 
So. yes, definitely. The pandemic has a created logistical constraint on immigration services and 
migration and added more challenges to this community. 
 
Next slide.  
 
So you know the maybe the devastating impact of pandemic or mental health may look 
somewhat similar across different communities. Because, as you know, it upended our lives 
substantially on a global scale. But the effects of social isolation and disrupted services can 
manifest itself over time, and disproportionately affect the refugee and immigrant 
communities. 
 
So first of all, imagine the refugee newcomers, including those who will cope relatively well 
before the pandemic now may be living and working in a very transitional and precarious 
conditions that put them at a higher risk of, you know the COVID infection, other health care 
problems, and economic burdens. We know that refugee communities often do not enjoy equal 
access to health care, and their access to care is dependent on, you know, individual or local 
capacity for culturally responsive care. And this likely increases the disparities and health 
outcomes of course. 
 
Also it's important to understand that in the refugee community, mental health concerns are 
already high. So, refugee communities again, are very resilient. But the WHO estimates that 
almost 20% of people from conflict area mental health conditions which is almost triple 
compared to those in non-conflict settings. So this is the baseline. And then layering the 



pandemic, really, distress on the top of this makes mental health issues even more 
complicated. 
 
And concerning and social support systems may become dysfunctional or overburdened as 
well. Caregivers may become sick or die. Income and livelihood opportunities are threatened, 
And many people, particularly women and children, face increased protection risk like domestic 
violence and child abuse or neglect during the lockdown. There's also fear that this pandemic 
can serve as an excuse, for you know, some repressive policies, and create a diverse 
atmosphere for refugees and immigrants. So, rumors and misinformation are circulated in 
media, increasing a xenophobia stigmatization, adding more stress to this community.  
 
So, we also know that over 80% refugees in the world live in a low- and middle- income, 
countries where access to public health and medical services are very limited. The refugees 
whose family members or loved ones left behind in those countries, have additional worries 
and sense of a helplessness. And sense of isolation, sense of confinement, perhaps these may 
not be totally new to refugees and asylum seekers, frankly. These are very common 
experiences actually in their everyday life. Even before the pandemic. But it does not make the 
pandemic experience any easier for that. Whether the recurring experiences of the isolation 
and uncertainty really aggravate mental health burdens. 
 

Annie Guo VanDan 
Thank you, Dr. Im. So, I'd like to just move us into the next question. 
 
What barriers, and some of you have talked about this already, but we'll have Kathi answer, 
what barriers do individuals face to successfully arriving in starting their lives in the US? 
 

Kathi Anderson 
So there are many barriers and I will just speak to a few of those. One obviously is the cultural 
barrier, and need to provide a lot of education around various kinds of support that we offer. 
And I can't emphasize enough meeting clients where they are and building trust. 
 
In the case of torture survivors, trust is broken between people. And that is one of the main 
reasons for torture, and how torture is considered effective. It breaks down trust between 
people, even within families and communities. And it's imperative that we begin to build trust 
slowly and at the pace of the client. And that means, again, offering on what they need at the 
time and going from there. Doing that in a culturally responsive, linguistically appropriate 
trauma-informed way; knowing that they are the experts of themselves and what they know, 
and not being paternalistic. And working with interpreters who are skilled, and that you have 
helped to train in order to support the clients. And always maintaining confidentiality, never 
breaking that confidentiality, so that they again can trust. 
 



 
Now, once that foundational support is there, then, at least from our perspective, we can then 
see a lot of progress. So breaking down a barrier is some of the perceived notions, 
preconceived notions, and of lack of trust, lack of confidentiality, lack of access lack of 
language. And hopefully, I'm, answering it more in the affirmative way, as I just did will help 
people begin to reimagine what is possible as opposed to just looking at the barriers.  
 

Annie Guo VanDan 
Thank you, Thanks, Kathi. And then Dr. Sheth, could you speak to some of the more structural 
or systemic challenges in the resettlement process? 
 

Dr. Nima Sheth 
Yeah happy to, and try to keep it short. But yeah, I mean a lot of the barriers, you know, there's 
policy barriers, you know, actual services barriers, in terms of benefits, right? So you, as I was 
saying earlier, these different populations are only eligible for limited benefits, and really it's 
refugees that have the most benefits. And even that, just to be honest, is not great you know 
it's not great. It's not sufficient. And a lot, of times the insurance that these folks have are not 
accepted by a lot of places in terms of health care and mental health care. 
 
So you know, and then for asylum seekers the time it takes to get work permits, the time it 
takes to submit your asylum application, the way the asylum application is done, right? It 
requires a process of re-traumatization because you have to tell your story again. And not, you 
know. there's a huge training gap training with attorneys and how to work with this population, 
training our health workforce to work with this population, and not, you know, appropriate lack 
of like a great referral system that exists nationwide, in terms of health care. And then there's 
no housing benefits for anyone except refugees, and even that's difficult. Looking at the fact 
that many of our own population that that hasn't migrated at all struggles with housing. It's a 
problem across the nation so it's even harder for this population. 
 
So there's a lot of structural barriers. And I think the bottom line is really need to advocate for 
policy changes for more benefits that are federal. It shouldn't have to depend on the State and 
whether the State is empathic to this population or not. So, you know, just the truth. So 
unfortunately it's not where we want it to be, but back to you Annie 
 

Annie Guo VanDan 
Thank you. Thank you, Dr. Sheth and Kathi. 
 
I think that helps us just to understand what barriers exist when we think about what strategies 
we can use to work with this population. 
 



So we really want our participants to leave with some concrete strategies or approaches to 
working with the refugee, immigrant, and asylee communities.  
 
And so we'll have Cecily and Hyojin and share what strategies can providers use to provide 
culturally responsive trauma-informed care. And then, if you've seen any systems and 
programs, that have effectively facilitated access to mental health care.  
 
Let's start with Cecily. 
 

Cecily Peeples Rodriguez 
Sure. Thanks again. So, thinking, trying to be quick around this, you know, I think some of the 
strategies that I would encourage. Four of them, really quickly.  
 
You know I already argued that becoming familiar with data resources with the community 
information most of your resettlement agencies in a community don't only know who is in the 
community right now, but who may be coming to that community within a year. And so really 
getting to understand the context of immigration in your community is going to be one of the 
best things you can do to be prepared. 
 
Then engaging with those resettlement organizations and other community services. And in 
Virginia, one of the things that we did was build out a formal relationship between the folks and 
the public health department that we're doing in the refugee medical screening. We had them 
initiate a mental health, rudimentary mental health screening, called the Refugee Health 
Screening 15. And if they scored at a certain level on that assessment during their medical 
screening, there would be a triage conversation between the health, the public health nurse, 
and someone at the different mental health organization there Henriko Area Mental Health and 
Developmental Services. And so it's a warm handoff with not just a harsh referral, but a 
discussion about whether that person really needed to be referred for services. So, you know, 
what is obvious is just community building and relationships. 
 
Another I’ve written in the questions is planning for language and cultural adaptations. 
Language services never have to be an emergency if your organization has spent the time up 
front identifying how you would access interpreters, and the way that you can access them. 
There should not be a crisis around that. And I worked with mental health hospitals that did 
emergency detentions, and would argue the same with them, is that they don't have to know 
every language in the in the state, but they could have a plan for how to communicate with 
those folks. 
 
Another thing that Hyojin and I have been in lockstep with is about, you know, focusing on and 
prioritizing kind of low-stakes, social psychosocial programs that can engage new arrivals in 
your community without putting them into formal clinical settings, but rather, you know, do 
that that work to prevent alienation and marginalization, and help to incorporate and include 
integration. 



 
And then the last thing, you know, really is to lobby your state, your resources for community 
block grant dollars, for pilot projects that can give you some money to help you test out various 
interventions that may work with a given population. There is a lot of money going around, and 
it's a matter of getting the people who are giving you the money an understanding of how you 
need to use it well, and the things that that are important. 
 
So, trying to be short, that’s a general answer. 
 
And then really quickly a couple of ideas that came to mind for me, and some of these I'll leave 
to Hyojin to talk about, because she's been involved, too. But here in Richmond we have a great 
free clinic that has integrated care, of course it's got a behavioral health unit and a primary care 
unit. It's got robust language services in what we see 60% of the population coming to the free 
clinic. Of course, all are uninsured; are Hispanic or Latine, but a more and more folks from other 
languages are coming once they're refugee medical assistance runs out, because they become 
uninsured. And so those warm handoffs where people are comfortable with that place. 
 
And then another really great idea is customize and specialized training and behavioral health 
interpreting. I work with a wonderful woman named Dr. Eva Stitt, who has built up a behavioral 
health interpreter curriculum for medical interpreters who are now interested in specializing in 
behavioral health interpreting. And that is going to be really, really important because we will, 
we'll really never have enough clinicians who speak the native languages of the people we need 
to serve. 
 

Annie Guo VanDan 
Thank you, Cecily, and then Dr. Im? 
 

Dr. Hyojin Im 
Thank you. So, I mean, Cecily gave a really wonderful example and the very concrete sort of tips 
as well. 
 
So I just kind of want to mention that the system you know, that we are in and where we are 
working. 
 
So I think the holistic approach to mental health has been really empathized in many, you 
know, intervention and care models in more recent years, and one, most a widely adapted 
model is mental health and psycho-social support or MHPSS approach. I just wanted to 
introduce that briefly because, first of all, this model, briefly, was proposed by Interagency 
Spending Committee in 2007 in order to provide a kind of stratified guidance to mental 
healthcare in humanitarian settings.  



So a lot of what you know, the refugee operations in global community actually adapt this 
model. And one strength of this model is it can help, you know, kind of bridge the gap between 
the strict kind of mental health, clinical services and other psychosocial programs, because it 
provides, you know, more comprehensive and kind of stepped-care approach beyond the 
conventional medical model. Which is very important for this population, because I think that a 
lot of the stigma that we face in the refugee community around mental health issues cannot be 
resolved within the medical system. So we need to really think about the collaborative care 
approach. 
 
So in this model, on the left side of the pyramid we kind of shows that four different levels of 
mental health needs, and on the right side of the pyramid that kind of has four tiers of services 
kind of aligned with each level of mental health needs.  
 
So, the basically tier one program on the bottom of the pyramid is for general kind of services 
for everyone pretty much to help address kind of basic needs for social adjustment. Like maybe 
support for housing, employment, transportation, and education, and etc. 
 
And tier 2 programs. it's really specially designed to address, you know, kind of the lack of 
support systems in this community actually often face. So it kind of really helped to build. You 
know, more family resilience. And you know, community resilience. So you know, peer, 
support, group community health education, wellness workshops, community gardening, and 
so on. Those can be some of the examples of these tier 2 intervention and interventions. 
 
In tier 3 and group more like a non-specialized kind of support like mental health care which 
target people with the trauma-related mental disorders like PTSD, depression, or you know, the 
bereavement related, kind of the grieving process. And it can provide a mental health 
interventions by clinicians, or sometimes maybe trained peer mentors. 
 
Tier 4 on the top of these pyramid is a specialized services that address severe mental illness 
and mental disabilities that would require psychiatric treatment. And it could cover, perhaps 
you know, a relatively small and actually smallest percentage of the population. 
 
And next slide, please. 
 
So to bridge the gap between different service sectors and facilitate kind of care coordination 
and collaboration, in Virginia we adopted a two-pillar approach, and we found it very useful, 
which is trauma-informed care on one hand, and culturally centered or responsive care on the 
other hand. So both trauma informed and culturally responsive approaches are, you know, 
imperative and relevant to all tiers of services. But the core competences of the one or the 
other kind of maybe having sort of typically under-empathized or more challenging in certain 
service settings. 
 
So, for example, we know that you know a lot of professionals in mental health services or 
medical programs at tier 3 and 4 are very knowledgeable and confident in you know, trauma 



treatment and metal health care. But there are competences for cross-culture communication, 
and culturally relevant care, you know, still have some room for improvement. 
 
On the other hand, refugee, resettlement agencies, and the ethnic the community-based 
organizations present pretty much the opposite pattern. They have a relatively high culture, 
understanding, and better language support to our refugee clients, but they are, they often, 
you know, struggle to work with people with mental health concerns or difficulty even 
recognizing and responding to refugee-related, I mean, trauma-related issues. So, trauma 
informed-care has gained much popularity for the past years, but it is still rarely applied to the 
refugee resettlement practices in many places. 
 
So together these two approaches together in one place, kind of help facilitate trauma-
informed, but culturally also relevant healing partnership. And this approach, you know, 
definitely, has been sort of utilized in many places, including Virginia. And we actually have seen 
that's a great sort of the you know, in especially not only building capacity and competences in 
the individual providers, or just one orientation, or a few, but more like a community-wide 
partnership and collaboration. 
 

Annie Guo VanDan 
Thank you. Thank you, Dr. Im.  
 
And now we would like to invite Alina Taniuchi with the NNED team to share more about the 
network, and how you can join the organization. 
 

Alina Taniuchi 
Thank you, Annie, and thank you to all the panelists. I'll try and keep it quick, so we can get 
back to more questions for you all. 
 
But I would just like to invite everyone to join the NNED, so you can stay up to date on what's 
happening in behavioral health, and diverse communities. We share events, resources, news, 
and you can also hear about future virtual roundtables that we will be offering. 
 
It also gives you access, if you join, to Partner Central which is a private member space, where 
you can search for and find other organizations to connect with. 
 
Another resource that's shared on the NNED website is the funding opportunities. I actually got 
a question about this in the chat recently. So the NNED does compile behavioral health related 
funding opportunities, including those specific to the populations we've been talking about 
today. 
So I do encourage you to check that out. 
 



And NNEDshare, is a great resource repository. This is actually where you will find the recording 
from today's session, and related resources that have been mentioned and additional ones that 
panelists might share with us to share back with you as well. But you can find those the 
previous Virtual Roundtables, this one, and then a whole host of other resources as well. 
 
So we encourage you to check that out. I will pass back over to you, Annie. 
 

Annie Guo VanDan 
Great. Thank you, Alina. Thanks.  
 
Here, we’d now also like to invite Dr. Im. and Dr. Sheth to share about other additional learning 
opportunities. 
 
So what training and learning opportunities are available for providers to build capacity for 
trauma and mental health care for asylum seekers, refugees, and immigrants? So first Dr. Im.  
 

Dr. Hyojin Im 
Of course there are several, you know, expert or professional-led trainings. One widely adapted 
training in the refugee community at least, is Mental Health First Aid Training which is an eight-
hour course that teaches you how to identify and understand the signs of mental illness in 
substance use disorders. So I have to say, this has been widely used in other communities, of 
course, but we started using it in the refugee community, and we are hoping to see more 
cultural adaptation down the road.  
 
And cross-cultural trauma-informed workshop is actually something that we developed actually 
in Virginia. Cecily and I were kind of the, you know, part of that team. And it was based on my 
kind of previous work, with the Center of Victims of Torture in the US and Kenya as well. It's an 
interactive workshop to help the collaboration among the multiple community partners. 
 
So you can actually kind of the click the link, and then kind of request the form. So it's a 
manualized kind of the, training sort of the document for facilitators. 
 
And there are many excellent work-based training materials. I think the Dr. Sheth actually 
shared a lot on the chat already But, you know, the several just I want to mention is the 
Psychological First Aid Training. If you are not the mental health field, that is something that I 
really want to recommend. There are many different versions, one from WHO, more recently 
actually related to COVID, kind of pandemic-relevant sort of adjusted kind of manner. But one, 
the classic one online developed by the National Child Traumatic Stress Network. And you 
know, QPR Training for Suicide Prevention we've been using a lot. And also Refugee Technical 
Assistance Center, although they are not actually updating new resources nowadays, but has 



many, useful record recorded webinars and tools, especially screening tools and tips about 
material. 
 
Boston Children's Hospital recently launched the Refugee Immigrant Core Stressors Toolkit, 
which I found a very resourceful, it's really very useful for providers in most care settings. 
Because they provide extended information, of kind of four core stressors for our newcomers 
along with some simple questions for assessment, and the what will be kind of the 
recommended interventions for that for that. So that will be, really, I believe it will be helpful. 
 

Annie Guo VanDan 
Thank you, Dr. Im.  
 
And then, Dr. Sheth, we saw you put your resources in the chat and if there was anything you 
anyone you wanted to speak to, or… 
 

Dr. Nima Sheth 
Yeah, they're mostly in the chat. I think that Dr. Im did a great job covering so many of them. 
 
The only thing I would say is, a lot of folks have asked about the Psychological Forensic 
Evaluations. A great place to get those I did put the link in there as physicians for human rights, 
and it's not just for physicians, it’s for all providers – no matter how social work, counseling 
anything that you're part of, and for primary providers as well because they cover medical 
evaluations – they will give you a copy of the assembly protocol in their training. It's an all-day 
training. They offer them at least twice a year, if not quarterly, and that really answers a lot of 
great questions, and provides a good amount of support. 
 
The last thing I want to say is that don't forget about each other, I think, in terms of resources. 
Getting to speak with your colleagues and peers that are doing this work, I think you learn the 
most. So, you know these can be really overwhelming when you have a million different 
resources, but I would say, trying to form a learning community, or something like that with 
other people who are doing this work, I think, proves to be really beneficial. 
 

Annie Guo VanDan 
Thank you, Dr. Sheth, and I know we're getting a lot of questions about the resources. So we 
will have them all posted on the website as we've been sharing through the chat. And so you 
don't have to be going through all of it right now. 
 
And then you will also get an email at all registrants so even those who weren't able to 
participate today, we'll get that email the recording, the slides and then all of these resources. 



And so, if you even have any additional resources that are, you know, relevant to the topic you 
want to put through the chat feel free to do that as well. 
 
So, I apologize that the 90 minutes went by so fast, we didn't quite get to have you know a set 
time to do the Q and A. And thank you to all of our panelists and our team for doing our very 
best to respond to the questions that have come up. We've been typing answers to participants 
and so we won't be able to have time to do that right now. But you can reach out to the 
panelists if you have any additional questions after the webinar.  
 
And we'd like to just move to our final thoughts and, you know, lightning round question. So, all 
of our panelists have been very involved in this work for a long time, so we wanted to ask them, 
How have you been able to stay in this work for so long? And what keeps you going? 
 
So first let's have Cecily answer that. 
 

Cecily Peeples Rodriguez 
Well you know in light of time, you know I don't do direct service anymore. And I think that was 
one of the coping mechanisms is you move in and out of direct service as you have the mental 
and emotional capacity. But I really think that folks on this call would benefit from hearing from 
folks who are doing that direct service. 
 

Annie Guo VanDan 
Okay, sure, Dr. Sheth would you like to share? 
 

Dr. Nima Sheth 
Sure, I think the single most important factor has been being able to extract vicarious resilience 
from the people that you're serving. And I think that's number one.  
 
And then I would say number two is just having a good support system for yourself. I'm lucky to 
have really supportive friends and family. So recognizing like when you're having sometimes 
secondary trauma, or a need to reach out to peers for support, I think that's also helpful. 
 

Annie Guo VanDan 
thank you and then Dr. Im? 
 

Dr. Hyojin Im 
Yeah, I think the as you know, first generation immigrant myself, who came to the US for the 
first time at the age of over 30, my adjustment, you know, to the US was quite a roller coaster. 



So, I always kind of try to remind myself that, you know, what made me really survive, and you 
know, of course, I would kind of think sometimes that you know how extremely difficult and 
more challenging could be for most people, and I think the going back to that sort of moment. I 
think that that kind of the think about the reason why I started, and why, why I question all the 
time to myself, and I often get really you know re-energized by just talking to refugee 
community members. As a researcher, that's, you know, sometimes you most can do you know 
talk and work with just the experts and kind of providers. But always going back to the 
community. That really makes me, you know, really kind of makes me remember why I started, 
and how I started and that's where when I feel most kind of grateful and humbled, and re-
energized. 
 

Annie Guo VanDan 
Thank you. And then Kathi? 
 

Kathi Anderson 
I want to talk about, after doing this work, first as a resettlement case worker in the early 80s to 
now, it is truly seeing the resilience of individuals. And many times, by the time they come to 
our healing center, they are just shells of who they once were. But over time to see them start 
standing erect, see them smiling, see them hugging, seeing them having that sense of humor 
and joy. Those incremental changes over time, knowing what's possible and experiencing 
resiliency in that way their hope in restoring that dignity that was taken from them, is what 
keeps me going day after day. And for those who are new in the field it takes time. This does 
not happen overnight, but trust in the people that were serving, that they truly can experience 
all the good things that life has to bring. And that they will move out of the place that they find 
themselves in, and why they're needing services.  
 
The other piece, I think, is really important and it's been alluded to is how important it is for 
each one of us to find community, to find support, to work with others doing this work. It 
makes it much more sustainable as organizations, but also as individuals. 
It's certainly much more fun that way. You can't do this alone. I would not ever suggest that.  
 
And as a simple example, Dr. Sheth just mentioned the Istanbul Protocol, which is the backbone 
of the forensic evaluations, there's going to be a new Istanbul Protocol released out of the UN 
in June. Some of us are already gathering together to create guidelines for that. This is really 
exciting work, so it's working with the individuals. but it's also working within larger systems to 
make the real change that we know will benefit the client that we serve. So, thank you. 
 



Annie Guo VanDan 
Thank you, Kathi.  And thank you to all of our panelists for leaving us on that uplifting note. And 
thank you for the important work you are doing to support the refugee immigrant and asylee 
communities. 
 
On behalf of the SAMHSA Office of Behavioral Health Equity and the National Facilitation 
Center, we want to acknowledge and thank the MHTTC Network Coordinating Office for their 
partnership on today's virtual roundtable. 
 
And again, you can find resources related to this webinar and the recording on the NNED 
website. As a reminder, we invite you to join the NNED for future learning, opportunities and 
events. So please provide your input on this event that will help us plan for future NNED 
offerings by filling out the feedback survey. 
 
We again want to thank all of you, the participants for contributing so actively to the 
conversation through your questions and chat activity and hope that you're able to take away 
useful strategies to bring back to your own communities. Thank you again to all of the 
participants, speakers, the NNED members and communities for joining us. 
 
We hope everyone has a great rest of the day. Thank you. 
 

Dr. Rachele Espiritu 
Thank you, Annie, and quickly, just before we end… Hi everyone I'm Rachele Espiritu, I just want 
to extend our immense gratitude to Annie, not just for this session, but for all the coordination 
that she's done for the NNED Virtual Roundtables over the last few years. She is moving on to 
some exciting opportunities in Colorado. So, this will be the first roundtable - the last 
roundtable - that she’ll be coordinating and facilitating. So, on behalf of the NNED and 
SAMHSA, we want to thank you for the work that you've done over the years to bring such 
important and timely topics to those working in the behavioral health field. 
 
It's been a joy to work with you and we wish you the best in your new powerful place that you'll 
be in Colorado with the Asian-American, Native Hawaiian, and Pacific Islander community, so 
thank you and if you all want to put your thanks in the chat, we can have a little “thank you” 
waterfall going on for Annie in there. 
 

Annie Guo VanDan 
Thank you so much. Thank you.  
 

Dr. Rachele Espiritu 
Hope everyone has a great day. 


	Annie Guo VanDan
	Dr. Mary Roary
	Dr. Nima Sheth
	Annie Guo VanDan
	Cecily Peeples Rodriguez
	Annie Guo VanDan
	Kathi Anderson
	Annie Guo VanDan
	Dr. Hyojin Im
	Annie Guo VanDan
	Kathi Anderson
	Annie Guo VanDan
	Dr. Nima Sheth
	Annie Guo VanDan
	Cecily Peeples Rodriguez
	Annie Guo VanDan
	Dr. Hyojin Im
	Annie Guo VanDan
	Alina Taniuchi
	Annie Guo VanDan
	Dr. Hyojin Im
	Annie Guo VanDan
	Dr. Nima Sheth
	Annie Guo VanDan
	Cecily Peeples Rodriguez
	Annie Guo VanDan
	Dr. Nima Sheth
	Annie Guo VanDan
	Dr. Hyojin Im
	Annie Guo VanDan
	Kathi Anderson
	Annie Guo VanDan
	Dr. Rachele Espiritu
	Annie Guo VanDan
	Dr. Rachele Espiritu

