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ABSTRACT  

Purpose. The purpose of this QI project was to implement a Migrant Well-Child Health Toolkit 

at Casa Alitas Welcome Center (CAWC) that serves as a guideline for volunteer medical 

professionals in conducting comprehensive well-child examinations on migrant children upon 

arrival to the migrant shelter in Tucson, Arizona. 

Background. Arizona is one of ten U.S. states that houses nearly three-quarters of children in 

immigrant families (Linton et al., 2016). The migrant population arrives with unique healthcare 

needs and is more likely to immigrate with pre-existing health conditions and exposure to 

traumatic events because of their turbulent migration histories (Seery et al., 2015). Conducting 

comprehensive well-child assessments on newly migrated children will prepare them for school 

entry, identify immediate health needs, assess developmental milestones, and ensure 

vaccinations are up to date (AAP, 2020a). 

Methods. This QI project used a pre and post-survey design. The Migrant Well-Child Health 

Toolkit is comprised of current recommendations for migrant well-child visits according to the 

AAP, CDC, WHO, Bright Futures Guidelines, SAMHSA, and Arizona’s EPSDT program. A 

pre-recorded PowerPoint presentation delivered provider training to the participants on the 

toolkit. A pre-survey assessed their prior knowledge of conducting well-child examinations on 

migrant children. The post-survey evaluated their learning and readiness to implement the 

intervention and included questions to determine the toolkit's initial validation.  

Results. A convenience sample of 10 participants (n=10) completed the project’s components 

with a response rate of 10.8%. All of the project’s outcomes were met; increased provider 

knowledge in migrant child health, confidence in performing well-child health screenings, and 
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intent to conduct well-child health assessments at CAWC. Additionally, 90% (n=9) of CAWC 

providers indicated that the toolkit contains the resources necessary to conduct well-child 

screenings on migrant children. 

Conclusion.  The findings suggest that the toolkit was developed with high-quality evidence, 

clear presentation, and offers the resources necessary to conduct well-child screenings at CAWC. 

This data serves as an initial step to inform future efforts that promote health equity and guides 

an implementation strategy to integrate the Migrant Well-Child Health Toolkit into clinical 

practice when caring for migrant children. 
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INTRODUCTION 

Approximately 37 million international migrants are children, including 11 million 

asylum seekers and refugees (Markkula et al., 2018). The number of child refugees has more 

than doubled in the last 10 years (Markkula et al., 2018). Children in immigrant families (CIF) 

represent about one in four U.S. children, making them the most diverse U.S. demographic that 

pediatric medical providers nationwide will increasingly encounter in clinical care (Linton et al., 

2017). Many children have come to the U.S. either as unaccompanied minors or with their 

families fleeing from poverty, extreme violence, and political unrest in their native country 

(Triemstra & Monterrey, 2019).  

Additionally, immigrant and refugee children are at increased risk for physical, 

developmental, and behavioral health challenges (Kroening & Dawson-Hahn, 2019). Therefore, 

basic medical care for immigrants and refugees is an essential component of the immigration and 

resettlement process to the U.S. (Triemstra & Monterrey, 2019). A migrant child’s initial 

encounter with a primary care provider serves an opportunity to build trust through culturally 

competent trauma-informed care, provide preventive care, assess for unmet health needs, and 

screen for mental health conditions (Ciaccia & John, 2016).  

Almost all U.S. children have had a well-child visit in the past year, making primary care 

an ideal location to ensure that children have the necessary support for optimal health and 

development (Chen et al., 2019). One way to ensure migrant children receive appropriate 

domestic medical screening upon arrival to the U.S. is through charity care, free clinics, and 

federally qualified community health centers, which serve as options for healthcare (Ciaccia & 

John, 2016). This quality improvement (QI) project focuses on the implementation of a Migrant 
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Well-Child Health Toolkit at a migrant welcome center in Tucson, Arizona. The project aims to 

promote volunteer medical provider participation in performing well-child assessments on newly 

arrived migrant children ages 0-18 years old to eliminate barriers for formal integration into the 

U.S. school system.  

Background Knowledge and Significance 

Children of immigrants are the fastest-growing population of children in the U.S. and 

have contributed to the entire growth of the nation's child population over the past decade 

(American Academy of Pediatrics [AAP], 2015). All children, including international migrants, 

have a human right of access to healthcare facilities that allow them to attain the highest standard 

of health (Markkula et al., 2018). Therefore, pediatric and family practitioners can play a unique 

role in supporting the health and well-being of U.S. migrant children by familiarizing themselves 

to their unique medical, developmental, and psychosocial needs (Triemstra & Monterrey, 2019).  

Newly arrived migrant children may not have had medical screenings or visited a 

healthcare provider in their country of origin and may be unfamiliar with navigating the 

healthcare system as well as U.S. standards of practice (AAP, 2020a). The American Academy of 

Pediatrics (AAP) (2013) advises pediatric practitioners to use available screening and diagnostic 

protocols for evaluating foreign-born children for medical conditions and other infectious 

diseases. Additional screenings commonly required for school entry in the U.S. such as, lead 

testing, vision, and hearing screenings should also be provided for all age appropriate children 

(AAP, 2020a). By recognizing the distinctive strengths and challenges that many migrant 

children experience, pediatric and family practitioners can identify effective practice strategies 
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and relevant resources that support the health and well-being of this vulnerable population (AAP, 

2020a).  

Variations of a “migrant child” or “immigrant child” are used throughout this QI project. 

For concision, the term “migrant child” is used to describe a child that moves from their birth 

country to another and have not been given legal status for permanent residency (United Nations 

Educational, Scientific, and Cultural Organization [UNESCO], 2017). An “immigrant child” is a 

child that is legally admitted to the U.S. for permanent residence (Centers for Disease Control 

and Prevention [CDC], 2016). Specific types of immigrant children, including asylees, refugees, 

unaccompanied immigrant children, and undocumented immigrants, are defined in Appendix A. 

Migration History 

Migrant and immigrant children reside in all 50 U.S. states, and it is projected that by 

2065, 18% of the U.S. population will be foreign-born, and an additional 18% will be U.S. born 

children of immigrants (Linton et al., 2019). Children immigrate to the U.S. with or without their 

parents for complex and diverse reasons, including economic needs, educational pursuits, 

international adoption, human trafficking, or escape from threatening conditions in the quest of 

safe-haven (Linton et al., 2019). Immigrants may arrive with temporary visas, permanent 

permission to remain in the U.S. (green card holders), come with refugee status, seek legal 

protection, or stay without legal status (Linton et al., 2019).  

The increase in arrivals of unaccompanied migrant children and family units from 

Mexico, Guatemala, Honduras, and El Salvador at the southern U.S. border beginning in 2014 

has triggered a series of governmental responses, such as detention of immigrant children 

(Linton et al., 2017; Linton et al., 2019). Refugees and asylees who can obtain legal status upon 
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arrival to the U.S. must have a justifiable fear of persecution based on religion, race, nationality, 

gender/sexual orientation, political opinion, or membership in a particular social group (Linton et 

al., 2019). Green card holders and refugees can apply for U.S. citizenship after five years of 

living in the U.S. (Linton et al., 2019). In addition to asylum, approval of other forms of 

protection (special immigrant juvenile status, T non-immigrant status, & non-immigrant status) 

may apply to certain families and children seeking safe haven in the U.S. without legal status 

(Linton et al., 2019).  

Unique Healthcare Needs 

Migrant and refugee child health should not only address the chronic and acute ailments 

that all children encounter, but it should also aim to help children suffering emotional injury from 

traumatic experiences and family separation (Perreira & Ornelas, 2011). These children and their 

families face the stresses of migration, poverty, and the challenges of acculturation, which can 

significantly increase their risk for developing physical and mental health issues (Perreira & 

Ornelas, 2011). Migrant children traveling with or without their families pass through one or 

more Customs and Border Protection (CBP) processing facilities. While some provide medical 

screenings for lice, varicella, scabies, among other infectious diseases, these screenings are 

limited as they often fail to conduct physical examinations including vital signs and a full 

medical history (Linton et al., 2017). Screenings are performed by a variety of personnel 

(nonmedical and medical). Children with medical problems beyond the scope of this personnel 

are taken to a local hospital emergency department (Linton et al., 2017).  

The migration experience, including physical and social exposures, and public health risk 

factors can serve as a guide for initial screening, management, and treatment of recently 
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immigrated children and families (Kroening & Dawson-Hahn, 2019). For example, children may 

have traveled through areas that have different patterns of endemic infectious diseases than the 

country that they are migrating to (Kroening & Dawson-Hahn, 2019). Families also may have 

experienced physical abuse or kidnapping during transit, which could influence their physical 

and psychological health (Kroening & Dawson-Hahn, 2019). Other factors that can affect 

childhood growth and development include the duration of migration and access to public 

services, such as education and healthcare access (Kroening & Dawson-Hahn, 2019). 

Healthcare Access 

The immigration status of children and their parents directly correlates to their 

subsequent access to and use of healthcare, perceived health status, and health outcomes (Linton 

et al., 2019). Access to healthcare influences the physical and emotional health status of migrant 

children (Perreira & Ornelas, 2011). Children of migrants are twice as likely to be uninsured 

compared to children in non-immigrant families and are less likely to have a usual source of 

medical and specialty care when necessary (AAP, 2020a). Furthermore, immigrant parents delay 

or forgo needed care for their children, and when they finally receive care, it's typically in the 

emergency department after an urgent condition has developed (Perreira & Ornelas, 2011; 

Pesantes & Documet, 2016). Many migrant families also avoid accessing healthcare because of a 

fear of being discovered by immigration officials (Ciaccia & John, 2016). Additionally, foreign-

born immigrant children are less likely to have received adequate immunizations or screenings in 

their home country and are more likely to report poor health than native-born children (AAP, 

2020a; Calvo & Hawkins, 2015; Hernandez & Cervantes, 2011).  
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These findings suggest that the early health advantage of children in immigrant families 

is lost by later childhood (Calvo & Hawkins, 2015). This issue deserves attention because 

children's health depends on their caretakers (Calvo & Hawkins, 2015). Their perceptions 

concerning their children's healthcare influence their adherence to pediatric regimens, utilization 

of preventive care, and use of emergency departments (Calvo & Hawkins, 2015). Therefore, 

high-quality pediatric care is essential not only to ensure healthy outcomes early in life but also 

over the entire life course (Calvo & Hawkins, 2015).  

Local Problem 

The 261 mile stretch across the Arizona-Sonora Desert is recognized as the deadliest 

corridor for immigrants crossing into the U.S. because they are at risk of being killed, kidnapped, 

and coerced into smuggling drugs or dying in the desert due to temperatures exceeding 100 

degrees (McEwen et al., 2015). Widespread gang and drug cartel-related violence is pushing 

more Central Americans to the U.S. (McEwen et al., 2015). The journey through Mexico is 

hazardous in which riding the trains are extremely dangerous, and many accidents and deaths 

occur when migrants attempt to board trains without purchasing a ticket (McEwen et al., 2015). 

Migrants face the possibility of being arrested and held in a detention center in Mexico, 

eventually leading to deportation (McEwen et al., 2015). Rape is also not uncommon for migrant 

women traveling in Mexico or even in detention centers (McEwen et al., 2015).  

Casa Alitas Welcome Center (CAWC) of Catholic Community Services of Southern 

Arizona (CCS) in Tucson, AZ, is a non-profit organization that is sheltering and offering services 

to migrants awaiting their immigration court hearing (Catholic Community Services of Southern 

Arizona [CCS], 2019). CAWC is the location of this QI project and resides within a medically 
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underserved and health professional shortage area for primary care, dental care, and mental 

health (Rural Health Information Hub [RHI Hub], 2020). The Casa Alitas Program serves 

asylum-seeking migrants who have left their home countries to escape poverty and violence 

(CCS, 2019). CAWC provides short-term shelter, medical care, and assistance with reuniting 

with family members residing in the U.S. (CCS, 2019). Most migrants arriving at CAWC are 

parents, children, and pregnant women from El Salvador, Guatemala, Honduras, and Mexico that 

have traveled several days to weeks through Mexico to Arizona (CCS, 2019).  

CBP usually turns these migrant families over to Immigration and Customs Enforcement 

(ICE) in Arizona (CCS, 2019). ICE will then provide these families or individuals with 

documentation and orders to report to an immigration hearing (CCS, 2019). ICE or CBP drops 

the families off at CAWC, wherein the hospitality center has seen as many as 240 travelers in a 

day (CCS, 2019). Migrant families are greeted by medical and nonmedical volunteers who 

provide them with a medical screening and a safe place to rest, bathe, eat, rehydrate, and care for 

their children (CCS, 2019). The center also assists families with contacting family members in 

the U.S. to help with bus ticket purchases (CCS, 2019). Bus rides typically last two to three days; 

therefore, the families are provided with a travel bag before departure that includes food, water, 

toiletries, hygiene items, diapers, clothes, and medications (CCS, 2019). Travelers who are 

unable to leave the same day as they arrive are provided with a bedroom until they depart from 

the center.  

From October 2019 to February 2020, there have been 15,137 unaccompanied migrant 

minors, 37,090 family units, and 108,824 single adults, for a total of 161,051 migrants crossing 

the southwest border (U.S. Customs and Border Protection, 2020). Arizona, California, Florida, 



 

 

 

19 

Georgia, Illinois, Massachusetts, New Jersey, New York, Texas, and Washington house nearly 

three-quarters of children in immigrant families (Linton et al., 2016). As minority and immigrant 

groups continue to grow in the U.S., addressing and eliminating healthcare disparities to improve 

minority health are key (Agency for Healthcare Research and Quality [AHRQ], 2019). When 

compared to the white population, minority populations continue to fall behind in access to care, 

quality of care, timeliness of care, and health outcomes (AHRQ, 2019).  

Tucson Medical Center (TMC) joined task forces with Tucson’s neighboring hospitals, 

the Pima County Health Department, and other community stakeholders to conduct a Pima 

County Community Health Needs Assessment (CHNA) in 2018 (Tucson Medical Care [TMC], 

2018). The CHNA identified several social determinants of health (SDOH) along with health 

indicators and outcomes that contribute to the leading causes of death and disease (TMC, 2018). 

The CHNA highlighted three SDOH in particular; poverty, education, and health insurance 

(TMC, 2018).  

TMC (2018) identified LGBTQ persons, persons with disabilities, refugees, and 

undocumented immigrants as vulnerable groups who receive limited services and live with high 

levels of stress and anxiety, therefore, negatively impacting their mental health. TMC (2018) also 

acknowledged that underinsured, uninsured, and poor people face barriers to accessing services. 

It is recognized that obesity and related chronic diseases affect everyone leading to morbidity 

and death, but there is a special concern for young people and childhood obesity (TMC, 2018). 

There are increased barriers for poor, undocumented, and uninsured people to access healthcare 

services that combat these chronic diseases (TMC, 2018). To bridge the gap to these barriers, 

TMC (2018) proposes building programs that deliver culturally competent education, services 
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for undocumented residents, early childhood education, access to nutritious foods, increased 

screenings and preventative services.  

CAWC is actively building programs to deliver the services TMC recommends through 

two initiatives. One initiative is obtaining Vaccines for Children (VFC) status from the Pima 

County Health Department to provide all childhood vaccines to migrant children staying at 

CAWC. However, a child’s vaccine record and assessment of the child’s current health status 

should be evaluated before administering vaccines according to the CDC’s catch-up 

immunization schedule. Therefore, a well-child exam must be conducted, which leads to 

CAWC’s second initiative, a well-child clinic.  

With the approval of the CAWC leadership team, on January 22, 2020, Dr. Russell-

Kibble began a well-child clinic pilot program for The University of Arizona (UA) Doctor of 

Nursing Family Nurse Practitioner (DNP-FNP) students to conduct well-child health assessments 

on migrant children (Russell-Kibble, 2020a). The well-child clinic occurs one day per week, 

wherein the DNP-FNP students conduct well-child health assessments under Dr. Russell-

Kibble’s supervision and mentorship. Since the well-child clinic’s inception on January 22, 2020, 

452 children have traveled through CAWC, and 55 children from 26 families received well-child 

assessments conducted by Dr. Russell-Kibble and her DNP-FNP students (Russell-Kibble, 

2020b). This well-child pilot program intends to include all licensed pediatric CAWC providers 

in the conduction of these assessments and to expand pediatric rotation opportunities for medical 

students, residents, and nursing students in the future. 

The Migrant Well-Child Health Toolkit supplements and guides both of these initiatives 

in two ways. First, the pediatric providers can utilize the toolkit to determine the vaccines needed 
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for school entry according to the CDC’s catch-up immunization schedule (Dal Corso & Biagioli, 

2017). The second way is that it guides the providers in their approach to conducting well-child 

evaluations on the migrant child population that considers the child’s physical, mental, and 

emotional needs. Due to the well-child clinic pilot program’s recent adoption, there is not yet a 

standard procedure to conduct well-child assessments. The toolkit standardizes the well-child 

clinic process and also offers a step by step checklist to completing a well-child screening, 

therefore, minimizing any missed components to the evaluation. Standardizing the well-child 

check procedure and training CAWC pediatric providers on the Migrant Well-child Health 

Toolkit will increase their knowledge on how to conduct these assessments and expand the 

number of days the well-child clinic occurs.  

Pediatric providers have an essential role in the care of all children, regardless of where 

the child or parent was born (Turner et al., 2019). Ongoing stressors for immigrant families may 

include actual or threatened family separation, housing insecurity, food insecurity, and compound 

trauma, thus affecting a child's developmental health (Turner et al., 2019). The trauma-informed 

pediatric provider can facilitate access to high-quality care and critical community-based 

resources for immigrant children and families (Turner et al., 2019). Trauma-informed practice 

(TIP) refers to an approach that integrates awareness of traumatic stress throughout a system to 

enhance the quality and delivery of services provided to trauma-exposed individuals (Champine 

et al., 2018). Access to comprehensive, high-quality care can support the health and well-being 

of migrant children toward an all-encompassing vision of health equity (Turner et al., 2019). 

  



 

 

 

22 

Intended Improvement 

Project Purpose 

The purpose of this QI project was to implement a Migrant Well-Child Health Toolkit at 

CAWC that serves as a guideline for volunteer medical professionals in conducting 

comprehensive well-child examinations on migrant children upon arrival to the welcome center. 

The Migrant Well-Child Health Toolkit follows evidence-based recommendations provided by 

AAP, CDC, World Health Organization (WHO), Substance Abuse and Mental Health Services 

Administration [SAMHSA] and other reputable health organizations (AAP, 2015; CDC, 2016; 

World Health Organization [WHO], 2020; Substance Abuse and Mental Health Services 

Administration [SAMHSA], 2014). The aim of conducting comprehensive well-child 

assessments on these migrant children is that it will prepare them for school entry, identify 

immediate health needs, assess developmental milestones, and ensure vaccinations are up to date 

(AAP, 2020a; CDC, 2016; Hagan et al., 2017; Linton et al., 2019).  

Conducting these assessments will minimize any barriers that may arise for school entry 

once they arrive at their sponsor's home cities. This author provided the medical volunteers with 

an informational session via a recorded PowerPoint (PPT) presentation demonstrating the 

Migrant Well-Child Health Toolkit and discussing the implications for implementation. The 

medical volunteers completed a pre-survey assessing their prior knowledge of conducting well-

child examinations on migrant children before watching the recorded PPT, followed by a post-

survey that assessed their learning and readiness to implement the intervention. 

Healthcare providers have a critical role to play in addressing access to care, addressing 

unique health risks and needs, and cultivating resiliency in these new Americans (Linton et al., 



 

 

 

23 

2016). Immigrant children may display better adjustment and behavior in school compared to 

native children; however, they are less likely to be perceived as having good health, less access 

to dental care, lower immunization rates, and are less likely to have primary care leading to 

decreased screening rates for common conditions (Subrahmanian & Swamy, 2018). A child’s 

health and safety are contingent on a comprehensive medical evaluation that includes screening 

for and management of commonly encountered medical conditions (Linton et al., 2016). The 

CDC’s “Medical Examination of Immigrants Refugees” and the AAP’s “Immigrant Child Health 

Toolkit” both have specific guidelines with screening recommendations and resources for 

medical providers caring for migrant children (Triemstra & Monterrey, 2019).  

In the U.S., every child, including those with disabilities, has the right to free public 

education and is obligated to attend (Turner et al., 2019). However, in 2011, 57 million 

immigrants and refugee children globally were not in school, and more than one-half of these 

children were in a conflict-affected setting (Turner et al., 2019). The pediatric provider must 

understand a migrant child's experience or lack of educational experiences to inform their family 

about their educational rights and empower them to advocate on behalf of their children (Turner 

et al., 2019).  

Early childhood education is another area of concern for providers because many 

immigrant children lack school readiness, which can affect their future educational outcomes 

(Triemstra & Monterrey, 2019). Understanding this population’s unique medical and mental 

health needs can allow for appropriate screening, treatment, and referrals (Triemstra & 

Monterrey, 2019). SDOH play an integral role in the care of migrant children, with many 

affected by poverty, toxic stress, language, educational barriers, limited access to public benefits, 
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and legal concerns (Triemstra & Monterrey, 2019). Providing services, such as utilizing the 

Migrant Child Health Toolkit to conduct well-child assessments in a culturally sensitive manner, 

can help the pediatric provider build trusting relationships with families and aid in their transition 

to life in the U.S. (Triemstra & Monterrey, 2019). 

Project Question 

Will the implementation of a Migrant Well-Child Health Toolkit and training increase 

provider participation and knowledge in conducting well-child health assessments on migrant 

children at Catholic Community Services of Southern Arizona’s Casa Alitas Welcome Center in 

Tucson, AZ? 

Project Objectives 

This QI project aimed to increase provider participation and knowledge in conducting 

well-child health assessments on migrant children by training them on the Migrant Well-Child 

Health Toolkit at Casa Alitas in Tucson, AZ.  

Aim 1: Introduce the Migrant Well-Child Health Toolkit as an innovative, evidence-

based intervention to promote provider participation in conducting well-child 

exams on migrant children to prepare them for school entry upon arriving at their 

sponsor’s home city. 

Aim 2: Educate the stakeholders on the use of the Migrant Well-Child Health Toolkit to 

to improve the health and well-being of migrant children and have them evaluate 

the toolkit for the initial validation of the tool. 
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Aim 3: Provide an executive summary to the Casa Alitas stakeholders regarding the 

provider response after a two-week trial of the Migrant Well-Child Health Toolkit 

provider training. 

Theoretical Framework 

The theoretical framework utilizes a theory that guides the section, implementation, and 

evaluation of an intervention or program (Gregg, 2019). The theory is not about the health 

problem itself; it is identified from existing approaches about educating adults, changing 

attitudes, or changing behaviors on an individual or systems-level (Gregg, 2019). No matter 

where a clinician is practicing in the world, taking care of youth and children who are refugees or 

immigrants means caring for children who may have experienced trauma (Miller et al., 2019). 

This population encounters trauma that can potentially cause lasting adverse effects on an 

individual’s mental, physical, social, emotional, and spiritual well-being (Miller et al., 2019). 

Healthcare providers taking care of these children play a pivotal role in promoting resiliency and 

mitigating the adverse outcomes of trauma for immigrant and refugee families (Miller et al., 

2019).  

The AAP recommends utilizing trauma-informed care (TIC) practices when working 

with immigrant and refugee families (Linton et al., 2017). TIC is the knowledge and 

understanding of trauma and its widespread implications (SAMHSA, 2014; Linton et al., 2017). 

TIC is grounded in the principle that systems and practices should ameliorate, rather than 

exacerbate, the negative impacts of trauma (Brown et al., 2012). CAWC shelters migrant 

families that have faced traumatic events before and during their migration to the U.S.; therefore, 

it is suitable for this QI project to incorporate a TIC approach. SAMHSA’s (Substance Abuse 
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and Mental Health Services Administration [SAMHSA], 2018) National Child Traumatic Stress 

Network (NCTSN) has been instrumental in promoting trauma-informed services (Brown et al., 

2012). SAMHSA facilitates education about psychological trauma and fosters the development, 

testing, and dissemination of evidence-based practices serving traumatized children (Brown et 

al., 2012).  

SAMHSA’s Concept of Trauma and Guidance for a Trauma-Informed Approach (2014) 

provides a framework for behavioral health, child welfare, education, juvenile justice, and 

primary healthcare sectors. Trauma is a prevalent, harmful, and costly public health problem 

(SAMHSA, 2014). Trauma does not discriminate against gender, age, race, ethnicity, 

socioeconomic status, sexual orientation, or geographical location (SAMHSA, 2014). It occurs 

as a result of violence, disaster, war, neglect, abuse, and other emotionally harmful experiences 

(SAMHSA, 2014). Furthermore, addressing trauma ensues a multi-pronged, multi-agency public 

health approach that includes public education and awareness, prevention and early 

identification, and effective trauma-specific assessment and treatment (SAMHSA, 2014). To 

maximize these efforts, these services need to be delivered in an organizational or trauma-

informed community context (SAMHSA, 2014). 

The effects of traumatic events place a heavy burden on individuals, families, and 

communities, thus creating challenges for public institutions and service systems (SAMHSA, 

2014). There is a correlation to traumatic events and the impairment of neurodevelopmental and 

immune system responses along with the health risk behaviors that result in chronic physical or 

behavioral health disorders (SAMHSA, 2014). With appropriate support and intervention, people 

can overcome traumatic experiences (SAMHSA, 2014). Unaddressed trauma increases the risk 
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of substance abuse and mental health disorders as well as physical diseases (SAMHSA, 2014). 

Children who have encountered traumatic events bring those experiences into school systems, 

which can potentially interfere with their school success (SAMHSA, 2014). Healthcare providers 

who serve patients with traumatic histories need to understand that trauma can impact one’s 

health and their responsiveness to health interventions (SAMHSA, 2014). There is an increasing 

focus on the impact of trauma and how service systems can help resolve or exacerbate trauma-

related issues (SAMHSA, 2014; Miller et al., 2019). 

SAMHSA (2014) approached their trauma-informed framework by integrating three 

perspectives; trauma-focused research work, practice-generated knowledge about trauma 

interventions, and the lessons articulated by survivors of traumatic experiences. “Individual 

trauma results from an event, series of events, or set of circumstances that is experienced by an 

individual as physically or emotionally harmful or life-threatening and has lasting adverse effects 

on the individual’s functioning and mental, physical, social, emotional, or spiritual well-being” 

(SAMHSA, 2014). SAMHSA (2014) identifies three “E’s” of trauma; event(s), experience of 

event(s), and effect(s). Events include the threat of physical or psychological harm that 

endangers health development, such as child neglect (SAMHSA, 2014). The individual’s 

experience of these events or circumstances helps determine whether it is a traumatic event based 

on how the person was disrupted physically and psychologically (SAMHSA, 2014). The adverse 

effects can be long-term or short-term. They may range from hypervigilance, a constant state of 

arousal, to numbing or avoidance, leading to physical, mental, and emotional distress 

(SAMHSA, 2014). 
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SAMHSA’s (2014) concept of a trauma-informed approach is grounded in a set of four 

“R’s” key assumptions; realization, recognition, response, and resistance to re-traumatization 

(Figure 1). People at all levels of the organization or system have a fundamental realization about 

trauma and understand how trauma can affect families, groups, organizations, communities, and 

individuals (SAMHSA, 2014). People in the organization can recognize the signs of trauma 

through screening and assessment and applies the principles of a trauma-informed approach to 

all areas of functioning (SAMHSA, 2014). This type of organization understands that experience 

of traumatic events impacts all people involved, directly and indirectly (SAMHSA, 2014). 

SAMHSA (2014) suggests that staff from every part of the program, including the person who 

greets guests at the door, to the directors and governance board, must change their behaviors, 

language, and policies when considering the experiences of trauma among families and children 

receiving services. This mindset is accomplished through staff training, a budget that supports 

ongoing training, and leadership that recognizes the role of trauma in the lives of their staff and 

the people they serve (SAMHSA, 2014). Finally, the trauma-informed approach seeks to resist 

the re-traumatization of guests as well as staff (SAMHSA, 2014). The organization is committed 

to providing a physically and psychologically safe environment, and the leadership ensures that 

staff members work in an environment that promotes fairness, trust, and transparency 

(SAMHSA, 2014). SAMHSA (2014) identifies the trauma-informed organization as one that 

implements a universal precautions approach wherein one expects the presence of trauma in the 

lives of individuals served and ensures they do not replicate it. 
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A trauma-informed approach reflects adherence to six fundamental principles; (1) safety, 

(2) trustworthiness and transparency, (3) peer support, (4) collaboration and mutuality, (5) 

empowerment, voice, and choice, and (6) cultural, historical, and gender issues (SAMHSA,  

Figure 1 

Adaption of SAMHSA's Trauma-informed Approach for the Migrant Well-child Health Toolkit 

 

This figure is adapted from: Substance Abuse and Mental Health Services Administration [SAMHSA]. (2014). 

SAMHSA’s Concept of Trauma and Guidance for a Trauma-Informed Approach. Department of Health and Human 

Services, 14-4884, 27. 2014.  

Safety is a high priority throughout the organization and staff, and the people they serve 

feel physically and psychologically safe (SAMHSA, 2014). The physical setting of the 

organization is safe, and interpersonal interactions promote a sense of safety (SAMHSA, 2014). 

The organization operates with the goal of transparency and building trust with the guests and 
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staff (SAMHSA, 2014). Peer support and mutual self-help are vital vehicles for enhancing 

collaboration and utilizing one’s story to promote healing and recovery (SAMHSA, 2014). 

The organization recognizes that everyone has a role to play in a trauma-informed 

approach; therefore, emphasizing the importance of collaboration and sharing power and 

decision-making between staff and guests (SAMHSA, 2014). Operations, workforce 

development, and services are organized to foster empowerment for guests and staff (SAMHSA, 

2014). These organizations understand that their guests historically may have been diminished in 

voice and choice; therefore, cultivating self-advocacy skills is crucial within TIC (SAMHSA, 

2014). Lastly, a trauma-informed program moves past cultural stereotypes and offers access to 

gender-responsive services (SAMHSA, 2014). The organization leverages the healing value of 

traditional cultural connections, incorporates processes that are responsive to the racial, ethnic, 

and cultural needs of the populations served (SAMHSA, 2014).  

Developing a trauma-informed approach requires change at multiple organizational levels 

and systematic alignment with the six key principles described above (SAMHSA, 2014). 

SAMHSA (2014) encourages organizations seeking to adopt a trauma-informed approach, 

examine how this method will benefit stakeholders, conduct an organizational assessment and 

change process, and involve guests and staff at all levels in the structural development process. 

How a community or organization responds to trauma sets the foundation for the impact of the 

traumatic event, experience, and future effects (SAMHSA, 2014). Communities that provide a 

context of understanding through TIC may facilitate the healing and recovery process for the 

individual and family (SAMHSA, 2014). 
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While this QI project did not aim to provide trauma-informed mental health services or 

treatment for migrant children and their families, it did intend to incorporate a TIC approach to 

well-child visits. Routine screening for traumatic exposures upon intake is recommended, and 

larger-scale screening efforts to identify trauma-exposed children who are experiencing problems 

may also be warranted (American Psychological Association [APA], 2008). Conducting well-

child assessments will promote early detection of psychological effects on migrant children, 

therefore, providing an opportunity for the healthcare provider to discuss mental health resources 

that may be available in the family’s sponsor’s home city. Ensuring access to quality screening 

by utilizing validated tools for depression or anxiety, such as the Pediatric Symptom Checklist 

(PSC), can promote access to effective treatments (Miller et al., 2019). The Migrant Well-Child 

Health Toolkit serves as a resource for volunteer medical providers on how to integrate TIC into 

migrant well-child visits at CAWC (SAMHSA, 2014). 

Literature Synthesis 

In 2017, of the 44.5 million immigrants living in the U.S., 18.2 million were children 

(Triemstra & Monterrey, 2019). Most young families and immigrants are coming from Mexico 

and the Central American countries that form the Northern Triangle, Guatemala, Honduras, and 

El Salvador (Robinson, 2015). Migrants are fleeing these countries because they are plagued by 

poverty, a growing culture of violence, illegal drug trade, and political unrest (Robinson, 2015). 

The immigrant population arrives with unique healthcare needs and is more likely to 

immigrate with pre-existing health conditions because of their turbulent migration histories 

(Seery et al., 2015). Most arrive from situations of little or no available medical care and 

prevalent infectious diseases (Seery et al., 2015). Migrant children may also experience mental 
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health problems such as post-traumatic stress disorder (PTSD), depression, and anxiety as a 

result of the persecution and conflict that many flee from (Seery et al., 2015). 

The AAP recommends that all pediatric providers caring for immigrant children should 

evaluate their immunization adequacy, developmental surveillance, mental health, and physical 

health (AAP, 2013). AAP (2013) advises practitioners to routinely use available screening and 

diagnostic protocols when evaluating foreign-born children for infectious diseases and other 

medical conditions (AAP, 2013). Furthermore, additional medical screenings, such as lead, 

vision, and hearing, should be considered for school entry (AAP, 2013).  

Evidence Search  

A literature review was conducted to evaluate the necessity for the Migrant Well-Child 

Health Toolkit to increase provider participation and knowledge in conducting well-child health 

assessments. The literature search was performed in three electronic databases, Cumulative Index 

of Nursing and Allied Health Literature (CINAHL), PubMed, and Embase utilizing the following 

keywords and combinations thereof: migrant, immigrant, children, healthcare, access, 

development, screening. The initial search resulted in 245 articles. To yield better relevance to 

the search, inclusion criteria were as follows: full text, written in the English language, scholarly 

peer-reviewed journals, published in the last ten years. This search populated a result of 40 

(Appendix B). According to SQUIRE (2020) guidelines, the abstracts of the remaining articles 

were reviewed and yielded 25 eligible studies (Appendices B & K). The following themes 

organized the literature review: limited healthcare access, political influence, toxic stress on a 

migrant child’s well-being, and the role of pediatric providers on migrant child health.  
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Comprehensive Appraisal of Evidence 

Healthcare access and political influence. Federal immigration policies can adversely 

affect immigrant health coverage, healthcare access, and health outcomes (Linton et al., 2019; 

Rhodes et al., 2015). One threat to the health of children living in undocumented families is their 

restricted access to health insurance, which may place needed healthcare out of reach (Gelatt, 

2016). Studies have reported that children in undocumented families are more likely to be 

uninsured, in poor health, and lack a usual source of care in comparison to native-born children 

(Yun et al., 2013; Markkula et al., 2018; Hacker et al., 2015; Gelatt, 2016). In most U.S. states, 

undocumented children are ineligible for both Medicaid/CHIP and exchange coverage (Leininger 

& Levy, 2015). Many of these children will continue to rely on free or significantly reduced price 

care from safety net providers such as federally qualified health centers (FQHCs), free clinics, 

and public hospitals (Leininger & Levy, 2015). 

Avila and Bramlett (2013) report that compared to non-immigrant Hispanic children, 

first-generation immigrant Hispanic children are about four times likely to be in poor overall 

health, have poor dental health, are more than three times likely to lack health insurance 

coverage, and are almost six times as likely to be uninsured. Undocumented parents may be 

fearful of deportation or being discovered by authorities, which may discourage them from 

accessing pediatric care (Yun et al., 2013; Rhodes et al., 2015). Parental and child migration 

status can pose various barriers to accessing healthcare and public services (Triemstra & 

Monterrey, 2019). The AAP Immigrant Child Health Toolkit (2015) highlights health insurance 

and public benefit options that are available to families based on their immigration status (Dal 

Corso & Biagioli, 2017).  
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Markkula et al. (2018) conducted a study that aimed to describe patterns of healthcare 

service use of international migrant children in comparison to native populations. They 

discovered that the use of emergency and hospital services is higher in migrant children than 

native-born children, therefore, indicating barriers in accessing preventative or primary care at 

earlier stages of an illness or disease (Markkula et al., 2018). Migrants with undocumented 

immigration status, lack of awareness of their rights and functioning of healthcare systems, fear, 

and economic barriers were the most prominent reasons for differing healthcare usage of migrant 

families compared to native children (Markkula et al., 2018). Martinez et al. (2015) found a 

direct correlation between anti-immigration policies and their effects on access to health services. 

Additionally, as a result of these policies, undocumented immigrants are impacted by mental 

health outcomes such as PTSD, anxiety, and depression (Martinez et al., 2015; Rhodes et al., 

2015). 

Swartz et al. (2017) found that expanding access to prenatal care to undocumented 

immigrant women increased both the utilization of and quality of prenatal care. These mothers 

were also more likely to utilize recommended child preventive health services, which improved 

health outcomes after the expansion of prenatal care in Oregon (Swartz et al., 2017). Yun et al. 

(2012) discuss that refugees are more likely to report at least one chronic condition and would 

benefit from expanded insurance coverage for adults with pre-existing conditions and refugee 

children. Healthcare providers should recognize the importance of primary care and chronic 

disease screening immediately upon arrival to the U.S. (Yun et al., 2012). Given the current 

political climate regarding anti-immigration policies, the future is uncertain for many migrant 

families which can cause undue stress on children and affect their physical health and overall 
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well-being (Triemstra & Monterrey, 2019). Pediatric practitioners should be attuned to these 

concerns, build trusting relationships, and assist families when needed to aid in their transition to 

life in the U.S. (Triemstra & Monterrey, 2019). 

Toxic stress effects on a migrant child’s well-being. Traumatized migrant children, 

entering the U.S. with or without parents, may be at risk for toxic stress or severe prolonged 

stress in the absence of buffering relationships (Linton et al., 2019). Undocumented parents fear 

being deported and separated from their children. Some with lawful status feel uncertain about 

their status and worry they may lose their status or permission to remain in the U.S. (Artiga & 

Ubri, 2017). Parents report trying to shield their children from immigration law issues; however, 

many children are hearing about them at school and fear that their parents will be deported or 

that their family will have to leave the U.S. (Artiga & Ubri, 2017; Philbin & Ayón, 2016; Rubio-

Hernandez & Ayón, 2016). Parents and pediatricians state that racism, discrimination, and 

bullying have significantly increased in schools and home communities due to new immigration 

policies (Rubio-Hernandez & Avón, 2016; Artiga & Ubri, 2017; Martinez et al., 2015). 

Childhood trauma occurs when a child is in a situation that induces a sense of intense fear 

and helplessness (Wood, 2018). Traumatic stress responses are best viewed as a continuum 

dependent on a range of features of the traumatic event, internal resilience, and the child’s post-

traumatic environment (Wood, 2018). Type I trauma occurs primarily after time-limited exposure 

to an extreme event, such as a car accident, and recovery transpires without significant injury in 

an environment of supportive adult relationships (Wood, 2018). Type II trauma is characterized 

by repeated, continued trauma exposure, such as sexual abuse (Wood, 2018). Type III trauma 

occurs when a child experiences multiple, pervasive, prolonged violent actions initiating at an 
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early age, therefore, creating an extremely hostile environment for child development (Wood, 

2018). Understanding the different forms and severity of childhood adverse events can serve as a 

guide when assessing the extent of traumatic stress and damage to the developing child’s brain 

(Wood, 2018). Due to the adverse intergenerational circumstances faced by Central Americans 

seeking asylum in the U.S., there is concern about the levels of childhood trauma and mental 

health needs, therefore, leading to toxic stress and severe, complex, type III trauma (Wood, 

2018). 

The combination of threatening experiences of the conscious and deep subconscious 

drives subsequent neurological and physical damage caused by childhood adversity and trauma 

(Wood, 2018). When a lack of safety or a threat is perceived, primary neural activity in the 

brainstem initiates the “fight or flight” response promoting the outpouring of epinephrine and 

cortisol (stress hormones) that prepare the body to respond in a protective way (Wood, 2018). 

Children’s brains have a high level of neuroplasticity (Wood, 2018). In situations of multiple, 

pervasive, and prolonged adversity, their brain will chronically acclimate to a level of 

functioning that seeks to preserve and protect life at the cost of all peripheral learning and 

relationship (Wood, 2018). Children exposed to trauma may develop patterns of protective 

responses such as hyperarousal, hypervigilance, agitation, flashbacks, emotional reactivity, 

hypoarousal dissociative reactions, emotional numbing (self-harm), passive compliance, and 

reduced cognitive functioning (Wood, 2018; Rubio-Hernandez and Ayon, 2016). 

Maclean et al. (2019) assessed the mental health of 425 immigrant children held at a U.S. 

immigration detention center over two months in mid-2018. The authors found that among the 

425 children that were studied, many demonstrated elevated scores for emotional problems 
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(32%), peer problems (14%), PTSD (17%), and total difficulties on the Parent-Report Strengths 

and Difficulties Questionnaire (SDQ) (10%) (MacLean et al., 2019). This data demonstrates that 

children that are held in immigration detention experience high levels of mental health distress 

and would benefit from more comprehensive mental health screening when released into the 

community (MacLean et al., 2019). Keller et al. (2017) found in their study of 514 migrant 

participants that 83% cited violence as a reason for fleeing to the U.S., 69% claimed to leave 

their home country due to fear of gang-related retaliation or police corruption, and 90% were 

afraid to return to their native land. The participants completed self-report symptom checklists, 

wherein 32% of the participants met diagnostic criteria for PTSD, 24% for depression, and 17% 

for both disorders (Keller et al., 2017). 

Mendoza et al. (2017) conducted a study that explored whether preschoolers’, from low-

income Latino immigrant families, physical and psychological health, were affected by economic 

hardship, parental immigration-related stress, and acculturation. To identify a correlation 

between these factors, Mendoza et al. (2017) assessed immigrant children’s BMI, salivary 

cortisol levels, and internalizing/externalizing behaviors (hypervigilance, sadness, crying, 

depression). Children’s salivary cortisol levels positively correlated with economic hardship and 

acculturation (Mendoza et al., 2017). Children with lower cortisol levels were attributed to the 

family having decreased financial hardship and acculturation (Mendoza et al., 2017). 

Internalizing and externalizing behaviors correlated with economic hardship and immigration-

related stress, with increased behaviors among children whose parents reported high levels of 

both financial difficulty and immigration-related stress (Mendoza et al., 2017). Pediatric 

providers in dense immigrant communities must be aware of the challenges immigrant families 
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encounter and the impact that immigration policy and toxic-stress have on the physical, mental, 

and emotional development of migrant children (Rubio-Hernandez & Ayón, 2016). 

Role of pediatric providers on migrant child health. The AAP and CDC recommend 

that all children have at least one visit per year with a pediatric provider, even if it is only for a 

well-child visit (Subrahmanian & Swamy, 2018; Hagan et al., 2017). The components of this 

well-child visit include obtaining a medical history, vitals, anthropometric measurements, 

hearing and vision screening, developmental and behavioral assessments, physical exam, 

laboratory screening, and immunizations (Subrahmanian & Swamy, 2018). Vaccinations are a 

crucial procedure in the prevention of disease in children (Subrahmanian & Swamy, 2018). If a 

child immigrates to the U.S. and brings their immunization card, it is relatively easy to transcribe 

the record according to the state’s vaccine database (Dal Corso & Biagioli, 2017). However, 

many children immigrate to the U.S. without their vaccine record and must follow the catch-up 

immunization schedule used within their state or according to the CDC and WHO guidelines 

( Dal Corso & Biagioli, 2017; Subrahmanian & Swamy, 2018). The Vaccines for Children (VFC) 

federal U.S. program offers free vaccines to participating pediatricians’ offices and FQHCs for 

uninsured and publicly insured children (Leininger & Levy, 2015). Studies suggest that since 

VFC’s introduction, there has been an increase in immunization rates and decreases in 

fragmentation of care in inner-city children (Leininger & Levy, 2015; Fairbrother et al., 1997). 

Immigrant children should be examined as soon as possible after arrival in the U.S., 

preferably within the first two weeks (Kimberlin et al., 2015). Infectious diseases are among the 

most common medical diagnoses identified in immigrant children upon arrival to the U.S. and 

warrant further lab testing in addition to a medical history and physical exam (Kimberlin et al., 
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2015). Due to the inconsistent use of the birth dose of hepatitis B (HepB) vaccine and perinatal 

screening for hepatitis B virus (HBV), immigrant children should be screened for HBV and 

receive HepB vaccinations accordingly (Kimberlin et al., 2015). Additionally, immigrant 

children should be screened for syphilis, human immunodeficiency virus (HIV), intestinal 

parasites, and tuberculosis (TB) (Kimberlin et al., 2015). 

Pediatric providers can play a unique role in supporting the health and well-being of 

immigrant children in the U.S (AAP, 2015). A valuable source of information to assist 

practitioners evaluating a recently arrived immigrant child is the AAP’s Immigrant Child Health 

Toolkit and the CDC Refugee Health Guidelines (Dal Corso & Biagioli, 2017; Linton et al., 

2018; CDC, 2016). AAP’s (2015) toolkit aligns with current CDC domestic refugee screening 

guidelines and was designed to provide practical information, checklists, and resources for 

pediatric practitioners to use and address some common themes related to immigrant child health 

(AAP, 2015). Many recommendations within this toolkit coincide with Hagan et al.’s AAP Bright 

Futures (2017) guidelines for evaluation of all children but have distinctions specific to 

immigrant children. The CDC Refugee Health Guidelines for U.S. domestic medical 

examination of newly arriving refugees offers resources with detailed discussions and checklists 

regarding screening for refugees and international adoptees (CDC, 2016). 

When pediatric providers assess a migrant child’s development, it is essential to note that 

the child’s parent’s perspective on child development may influence a parent’s recognition and 

response to developmental concerns (Kroening et al. 2016; Yu et al., 2013; Lindsay et al., 2018). 

Kroening et al. (2016) conducted a study that used the health belief model (HMB) to guide key 

informant interviews and focus groups with healthcare providers and refugee parents to explore 
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key elements needed for developmental screening. Most parents denied knowing a word for 

“development” in their primary language and reported limited awareness of developmental 

milestones (Kroening et al., 2016). Parents reported that they compared their child’s 

development to that of their sibling at a particular age or to community peers to identify 

developmental differences (Kroening et al., 2016).  

Parents identified language delays and behavioral challenges as most distressing for 

families (Kroening et al., 2016). Physical disabilities are common and are typically more 

accepted within refugee communities than language, behavioral, or cognitive concerns (Kroening 

et al., 2016). Recognizing how parents of immigrant children view child development within 

their cultural context will help clinicians understand parental expectations of the cultural groups 

they serve (Kroening et al., 2016). Calvo and Hawkins (2015) also discovered that perceptions of 

time spent with providers, and of the provider’s understanding of their family values and 

customs were predominantly significant for the quality of healthcare of Latino immigrant 

families. Developmental screening is an opportunity for educating immigrant parents about child 

development, therefore, establishing client-parent trust (Kroening et al., 2016; Calvo & Hawkins, 

2015). 

Due to the shift in disease burden in refugee populations, the focus of the health 

assessment of these children has moved towards the early detection of more chronic and lifestyle 

conditions such as obesity (Baauw et al., 2019). Outreach efforts by pediatric clinicians, public 

health professionals, and school systems are needed to focus on improving physical and dental 

health, injury, and obesity prevention among immigrant children (Yu et al., 2013; Reza et al., 

2016; Lindsay et al., 2018; Baauw et al., 2019). Yu et al. (2013) conducted a study using data 



 

 

 

41 

from the 2007 National Survey of Children’s Health (NSCH) to examine the relationship 

between the effects of immigrant families and race/ethnicity on various health measures. The 

2007 NSCH was a telephone survey conducted between April 2007 and July 2008 with a total 

sample of 91,642 children from ages 0-17 years of age with a sample of about 1,800 children per 

U.S. state (Yu et al., 2013).  

Yu et al. (2013) discovered that Hispanic foreign-born children are seven times more 

likely to be obese and report poor physical and dental health in comparison to White U.S.-born 

children. In Yun et al.’s (2013) examination on the association between parental immigration 

status, child health, and healthcare utilization, undocumented or temporary residents were most 

likely to have a delayed preventive annual exam. Delayed dental care was most common among 

children whose parents had migrated to the U.S. as refugees (Yun et al., 2013). Migrant families 

face language, cultural, and financial barriers that limit their access to and use of dental services 

(Reza et al., 2016; Jacquez et al., 2016). Pediatric healthcare providers can mitigate disparities 

among immigrant children with dental caries by educating parents about good oral health 

practices in the family’s primary language (Reza et al., 2016). The pediatric provider can 

facilitate parent-provider communication by offering parental guidance that supports their child’s 

development and early healthy eating and physical activity habits while considering the family’s 

daily life barriers as immigrants (Lindsay et al., 2018).  

Immigrant children face considerable health risks, including the risk of diseases, such as 

the lack of access to antenatal screening, vaccination programs, and healthcare in addition to 

political instability, war, poverty, poor hygiene, and insufficient nutrition in their countries of 

origin (Baauw et al., 2019; Salehi et al., 2015). Studies reveal that immigrant and refugee 
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children exhibit high prevalence rates for anemia, iron deficiency, hepatitis B, parasitic 

infections, elevated blood lead levels, latent TB, vitamin D deficiency, and nutritional problems 

ranging from stunting to obesity (Baauw et al., 2019; Salehi et al., 2015; Yun et al., 2016; Zwi et 

al., 2016). A paradigm shift that focuses on child health and development will help this 

vulnerable group of children integrate into their new environments (Baauw et al., 2019). This 

shift can promote the development of comprehensive health assessments of immigrant children 

tailored to the individual health needs of these children according to their specific health risks 

(Baauw et al., 2019). By utilizing comprehensive screening guidelines for newly migrated 

children, pediatric practitioners can detect early on any critical health conditions, such as vision 

and hearing impairments, mental health diagnoses, and developmental and learning difficulties 

(Zwi et al., 2016).  

Strengths of Evidence 

The literature supports the necessity for the completion of comprehensive medical 

assessments on immigrant children upon arrival to the U.S. Additionally, the studies identified 

that the role of immigration stress and acculturation levels correlate with the adverse effects of 

economic and political hardship on the well-being of an understudied vulnerable population such 

as Latino immigrants (Keller et al., 2017; Markkula et al., 2018; Mendoza et al., 2017; Rhodes et 

al., 2015). Furthermore, most studies offered population-based data that were available for use 

when analyzing migrant children and families. 

Weaknesses of Evidence 

One limitation of the studies is that they were limited to a single site and relatively small 

or convenience sample sizes, thus, threatening the external validity according to replication and 
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representativeness (Polit & Beck, 2017). Another limitation is that several studies only had 

mothers as participants, therefore, leaving unexplored gender differences on the perception of 

parental effort in how they protect and monitor their children’s health (Mendoza et al., 2017; 

MacLean et al., 2019; Pesantes & Documet, 2017; Philbin & Ayón, 2016). Some studies only 

evaluated families that have attained legal permanent residency, making some groups more 

homogenous than the broader population of U.S. immigrants who lack legal status (Yun et al., 

2013).  

Gaps and Limitations 

Pediatric providers need to be well-informed on the strengths and needs of migrant 

families to better serve and advocate for their well-being (Rubio-Hernandez & Ayón, 2016). 

Gaps in the literature include structural interventions that include training providers, as well as 

frontline staff, to provide linguistically and culturally congruent migrant-friendly services 

(Rhodes et al., 2015). This quality improvement project aimed to investigate further the 

effectiveness of increasing provider participation and knowledge in conducting well-child health 

assessments on migrant children by training them on the Migrant Well-Child Health Toolkit at 

CAWC in Tucson, AZ. 

METHODS 

Project Design 

This QI project aimed to increase provider participation and knowledge in conducting 

well-child health assessments for migrant children by utilizing the Migrant Well-Child Health 

Toolkit at CAWC in Tucson, AZ. The Migrant Well-Child Health Toolkit is comprised of current 

recommendations for migrant well-child visits according to the AAP, CDC, WHO, Bright 
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Futures Guidelines, SAMHSA, and Arizona’s Early and Periodic Screening, Diagnostics and 

Treatment (EPSDT) (2020) program. The details of the toolkit’s components will be discussed in 

‘planning the intervention’ section of this project and is also shown in Appendix H. The primary 

investigator (PI) developed a pre-recorded PPT presentation that delivered provider training on 

the Migrant Well-Child Health Toolkit (Appendix H). Upon agreement to participate in this QI 

project, the volunteer healthcare providers completed a pre-survey assessing their prior 

knowledge of conducting well-child examinations on migrant children before watching the 

recorded PPT presentation (Appendix G). A post-survey that assessed their learning and 

readiness to implement the educational intervention was administered after watching the PPT 

presentation (Appendix G). This innovation provides migrant children with the opportunity to 

receive a comprehensive evaluation by a medical professional and receive the recommended 

vaccinations for school entry before arriving at their sponsor’s home city.  

Model for Implementation 

This QI project applied the Model for Improvement (MI), developed by Associates in 

Process Improvement, as a guide to implementing this project (Institute for Healthcare 

Improvement [IHI], n.d.). This model consists of two parts; the first part asks three fundamental 

questions that can be addressed in any order (IHI, n.d.). The first question asks what the aim of 

the project is, or what is trying to be accomplished (IHI, n.d.). This QI project aimed to increase 

provider participation and knowledge in conducting well-child health assessments on migrant 

children. This was completed by training the volunteer providers on the Migrant Well-Child 

Health Toolkit that will serve as a guide to performing well-child assessments on migrant 

children. 
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The second question asks whether the change that is taking place is leading to 

improvement (IHI, n.d.). The providers completed a pre-survey before watching the PPT 

presentation and a post-survey after watching the presentation. Analysis of these results assessed 

each volunteer provider’s learning, readiness, and probability to implement the educational 

intervention. The third question asks what change can be made that will result in improvement 

(IHI, n.d.). The PI predicted that the results of the pre and post-tests would reflect the providers 

intent to utilize the Migrant Well-Child Health Toolkit and conduct well-child assessments on 

migrant children after participating in the educational intervention. Planning and implementation 

of the QI project is discussed in the second part of the MI and in the ‘planning the intervention’ 

section of this project.  

The second part of the MI consists of the Plan-Do-Study-Act (PDSA) cycle to test 

changes in organizational settings demonstrated in Appendix C (IHI, n.d.). Step one in the cycle 

is the planning phase, which consists of planning the test and developing a plan for collecting 

data (IHI, n.d.). The PI recruited participants for this QI project by creating an electronic flyer 

that briefly described the project and how to participate (Appendix F). A CAWC sponsor, Dr. 

Audrey Russell-Kibble, disbursed the flyer to CAWC’s WhatsApp phone application group. 

Additionally, the CAWC sponsor distributed an email that included instructions on how to 

participate in the QI project to the volunteer medical providers (Appendix F).  

Instructions included a description of the QI project, the purpose, and the timeframe to 

complete the components of the project. The components of the project included for the 

providers to, first, complete a Google Form online pre-survey, second, watch a recorded PPT that 

described the educational intervention, and third, complete a Google Form post-survey 
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immediately after watching the PPT presentation. The pre and post-surveys took approximately 

5-10 minutes each to complete (Appendix G), and the PPT presentation took approximately 20 

minutes to complete (Appendix H). Links to the Google Forms pre and post-surveys were 

included in the email to the participants. The recorded PPT presentation and an electronic copy 

of the Migrant Well-Child Health Toolkit (Appendix H) were included as attachments to the 

email sent to the participants. A disclosure (Appendix E) was also included as an attachment to 

the email that stated the participant implied consent by completing the pre and post-surveys. The 

providers completed all components anywhere with computer and internet access (i.e., home) 

within a two-week timeframe from July 20, 2020 to August 3, 2020.  

The recorded PPT presentation outlined the components of the Migrant Well-Child 

Health Toolkit. Components of the toolkit are described in ‘planning the intervention,’ and in 

Appendix H. A hard copy of the toolkit permanently resides in the CAWC medical volunteer 

room. All CAWC medical volunteers have full access to this room and will be able to refer to the 

toolkit before, during, and after conducting well-child health assessments on migrant children. 

Before the provider watched the PPT presentation, the pre-survey assessed the provider’s prior 

knowledge of conducting well-child examinations on migrant children. After the provider 

completed the PPT presentation, the post-survey assessed the provider’s understanding of the 

toolkit components, newfound knowledge, intent to conduct well-child screenings on migrant 

children at CAWC, and evaluated the toolkit for the initial validation of the tool.  

After the deadline to participate in the QI project, the PI analyzed the pre and post-survey 

results that assessed each volunteer provider’s learning, readiness, and the probability of utilizing 

the toolkit and conducting well-child health screenings on migrant children. 
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Step two is the do phase, which involves testing and implementing the plan on a small 

scale (IHI, n.d.). For this QI project, the pre and post-surveys and the PPT presentation were 

dispersed via email to a convenience sample of CAWC volunteer medical providers, as 

previously described in the planning phase. The providers had two weeks to review and 

complete all components of the project. Feedback, unintended consequences, and data were 

collected and evaluated by the PI during the implementation phase. Data collection and analysis 

is discussed in the ‘timeline and data analysis’ section of this project.  

Step three includes the study phase, which permits time to analyze and study the results 

(IHI, n.d.). This project predicted that CAWC providers would gain new knowledge on how to 

conduct a well-child screening on migrant children. Additionally, CAWC providers would 

understand the components of the toolkit and intent to perform the well-child screenings after 

completing the educational intervention. The PI disseminated a summary of what was learned 

and emailed an electronic poster presentation of the QI project’s findings and results to the 

stakeholders on October 30, 2020. The fourth and final step of the PDSA cycle includes the act 

phase that consists of refining the change based on what was learned from the implementation 

(IHI, n.d.). Modifications were made to the intervention according to the project's feedback for 

future implications of the Migrant Well-Child Health Toolkit. 

Setting and Stakeholders 

This QI project was implemented at Casa Alitas of Catholic Community Services of 

Southern Arizona (CCS) in Tucson, AZ. Tucson is a city that resides in Pima County of Arizona. 

In 2018, Tucson had a population of 546,000 people, with 92.5% having citizenship status, and a 

median household annual income of $43,676 (Data USA, 2018). The majority of the community 
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is comprised of 43.6% Hispanics or Latinos, 43.6% Caucasians, and 5.25% Black or African 

Americans (Data USA, 2018). In 2018, the most common birthplace for the foreign-born 

residents of Arizona was Mexico, followed by Canada and India (Data USA, 2018). The Tucson 

population consists of 24.1% of people that live below the poverty line, which is higher than the 

national average of 13.1% (Data USA, 2018). 

CAWC is a non-profit organization that is sheltering and offering services to migrants 

awaiting their immigration court hearing date (CCS, 2019). The welcome center resides within 

Tucson’s zip code, 85713, which is medically underserved and suffers from a health professional 

shortage area for primary care, dental care, and mental health (RHI Hub, 2020). Before Casa 

Alitas existed, border officials dropped off families at a Greyhound bus depot in Tucson after 

they were processed and had a scheduled immigration court date (Barajas, 2017). CCS began 

working with U.S. Immigration and Customs Enforcement after Greyhound complained to the 

agency about people being left at the depot overnight (Barajas, 2017). 

Since 2014, CAWC has opened its doors to up to 240 migrants per day traveling through 

Tucson, Arizona. The CAWC Program serves asylum-seeking migrants who have left their home 

countries to escape poverty and violence (CCS, 2019). CAWC provides short-term shelter, 

medical care, and assistance with reuniting with family members residing in the U.S. (CCS, 

2019). Most migrants arriving at CAWC are parents, children, and pregnant women from El 

Salvador, Guatemala, Honduras, and Mexico that have traveled several days or even weeks 

through Mexico to Arizona (CCS, 2019). In the U.S., every child, including those with 

disabilities, has the right to free public education and is obligated to attend (Turner et al., 2019). 

This DNP project addressed the needs of these migrant children by providing them with the 
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opportunity to receive comprehensive well-child assessments that will prepare them for school 

entry, identify immediate health needs, assess developmental milestones, and ensure vaccinations 

are up to date (AAP, 2020a; CDC, 2016; Hagan et al., 2017; Linton et al., 2019). Conducting 

these assessments will minimize any barriers that may arise for school entry once they arrive at 

their sponsor's home cities. 

The main stakeholders of this project are 300 medical volunteers, including physicians 

(MDs and DOs), nurse practitioners (NP), physician assistants (PA), and nurses with clinical 

experience in a wide range of specialties. This project focused on MDs, DOs, NPs, and PAs who 

will voluntarily conduct well-child assessments on the migrant children journeying through 

CAWC and for whom their certifications and training includes the scope of practice to provide 

care to children. CAWC providers have been conducting health screenings for many years to 

ensure the migrants are safe to travel to their sponsor’s home city (Russell-Kibble, 2020a). 

Therefore, stakeholders will benefit from this intervention as it delivers additional education 

related to the vulnerable population that they already serve. This project allowed the eligible 

volunteer providers to utilize their expertise and new knowledge to conduct well-child 

assessments on migrant children to prepare them to start school upon arrival to their sponsor’s 

home city. 

Additional stakeholders, and approvers of this project, include Teresa Cavendish, CCS 

Director of Operations, Diego Piña Lopez, CAWC Program Manager, Dr. Ana Landau, and Dr. 

Richard Wahl, Medical Coordinators for CAWC, and Dr. Russell-Kibble, UA DNP-FNP 

Clinical Assistant Professor. These stakeholders are spearheading the initiatives, previously 

mentioned, to obtain VFC status for CAWC and develop the well-child clinic pilot program. The 
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migrant families were also stakeholders in this project as their children are directly affected by 

the conduction of the comprehensive well-child assessments. These evaluations will prepare the 

migrant children for school entry, identify immediate health needs, assess developmental 

milestones, ensure vaccinations are up to date, as well as screen for evidence of trauma. The 

provider will review the results of the well-child screening with the parents and inform them if 

referrals or follow-up is recommended upon arrival to their sponsor’s home city. 

Planning the Intervention 

The Educational Intervention 

The PI began this project by creating the Migrant Well-Child Health Toolkit; all 

components are included in Appendix H. This toolkit incorporated recommendations from the 

CDC, AAP, WHO, SAMHSA, and Arizona’s EPSDT program and serves as a guideline for 

conducting well-child assessments on migrant children that are temporarily sheltered at CAWC. 

The toolkit has four parts. The first part of the toolkit includes a description of the toolkit’s 

background and a CAWC parent letter discussing the purpose of well-child assessments. This 

section also includes a step by step checklist and the required forms to conduct migrant well-

child assessments. The forms include the Arizona EPSDT tracking forms (ages 3 days-21 years), 

WHO and CDC growth charts for boys and girls (ages 0-20 years), and the CDC’s immunization 

catch-up schedule. 

The second part of the toolkit includes key facts about immigrant children, SAMHSA’s 

Trauma-Informed Care, and SAMHSA’s National Child Traumatic Stress Initiative (NCTSI) 

(2018) Understanding Child Trauma booklets (English and Spanish versions). The third part 

contains information about mental, emotional, and behavioral care. The fourth part offers 
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additional resources to the providers including; screening resources for newly arrived children, 

data about common diseases and conditions among migrant children, best practices for 

communication with families that are not English proficient, comprehensive medical evaluation 

recommendations for newly arrived children, health insurance options available to migrant 

children and families, migrant children’s access to public benefits, and migrant children’s rights 

in schools. 

The Well-Child Screening Process 

A parent letter describing the well-child evaluation is included in the CAWC welcome 

packet that is given to each family upon arrival. Upon a family’s arrival to CAWC, the volunteer 

provider will discuss and offer well-child assessments to be completed on each child within the 

family before departure to their sponsor’s home city. CAWC guests (migrant families) are not 

obligated to have well-child screenings completed; this is voluntary. The provider will explain 

the process and purpose of the well-child assessment, and the family will accept or decline the 

invitation. If the family verbally consents to the well-child screening, the family will provide the 

CAWC provider with each child’s vaccine record (if they have it) along with other 

documentation that confirms each child’s age and name (i.e., birth certificate). The provider will 

gather all forms described above according to each child’s age.  

The provider is responsible for arranging for an interpreter if they do not speak the 

family’s native language. The well-child screening should not be conducted if an interpreter is 

unavailable. The provider will then conduct the screening according to each child’s EPSDT form 

based on age. The EPSDT tracking form includes documentation of a comprehensive physical 

exam, anthropometric measurements, age-appropriate screenings (vision, hearing, oral health, 
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and nutrition ), developmental surveillance, anticipatory guidance, social-emotional health 

surveillance, age-appropriate immunizations (if available on-site), and medically necessary 

referrals (Arizona Complete Health, 2020). If the provider determines that a child would benefit 

from a referral to a particular specialist, they will indicate that on the bottom of the EPSDT form 

under the ‘referrals’ section. The child’s future primary care provider and school will see the 

recommended referrals indicated on the EPSDT form and will be able to follow up accordingly. 

Once this part of the assessment is completed, the provider will review the results with the 

family and allow time for the family to ask questions. 

Part of delivering trauma-informed care is identifying the signs and symptoms of trauma 

and how to intervene early to prevent long term effects on a child’s development. Therefore, in 

anticipation of migrant children exhibiting signs and symptoms of trauma, the provider will 

provide and review the NCTSI’s Understanding Child Trauma booklet (in English or Spanish) 

with the child’s parents. Even if the child is not exhibiting the effects of trauma during the well-

child screening, discussing signs of trauma with parents will help them identify the signs and 

seek early intervention through school and local resources. If the provider determines that a child 

is exhibiting effects of trauma during the well-child assessment, the provider should offer 

counseling services to the family provided by a CAWC social worker.  

The medical provider, or registered nurse, will then transcribe the migrant child’s 

immunizations from their home country document into a U.S. vaccination booklet, supplied from 

the Pima County Health Department. The booklet reflects vaccines the child received in their 

home country, as well as vaccines received in the U.S. When CAWC is granted VFC status; the 
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provider will determine if the child is missing any childhood vaccines and will administer them 

according to the CDC’s catch-up immunization schedule with parental consent. 

Next, the provider will plot the child’s WHO or CDC growth chart. The required 

documents upon completion of the well-child assessment include an EPSDT form, growth chart, 

and immunization record. The Denver II and PSC are additional screening tools and can be 

completed according to the provider’s discretion if warranted and if time permits. The Denver II 

screening is measure of developmental problems in children 0-6 years old (Frankenburg et al., 

1992). It assesses a child’s performance on various age-appropriate tasks and compares a given 

child’s performance to the performance of other children the same age (Frankenburg et al., 

1992). The PSC is a brief screening questionnaire that helps identify and assess changes in 

emotional and behavioral problems in children (Massachusetts General Hospital, 2020). The 

original required documents are given to the parents, and a copy of the forms will reside at 

CAWC’s medical volunteer room. The parents should be advised to provide these documents and 

vaccination records to their child’s school and primary care provider upon arrival to their 

sponsor’s community. 

Participants and Recruitment 

The Arizona EPSDT program requires that a licensed clinician (physicians, NPs, and 

PAs) complete the well-child assessments (Arizona Complete Health, 2020). Therefore, 

participants in this QI project included a convenience sample of CAWC volunteer medical 

providers that met the following inclusion criteria: (a) physician (MD or DO), NP, or PA at 

CAWC; and (b) licensed and certified to care for children. The volunteer providers, both male 

and female, have a various amount of clinical experience, specialty expertise, age, and years 
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served at CAWC. Exclusion criteria for participants in this QI project included: (a) medical 

providers that are not a physician (MD or DO), NP, or PA; and (b) it is not within their scope of 

practice to provide pediatric care. Participants were recruited via email and an electronic flyer, as 

discussed in the MI section of this project and Appendix F. A reminder email to the providers 

was sent one week after the initial email to remind them to participate or complete the project’s 

components (Appendix F). 

Consent and Ethical Considerations 

This QI project complied with The University of Arizona Institutional Review Board 

(IRB) standards. The IRB approved all project components and required documentation on July 

9, 2020 (Appendix D). A disclosure (Appendix E) was included in the recruitment email, and 

consent was implied if participants complete the pre and post-surveys anonymously. To compare 

each participant’s pre and post-survey results, the participant created a four-digit code for both 

surveys. The only identifiable participant information is where the provider indicated the license 

they hold (MD, DO, NP, PA) on the pre-survey. Therefore, it was not necessary to take security 

measures that would protect participant information.  

Data Collection and Analysis 

The timeline for this QI project is outlined in Appendix I. A CAWC sponsor, Dr. Audrey 

Russell-Kibble, disbursed an initial recruitment email and electronic flyer to the volunteer 

medical providers within CAWC. The email contained the disclosure form which included 

voluntary participation, purpose of the project, and risks and benefits. The email included 

instructions on how to compete the pre-survey, PPT provider training, and post-survey. A 20-

minute evidence-based educational PPT presentation was administered via the PowerPoint 
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software program. The pre and post-survey questions were administered via Google Forms, 

therefore, providing convenience in terms of anonymity and usage. Data collected from the pre 

and post-surveys was analyzed using the Google Forms Survey system. The survey links and 

PPT were included and attached to the email. Data collection was done over a two-week period, 

with a follow up reminder one week prior to the end of the data collection period.  

Data analysis was utilized to answer the following QI project question: Will the 

implementation of a Migrant Well-Child Health Toolkit and training increase provider 

participation and knowledge in conducting well-child health assessments for migrant children at 

Catholic Community Services of Southern Arizona’s Casa Alitas Welcome Center in Tucson, 

AZ? We know that there is an improvement if providers reported gaining new knowledge and 

understanding about conducting well-child visits from the Migrant-Well-Child Health Toolkit 

provider training. An increase in migrant child health knowledge, confidence in performing well-

child health assessments on migrant children, and intent to conduct well-child health assessments 

based on the Migrant Well-Child Health Toolkit were the main outcomes. Categorical and 

ordinal data are reported in the form of frequencies and relative frequencies and displayed as a 

bar graph.  

RESULTS 

The purpose of this QI project was to implement the Migrant Well-Child Health Toolkit 

at CAWC that serves as a guideline for volunteer medical professionals in conducting 

comprehensive well-child examinations on migrant children. Additionally, the project aimed to 

increase provider participation and knowledge in conducting well-child health assessments on 

migrant children and provide initial validation of the tool.  
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Participants 

A total of 11 CAWC providers completed the pre-survey, and ten providers completed 

the post-survey. To better correlate the data and compare pre- and post-survey data, the provider 

that did not complete a post-survey, for unknown reasons, was eliminated from the project. As 

shown in Table 1, this convenience sample consisted of 10 participants (n=10) who completed 

the pre and post-surveys (Appendix G), comprised of six MDs, one DO, three NPs, and zero 

PAs. Among the eligible volunteer providers (93) at the local setting, the survey responses were 

gathered through electronic recruitment (via email and WhatsApp), leading to a response rate of 

10.8%. The surveys were collected over two weeks. Of the ten respondents, 60% were MDs, 

10% DOs, and 30% NPs with a primary medical specialty of family practice and pediatrics 

(including all sub-specialties). Pediatric practice is within all of the providers' scope of practice, 

and all providers have between 6-21+ years of experience, with 80% of providers having 21+ 

years of experience. Most of the providers have served as medical volunteers at CAWC for 2-3 

years.  
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Table 1  

Participant Demographic Characteristics 

Outcomes  

The pre and post-survey respondents answered questions surrounding the project’s 

outcomes: increase in knowledge in migrant child health, confidence in performing well-child 

health assessments, and intent to conduct well-child health assessments at CAWC. Additionally, 

the post-survey (Appendix G) included questions for the providers to answer as an initial 

validation of the toolkit. As displayed in the QI project timeline (Appendix I), this QI project's 

implementation occurred between 7/20/2020-8/3/2020.  

Knowledge in Migrant Child Health 

In the pre-survey, 30% of the providers, including two MDs and 1 DO, indicated that 

they have experience conducting well-child screenings on migrant children (Figure 2). In the 

Demographic Characteristic Category 
Number 

(n=10) 
Medical licensure MD 

DO 

NP 

PA 

6 

1 

3 

0 

Medical Specialty Family Practice 

Pediatrics (includes all sub-specialties) 

Obstetrics/Neonatology 

Emergency Medicine 

5 

5 

0 

0 

Years volunteered at Casa Alitas Less than 1 year 

2-3 years 

4-5 years 

5+ years 

4 

6 

0 

0 

Pediatric care within the scope of practice Yes 

No 
10 

0 

Years of pediatric experience Less than 1 year 

2-5 years 

6-10 years 

11-15 years 

16-20 years 

21+ years  

0 

0 

1 

0 

1 

8 
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post-survey, 70% of the providers, with 60% having 21+ years of pediatric experience, reported 

gaining new knowledge on conducting well-child assessments on migrant children after 

watching the PPT presentation (Figure 3). Most providers (60%) indicated on the pre-survey that 

they have not heard of trauma-informed care. After watching the PPT presentation and reviewing 

the toolkit, all providers (100%) correctly answered the true or false question that displayed the 

definition of trauma-informed care in the post-survey (Appendix G).  

Figure 2 

Experience Conducting Well-child Screenings on Migrant Children 
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Figure 3 

Gained New Knowledge in Conducting Well-child Assessments 

 

Confidence in Performing Well-Child Health Assessments 

In the pre-survey, five providers rated their comfort level with conducting well-child 

screenings as very comfortable (n= 4) or neutral (n=1), and five providers indicated that they 

were uncomfortable (n=4) or not all comfortable (n=1) (Figure 4). Six providers reported having 

experience with conducting well-child screenings using an EPSDT form in the pre-survey. In the 

post-survey, 70% of the providers rated themselves as very comfortable, and one provider scored 

themself as comfortable in conducting well-child screenings using an EPSDT form. In the pre-

survey, 80% of the providers indicated strongly agree (n=2), agree (n=5), neutral (n=1), and 

20% reported disagree (n=2) when asked if they were familiar with the CDC’s childhood 

immunization catch-up schedule. Nine providers stated that they strongly agreed (n=6) or 
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agreed (n=3) in being familiar with the CDC’s childhood immunization catch-up schedule in the 

post-survey after watching the PPT presentation and reviewing the toolkit.  

Figure 4 

Comfort Level Conducting Well-child Screenings (Pre-survey Results) 

 

Figure 5  

Comfort Level Conducting Well-child Screenings Using an EPSDT Form (Post-survey Results) 
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Intent to Conduct Well-Child Health Assessments at CAWC 

In the pre-survey, most providers rated themselves as interested in conducting well-child 

screenings on migrant children at CAWC, with six providers indicating yes and two providers 

indicating maybe. Two providers stated that they are not interested in conducting well-child 

screenings on migrant children at CAWC. There was no change in interest in the post-survey. 

When asked about the likelihood of providers conducting well-child screenings at CAWC in the 

pre-survey, six providers rated themselves as very likely (n=2), somewhat likely (n=1), and 

neutral (n=3) (Figure 6). Four providers rated themselves as somewhat unlikely (n=2) and not 

likely (n=2) (Figure 6). In the post-survey, five providers reported that they were very likely to 

conduct well-child screenings on migrant children at CAWC (Figure 7). Two providers rated 

themselves as somewhat likely, two providers somewhat unlikely, and one provider not likely 

(Figure 7).  

Figure 6 

Likelihood of Providers Conducting Well-child Screenings at CAWC (Pre-survey Results) 
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Figure 7 

Likelihood of Providers Conducting Well-child Screenings at CAWC (Post-survey Results) 

 

Initial Validation of the Toolkit 

The CAWC providers answered post-survey questions to evaluate and provide initial 

validation of the Migrant Well-Child Health Toolkit. The majority of the providers (90%) 

strongly agreed (n=6) or agreed (n=3) that the material in the toolkit presents information in a 

logical sequence. All providers (100%) agreed that the toolkit’s checklist breaks down the well-

child screening process into manageable, explicit steps. Most of the providers (90%) strongly 

agreed (n=5) or agreed (n=4) that the toolkit contains the resources and information necessary to 

conduct well-child screenings. The post-survey free-text questions 12-13 (Appendix G) asked the 

providers to offer recommendations for adding or removing elements to the toolkit. The 

providers denied the toolkit needing any additions or removal of resources. One provider 

commented that the toolkit “seems to be a quite thorough collection of valuable and relevant 
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information,” while another commented, “It is quite detailed/exhaustive……but I feel it is better 

to have it all available in one resource. The table of contents is quite helpful.” 

Post-survey question 14 (Appendix G) asked the providers to provide any additional 

feedback on the toolkit. One respondent inquired about the reading level of the CAWC parent 

letter (Appendix H, pg.80) and how it translated into other languages. Another provider stated, “I 

don't think Casa Alitas is the appropriate place to conduct well child screenings. They should be 

done when families get to their destination and establish care with a provider who can see them 

in an ongoing manner. There is too much stress and time constraints in the transit process. Also, 

most children from the affected countries have adequate vaccination but may not have the 

information at hand. Of course, this is all moot currently since no migrants are being allowed 

into the country.” One respondent stated, “I hope the program is able to start up before too long 

as it is so valuable in getting children and their families engaged and comfortable with a new 

system.” Three other providers reported that the toolkit was “Very comprehensive,” “Very well 

done and complete,” and an “Excellent resource which should prove very helpful in providing 

well child care at Casa Alitas Welcome Center.” 

DISCUSSION 

This QI project aimed to increase provider participation and knowledge in conducting 

well-child health assessments on migrant children by training them on the Migrant Well-Child 

Health Toolkit. This section explains the project findings, discusses the strengths and limitations 

of the project, evaluates the current literature, and offers implications for practice change and 

future research.  
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Summary 

Migrant families represent a diverse U.S. population, and studies consistently show 

significant health disparities between children of immigrant families and U.S. born children 

(AAP, 2020a; AAP, 2020b; Calvo & Hawkins, 2015). Overall, migrant families have decreased 

access to health insurance, use fewer health care services, and receive a lower quality of care 

(AAP, 2020b; Linton et al., 2019). The AAP recommends that all pediatric providers caring for 

immigrant children should evaluate their immunization adequacy, developmental surveillance, 

mental health, and physical health (AAP, 2013). The PI developed a Migrant Well-Child Health 

Toolkit based on current literature and tailored it to CAWC’s well-child clinic pilot program. 

The PI implemented the toolkit and delivered education to the CAWC providers to enhance their 

existing knowledge on migrant child health and assess their intent to conduct well-child 

screenings at CAWC. Additionally, the providers evaluated the toolkit and offered feedback for 

the initial validation of the tool and future implications for improvement. This QI project is the 

first of its kind, meaning that there were not any identified studies or projects on implementing a 

Migrant Well-Child Health Toolkit in any healthcare settings or migrant shelters and evaluating 

its usability by healthcare providers. 

The toolkit proves to have positively impacted CAWC providers’ migrant child health 

knowledge and participation in conducting well-child assessments on migrant children at 

CAWC, two aims of this project. CAWC providers also reported an increase in confidence in 

performing well-child screenings on migrant children and utilizing the toolkit. This project’s 

strength is that the educational intervention and pre- and post-surveys were reviewed by two 

pediatric providers and three committee members so that participants could easily understand 
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and complete all of the project components. The outcome data showed overall improvement 

from the pre-intervention baseline data to the post-intervention data. These findings indicate that 

another project strength is the modality in which the provider education was delivered, as 

evidenced by 90% of the providers reporting that the asynchronous PPT presentation's material 

explained how to use the toolkit's content. Additionally, the results from the pre- and post-

surveys show the toolkit offers the resources necessary to conduct well-child screenings at 

CAWC. Furthermore, all providers (100%) were able to identify where to obtain a hard copy of 

the toolkit and all of the necessary forms to complete a well-child screening at CAWC.  

Interpretation 

The findings from this intervention suggest that providers who had 16-21+ years of 

pediatric clinical experience gained confidence and new knowledge in conducting well-child 

assessments on migrant children. In the pre-survey, 30% (n=3) of the providers reported having 

experience performing well-child screenings on migrant children, and 40% (n=4) of providers 

have conducted well-child screenings using an EPSDT form. The likelihood of CAWC providers 

conducting well-child assessments increased by 40%, indicating that with thorough explanation 

and resource availability, such as a toolkit, providers are more inclined to conduct well-child 

checks at CAWC. Provider familiarity of the CDC’s immunization catch-up schedule also 

increased by 20%, suggesting that the toolkit is a helpful resource in supplying immunization 

guidelines for migrant children. The results of this project revealed the importance of healthcare 

providers understanding trauma-informed care (TIC) when caring for migrant families, as 

evidenced by 60% of CAWC providers who participated in this project not having prior 

knowledge of TIC. The necessity of understanding a TIC approach aligns with the current 
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literature that recommends utilizing TIC practices when working with immigrant and refugee 

families (Linton et al., 2017; SAMHSA, 2014).  

Implications  

Practice 

U.S. Customs and Border Protection (2020) reports that from October 2019 to August 

2020, 26,786 unaccompanied children, 48,393 family units, and 270,088 single adults have 

migrated across the U.S. Southwest border. Arizona is one of ten U.S. states that houses nearly 

three-quarters of children in immigrant families (Linton et al., 2016). Utilizing the Migrant Well-

Child Health Toolkit serves this population by assisting medical providers in conducting well-

child screenings in a culturally sensitive manner, aids the provider in building a rapport with the 

families, and empowers migrant families with the resources necessary to aid in their transition to 

their new life in the U.S (Triemstra & Monterrey, 2019). 

The aim of conducting comprehensive well-child assessments on these migrant children 

is that it will prepare them for school entry, identify immediate health needs, assess 

developmental milestones, and ensure vaccinations are up to date (AAP, 2020a; CDC, 2016; 

Hagan et al., 2017; Linton et al., 2019). Conducting these assessments will minimize any barriers 

for school entry once they arrive at their sponsor's home cities. While administering well-child 

assessments at CAWC is currently voluntary, this project's results promote an opportunity for 

providers to play a critical role in addressing access to care, addressing unique health risks and 

needs, and cultivating resiliency in these new Americans (Linton et al., 2016).  
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Education 

This project successfully delivered education to the CAWC providers about the Migrant 

Well-Child Health Toolkit, as discussed previously. To further enhance education on the toolkit, 

one of the respondents in this project recommended that the PPT presentation conduct a more in-

depth review of the toolkit's resources. This recommendation should be considered when 

delivering future provider education about an educational intervention such as a toolkit. 

Overall, the project enhanced provider knowledge on migrant child health and increased 

confidence in performing well-child health assessments on migrant children. Furthermore, the 

project increased providers' intent to conduct these screenings at CAWC, as showcased by the 

pre- and post-survey results. Therefore, the project’s anticipated outcomes were met, 

demonstrating the importance of this evidence-based intervention’s provider education for those 

serving migrant children. The education delivered in this project aligns with CAWC’s current 

initiatives, obtaining VFC status from the Pima County Health Department, and the well-child 

clinic pilot program. Understanding this population’s unique medical and mental health needs 

can allow for appropriate screening, treatment, and referrals (Triemstra & Monterrey, 2019).  

Research 

CAWC is the first known migrant shelter in the U.S. to conduct well-child screenings to 

prepare migrant children for school entry upon arriving at their sponsor’s home city. The 

Migrant Well-Child Health Toolkit is an evidence-based, comprehensive resource for providers 

caring for migrant children. Most participants in this project (90%) indicated that the toolkit 

contained the necessary resources to conduct well-child screenings. Additionally, all respondents 

indicated that the well-child screening checklist outlined the well-child assessment process into 
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manageable, explicit steps. The provider education delivered via an asynchronous platform 

proved ease of completion, suggesting that the Migrant Well-Child Health Toolkit and proposed 

educational program may be used in a larger setting and capacity to measure the toolkit's 

usability in other areas. Other settings include primary care, free clinics, FQHCs, and migrant 

shelters. 

In identifying barriers to implementing the toolkit and conducting well-child health 

assessments on migrant children, future research is needed to determine strategies for 

implementation and overcoming those challenges. When migrant families depart CAWC to their 

next destination, they lack the resources or information necessary, directing them to low-cost or 

free clinics that deliver primary care services to undocumented residents. Many migrant families 

avoid accessing healthcare because of the fear of being discovered by immigration officials 

(Ciaccia & John, 2016). A future project recommendation is to compile a contact list of the 

available healthcare settings that offer primary care at low-cost or free of charge residing within 

each U.S. state. Providing newly migrant families with this information encourages them to seek 

routine healthcare and manage chronic conditions, thus minimizing emergency care services and 

improve health outcomes.  

Policy 

A future recommendation is to incorporate TIC training into CAWC volunteer 

onboarding. Based on the pre-survey results of this project, only 60% of providers had heard of 

TIC. How an organization responds to trauma sets the foundation for the traumatic event's 

impact, experience, and future effects (Linton et al., 2017; SAMHSA, 2014). Organizations are 

encouraged to adopt a TIC approach when serving a vulnerable population, such as migrant 
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children, who may have experienced trauma (Miller et al., 2019). The organization must examine 

how the TIC method will benefit stakeholders, conduct an organizational assessment and change 

process, and involve guests and staff at all levels in the structural development process 

(SAMHSA, 2014). 

As minority and immigrant groups continue to grow in the U.S., addressing and 

eliminating healthcare disparities to improve minority health are essential (AHRQ, 2019). 

Nationally, federally funded Medicaid and Children’s Health Insurance Program (CHIP) is only 

available to “qualified” immigrants, such as lawful permanent residents with more than five 

years in that status, asylees, and refugees (AAP, 2020b). Currently, seven U.S. states provide 

medical coverage for children regardless of immigration status, and 27 U.S. states offer 

Medicaid/CHIP for lawfully residing children, regardless of entry date (AAP, 2020b). Arizona is 

among a minority of states that has not expanded healthcare access to immigrant, migrant, or 

undocumented children (AAP, 2020b). Children of immigrants are twice as likely to be 

uninsured than children in non-immigrant families and are less likely to have a usual source of 

medical and specialty care (AAP, 2020a). Therefore, this PI recommends that the state of 

Arizona expand its healthcare access to migrant children to ensure access to comprehensive, 

high-quality care that can support the health and well-being of migrant children toward an all-

encompassing vision of health equity (Turner et al., 2019). 

Limitations 

A primary limitation of this project was the small sample size of CAWC providers, 

indicating a lack of generalizability. Even though this project is not generalizable in other 

healthcare settings, the findings and information gathered may be utilized to enhance practice at 
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CAWC. Another limitation of this project is that the post-survey did not include questions 

identifying barriers to the CAWC providers conducting well-child assessments. This limitation 

can be addressed by including open-ended questions about providers indicating potential barriers 

to conducting well-child assessments at CAWC. 

When providers were asked to indicate their medical specialty on the pre-survey, the PI 

categorized the pediatric specialty as a general category versus including each pediatric sub-

specialty as an option. Since well-child screenings are primarily conducted in a primary care 

setting, not all CAWC providers may have experience administering well-child assessments if 

they served in a pediatric sub-specialty. This limitation offers further exploration in asking 

CAWC providers if they need additional training on conducting well-child screenings, which can 

affect their likelihood of participating in the well-child clinic pilot program. A recommendation 

to mitigate this is to assign a CAWC medical volunteer champion to provide this training to the 

providers requesting additional training. 

To minimize CAWC providers from not completing all project components, the PI sent 

an additional email before the project completion date to all CAWC providers indicating the 

participants who had completed a pre-survey but did not complete a post-survey. Despite these 

efforts, one respondent did not complete a post-survey and was eliminated from the study. This 

limitation did not have a drastic effect on the PI’s initial response rate goal of 10-15%.  

COVID-19 

The novel Coronavirus (COVID-19) is a viral illness that can spread from person to 

person through close contact by respiratory droplets when an infected person coughs, sneezes, or 

talks (CDC, 2020). The virus can also be contracted by touching a surface or object with the 
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virus on it and then touching one’s mouth, nose, or eyes, causing mild to severe illness (CDC, 

2020). Older adults and people of any age with underlying medical conditions or who are 

immunocompromised are at the highest risk of contracting this illness (CDC, 2020). This 

unprecedented global pandemic that quickly evolved in early 2020 sharply focused on the 

intersection of U.S. immigration and public health policy (Chishti & Pierce, 2020). 

The U.S. closed its northern and southern borders to nonessential and international travel 

and restricted domestic travel; the first time in history, such action has taken place (Chishti & 

Pierce, 2020). This action forced asylum seekers and other migrants to stay in Mexico or return 

to their home countries (Chishti & Pierce, 2020). The United Nations High Commissioner for 

Refugees (UNHCR) and International Organization of Migration (IOM) announced the 

temporary suspension of refugee resettlement worldwide (Chishti & Pierce, 2020). After this 

announcement, the State Department suspended U.S. refugee admissions (Chishti & Pierce, 

2020). 

Due to the COVID-19 U.S. travel restrictions placed on the southern border, migrant 

families traveling through CAWC has drastically decreased since March 2020. Therefore, this 

posed the question: Is the Migrant Well-Child Health Toolkit developed to complement 

CAWC’s well-child clinic pilot program initiative currently a priority? This was a question the 

PI speculated would affect CAWC provider participation in this QI project. During this 

pandemic, the main public health initiative is infection control and prevention, not well-child 

screenings. However, there will be an end to this pandemic, and when U.S. borders are re-opened 

to travelers and migrants, performing well-child screenings on migrant children traveling to the 

U.S. will be vital more than ever. 
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Despite the pandemic and based on this project’s results, the toolkit proves to be a helpful 

resource for providers administering well-child screenings on migrant children. The pandemic 

did not affect the overall project provider response rate or any other components of this project. 

The pandemic opened a door of opportunity for this PI to accompany Dr. Russell-Kibble and 

initiate telehealth visits at CAWC to conduct remote well-child screenings on migrant children 

(Gelt, 2020). Telehealth technology has received more recognition within the medical 

community since the pandemic began and offered an alternative solution to conducting well-

child screenings remotely. During the COVID-19 pandemic, telehealth has become a necessary 

tool to interact with patients from afar, especially medically underserved and rural populations, 

and minimize the spread of COVID-19.  

DNP Essentials Addressed 

The Doctor of Nursing Practice (DNP) Essentials outline the curricular elements and 

competencies that must be present in programs conferring the DNP degree (American 

Association of Colleges of Nursing [AACN], 2006). The DNP curriculum is conceptualized as 

having two components. The first component, DNP Essentials one through eight, are the 

foundational competencies deemed essential for all graduates of a DNP program regardless of 

specialty or functional focus (AACN, 2006). The second component, specialty competencies, 

and content prepare the DNP graduate for those practices and didactic learning experiences for a 

specialty, such as a Family Nurse Practitioner (FNP) (AACN, 2006). Specialty competencies are 

delineated by national specialty nursing organizations (AACN, 2006). 

DNP Essential II, Organizational and Systems Leadership for Quality Improvement and 

Systems Thinking includes direct care and focuses on the needs of a panel of patients, a target 
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population, or a broad community (AACN, 2006). DNP graduates must assess the impact of 

practice policies and procedures on meeting the health needs of the patient populations they 

serve (AACN, 2006). Proficiency in quality improvement strategies and creating and sustaining 

changes at the organizational and policy level are competencies DNP graduates must possess 

(AACN, 2006). Additionally, DNP graduates are prepared to develop and evaluate care delivery 

approaches that meet patient populations’ current and future needs based on scientific findings in 

nursing and other clinical, organization, political, and economic sciences 

(AACN, 2006). 

DNP Essential VII, Clinical Prevention and Population Health for Improving the Nation’s 

Health, is the underpinning for implementing clinical prevention and population health activities 

central to achieving the national goal of improving the U.S. population’s health status (AACN, 

2006). Consistent with this national call for action and with the longstanding focus on health 

promotion and disease prevention in nursing, the DNP graduate has a foundation in clinical 

prevention and population health (AACN, 2006). Additionally, this DNP Essential enables the 

graduate to synthesize concepts, including psychosocial dimensions and cultural diversity, 

related to clinical prevention and population health (AACN, 2006). This DNP Essential is 

achieved by developing, implementing, and evaluating interventions to address health promotion 

and disease prevention efforts, improve health status, and address gaps in the care of individuals, 

aggregates, or populations (AACN, 2006). 

DNP Essential VIII, Advanced Nursing Practice, offers the foundational element to 

conduct a comprehensive and systematic assessment of health and illness parameters in complex 

situations while incorporating diverse and culturally sensitive approaches (AACN, 2006). The 
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DNP graduate is prepared to design, implement, and evaluate therapeutic interventions based on 

nursing science and current literature (AACN, 2006). Additionally, developing and sustaining 

therapeutic relationships and partnerships with patients and other professionals to facilitate 

optimal care and patient outcomes aligns with this DNP Essential. The DNP graduate 

demonstrates advanced clinical judgment, systems thinking, and accountability in designing, 

delivering, and evaluating evidence-based care to improve patient outcomes (AACN, 2006). 

This evidence-based QI project meets DNP Essentials II, VII, and VIII by ensuring 

accountability for the quality of healthcare and patient safety for the migrant child population 

CAWC serves. A manual and protocol were created for performing comprehensive well-child 

assessments on migrant children to improve this population's health status, prepare them for 

school entry, identify immediate health needs, assess developmental milestones, and ensure 

vaccinations are current. This project's theoretical framework delivered a culturally sensitive and 

TIC approach that promotes resiliency and mitigates the adverse outcomes of trauma for migrant 

and refugee families. Additionally, the project emphasized collaboration with CAWC 

stakeholders in planning the project's sustainability and dissemination to the organization and 

other networks of migrant shelters across the U.S.-Mexico border.  

Conclusions 

The purpose of this QI project was to implement an educational intervention, a Migrant 

Well-Child Health Toolkit, at CAWC that will serve as a guideline for volunteer medical 

professionals in conducting comprehensive well-child examinations on migrant children upon 

arrival to the welcome center. The project met its outcomes to increase knowledge in migrant 

child health, confidence in performing well-child screenings on migrant children, and provider 
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intent to conduct well-child assessments at CAWC, according to the Migrant Well-Child Health 

Toolkit’s recommendations. Furthermore, the findings suggest that the toolkit was developed 

with high-quality evidence, clear presentation, and offers the resources necessary to conduct 

well-child screenings at CAWC. 

A review of the literature revealed that the immigrant population arrives with unique 

healthcare needs and is more likely to immigrate with pre-existing health conditions and 

exposure to traumatic events because of their turbulent migration histories (Seery et al., 2015). 

Current literature recommends that all healthcare providers caring for migrant children should 

evaluate their immunization adequacy, developmental surveillance, mental health, and physical 

health upon arrival to the U.S. (AAP, 2015; CDC, 2016; WHO, 2020; SAMHSA, 2014). The 

data obtained serves an initial step to inform future efforts that promote health equity and guides 

an implementation strategy to integrate the Migrant Well-Child Health Toolkit into clinical 

practice when caring for migrant children. This project has the potential to change the way care 

is delivered to migrant children in shelters across the U.S.-Mexico Border.  

Plan for Sustainability  

Due to the current political climate and COVID-19 pandemic, there has been a dramatic 

decrease in migrant families entering the U.S. for asylum. The decline in migrant families 

traveling through CAWC has reduced the necessity for volunteer providers. The reduced number 

of daily volunteers at CAWC also limits exposure to and transmission of COVID-19. Therefore, 

the well-child clinic pilot program is currently on hold until the pandemic resolves, and U.S. 

policies allow migrants to reside in the U.S. until their immigration court hearing. The current 

plan is to continue utilizing the Migrant Well-Child Health Toolkit to conduct well-child 
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screenings at CAWC once the number of migrant children arrivals to CAWC increases (Lopez, 

2020). 

Plan for Dissemination 

CAWC is presently collaborating with UNICEF and Save The Children to present the 

Migrant Well-Child Health Toolkit to other U.S.-Mexico border shelters (Lopez, 2020). Current 

efforts are to provide psychological and trauma support to migrant families and develop provider 

networks to employ well-child screenings at various U.S.-Mexico Border shelters (Lopez, 2020). 

Dissemination of this project during one of the monthly meetings that include several U.S.-

Mexico Border migrant shelters extending from California to Texas is currently underway 

(Lopez, 2020). The PI presented this project’s findings to CAWC and stakeholders via an 

asynchronous Zoom meeting electronic poster presentation on October 30, 2020. Overall, this 

project was well-received by the CAWC providers and staff. There were no recommendations 

provided to alter the toolkit’s components. 

An American Association of Nurse Practitioners (AANP) 2021 poster presentation 

abstract “On Nurse Practitioners Caring For The Migrant Child” is currently awaiting approval 

(Russell-Kibble & Warne, 2020). The poster presentation is to present the Migrant Well-Child 

Health Toolkit and a comprehensive model for nurse practitioners caring for migrant children at 

the AANP 2021 National Conference. An AANP article, “The Impact of Clinical Training on 

Migrant Healthcare,” is currently in process for publication (Prettyman et al., 2020). The article 

discusses the migrant population's unique needs, CAWC’s role in migrant health, the 

development of the well-child clinic pilot program and pediatric clinical rotation, and the 
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Migrant Well-Child Health Toolkit (Prettyman et al., 2020). Furthermore, the PI plans to submit 

this QI project's data results to the AANP for future publication. 
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APPENDIX A: 

TERMS RELATED TO IMMIGRANT CHILDREN 
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Term Definition 

Child of an immigrant family (CIF) A child who has at least one foreign-born 

parent. 

Second-generation immigrant child A child born outside the country to which 

they immigrated. 

Refugee/asylum-seeker Someone who has been forced to flee his or 

her country because of persecution, war, 

violence, and has or seeks legal residence in 

another country. 

Stateless person Someone who is not considered as a national 

by any country. 

Unaccompanied immigrant child A child who immigrates without a parent or 

adult guardian. 

Unauthorized immigrant A foreign-born resident without legal status 

(i.e., temporary worker, lawful permanent 

resident, citizen).  

Migrant A person who moves away from his or her 

place of usual residence, whether within a 

country or across an international border, 

temporarily or permanently for a variety of 

reasons.  
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Migrant Well-Child Health Toolkit 

 

Adriana Warne 

 

The purpose of this QI project is to implement and evaluate the Migrant Well-Child Health 

Toolkit at Casa Alitas in Tucson, AZ that will serve as a guideline for volunteer medical 

professionals in conducting comprehensive well-child examinations on migrant children upon 

arrival to the shelter. The aim of conducting comprehensive well-child assessments on these 

migrant children is that it will prepare them for school entry, identify immediate health needs, 

assess developmental milestones, and ensure vaccinations are up to date. This project offers 

education to Casa Alitas volunteer medical providers on the use of the Migrant Well-Child 

Health Toolkit to improve the health and well-being of migrant children and to evaluate the 

toolkit for the initial validation of the tool.  

 

If you choose to partake in this project, you will be asked to complete a pre-survey, watch a 

recorded PowerPoint presentation, and complete a post-survey. It will take approximately 30 

minutes to complete all components. There are no foreseeable risks and no immediate benefits to 

participating in this project. Survey responses are anonymous.  

 

Participation in this project is voluntary and refusal to participate will not involve any penalty. 

Withdrawal at any time may occur. Additionally, you do not give up any personal legal rights by 

becoming a participant in this project. You agree to have your responses used for this project. 

 

For questions, concerns, or complaints about the project, you may call Adriana Warne, BSN-RN, 

DNP-FNP candidate, at 815-975-10149 or awarne@email.arizona.edu.  

 

mailto:awarne@email.arizona.edu
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APPENDIX F: 

RECRUITMENT MATERIALS 
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APPENDIX G: 

EVALUATION INSTRUMENTS (MIGRANT WELL-CHILD HEALTH TOOLKIT PRE-

SURVEY; THE MIGRANT WELL-CHILD HEALTH TOOLKIT; MIGRANT WELL-CHILD 

HEALTH TOOLKIT POST-SURVEY) 
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Migrant Well-Child Health Toolkit Pre-Survey 

Please complete this pre-survey in its entirety before watching the Migrant Well-Child Health 

Toolkit recorded PowerPoint (PPT) presentation. Your responses will remain anonymous. 

 

1. Please create a four-digit code (Example: 0829).  

Write down or remember this code, it is to compare results with your post-survey. Your 

identity will remain anonymous. Thank you! 

____________________ 

 

2. Please indicate your medical licensure below. 

a. MD  

b. DO 

c. NP 

d. PA 

 

3. How long have you served at Casa Alitas? 

a. Less than 1 year 

b. 2-3 years 

c. 4-5 years 

d. 5+ years 

 

4. Is providing pediatric care within your scope of practice? 

a. Yes 

b. No 

 

5. What is your medical specialty? 

a. Family practice 

b. Pediatrics (includes all sub-specialties) 

c. Obstetrics/Neonatology 

d. Emergency medicine 

 

6. How many years of pediatric experience do you have? 

a. Less than 1 year 

b. 2-5 years 

c. 6-10 years 

d. 11-15 years 

e. 16-20 years 

f. 21+ years 

 

7. Please rate your comfort level with conducting well-child screenings below.  

Well-child screenings include a physical exam, anthropometric measurements, age-

appropriate screenings (vision, hearing, oral health, and nutrition), developmental 
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surveillance, anticipatory guidance, social-emotional health surveillance, and age-

appropriate labs and immunizations. 

1. Very comfortable 

2. Somewhat comfortable 

3. Neutral 

4. Not very comfortable 

5. Not at all comfortable 

 

8. Do you have experience in conducting well-child screenings on migrant children? 

1. Yes 

2. No 

 

9. Are you interested in conducting well-child screenings on migrant children at Casa 

Alitas? 

a. Yes 

b. No 

c. Not sure 

 

10. How likely are you to conduct well-child health screenings on migrant children at Casa 

Alitas? 

a. Very likely 

b. Somewhat likely 

c. Not sure 

d. Somewhat unlikely 

e. Not likely 

 

11. Have you ever conducted a well-child screening using Arizona’s Early and Periodic 

Screening, Diagnostics, and Treatment (EPSDT) forms? 

a. Yes  

b. No 

 

12. Are you familiar with the CDC’s childhood immunization catch-up schedule? 

1. Strongly agree 

2. Agree 

3. Neutral 

4. Disagree 

5. Strongly disagree 

 

13. Have you ever heard of trauma-informed care? 

3. Yes 

4. No 

5. Maybe 

Google Forms Pre-Survey Link: https://forms.gle/i7S7uXwFiyTD76gs7 
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THE MIGRANT WELL-CHILD HEALTH TOOLKIT 
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Migrant Well-Child Health Toolkit Post-Survey 

Please complete this post-survey in its entirety after watching the Migrant Well-Child Health 

Toolkit recorded PPT presentation. Your responses will remain anonymous. 

 

1. Please indicate your four-digit code from your pre-survey (Example: 0829).  

This is to compare results with your pre-survey. Your identity will remain anonymous. 

Thank you! 

____________________ 

 

1. Are you interested in conducting well-child screenings on migrant children at Casa 

Alitas? 

a. Yes 

b. No 

c. Maybe 

 

2. How likely are you to conduct well-child health screenings on migrant children at Casa 

Alitas? 

a. Very likely 

b. Somewhat likely 

c. Not sure 

d. Somewhat unlikely 

e. Not likely 

 

3. Please rate your comfort level with conducting well-child screenings using an EPSDT 

form below.  

Well-child screenings include a physical exam, anthropometric measurements, age-

appropriate screenings (vision, hearing, oral health, and nutrition), developmental 

surveillance, anticipatory guidance, social-emotional health surveillance, and age-

appropriate labs and immunizations. 

a. Very comfortable 

b. Somewhat comfortable 

c. Neutral 

e. Not very comfortable 

f. Not at all comfortable 

 

4. I am familiar with the CDC’s childhood immunization catch-up schedule. 

a. Strongly agree 

b. Agree 

c. Neutral 

d. Disagree 

e. Strongly disagree 
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5. Trauma-informed care is the knowledge and understanding of trauma and its widespread 

implications. It is grounded in the principle that systems and practices should promote 

healing, rather than worsen, the negative impacts of trauma. 

a. True 

b. False 

 

6. The material presented in the PPT presentation explains how to use the toolkit’s content. 

a. Strongly agree 

b. Agree 

c. Neutral 

d. Disagree 

e. Strongly disagree  

 

7. The material presented in the Migrant Well-Child Health Toolkit presents information in 

a logical sequence.  

a. Strongly agree 

b. Agree 

c. Neutral 

d. Disagree 

e. Strongly disagree  

 

8. The Migrant Well-Child Health Toolkit checklist breaks down the well-child screening 

process into manageable, explicit steps. 

a. Agree 

b. Disagree 

 

9. The Migrant Well-Child Health Toolkit contains the resources and information necessary 

to conduct well-child screenings. 

a. Strongly agree 

b. Agree 

c. Neutral 

d. Disagree 

e. Strongly disagree  

10. Did you gain new knowledge in conducting well-child assessments on migrant children 

after watching the PPT presentation? 

a. Yes 

b. No 

 

11. A hard copy of the Migrant Well-Child Health Toolkit and all necessary forms to 

complete a well-child screening are located: 

a. At the front desk 

b. In Diego’s office 

c. The medical volunteer room 

d. None of the above 



 

 

 

116 

 

12. Is there anything that you would like to see added to the Migrant Well-Child Health 

Toolkit? 

___________________________________________ 

13. Is there anything that you would recommend removing from the Migrant Well-Child 

Health Toolkit? 

___________________________________________ 

 

14. Please provide any additional feedback below. Your feedback is much appreciated and 

will help improve the Migrant Well-Child Health Toolkit. 

___________________________________________ 

Google Forms Post-Survey Link: https://forms.gle/ym2rU3GZuYSs9HN98 
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APPENDIX H: 

PARTICIPANT MATERIAL (POWERPOINT PRESENTATION) 
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APPENDIX I: 

PROJECT TIMELINE 
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APPENDIX J: 

LITERATURE REVIEW GRID 
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Pub. Year Author’s Last 

Name 
Title of Publication Type of Study 

Main Outcomes or 

Findings 

Support for and or Link to 

Project 

Avila & Bramlett (2012) Language and immigrant 

status effects on disparities 

in Hispanic children’s health 

status and access to health 

care 

Qualitative study The objective of this study 

was to estimate 

Hispanic/non-Hispanic (nH)-

white health disparities and 

assess the extent to which 

disparities can be explained 

by immigrant status and 

household primary language.  

 

Hispanic/non-Hispanic white 

health disparities in children 

are largely driven by that 

portion of the Hispanic 

population that is newly-

arrived to this country or 

does not speak English 

primarily in the household. 

Compared with 

nonimmigrant Hispanic 

children, first-generation 

Immigrant Hispanic children 

are about four times as likely 

to be in fair/poor overall 

health or fair/poor dental 

health, more than three times 

as likely to lack consistent 

insurance coverage, and 

almost six times as likely to 

be uninsured. 

Baauw et al. (2019) Health needs of refugee 

children identified on arrival 

in reception countries 

Systematic review The study aimed to perform 

a systematic review of the 

literature to describe the 

health status of refugee 

children on entering 

reception countries. 

 

This systematic review 

showed that refugee children 

exhibit high estimated 

prevalence rates for anemia 

(14%), haemoglobinopathies 

(4%), chronic hepatitis B 

(3%), latent tuberculosis 

infection (11%) and vitamin 

D deficiency (45%) on entry 

Refugee children entering 

reception countries should 

receive comprehensive 

health assessments based on 

the outcomes of this 

systematic review, national 

budgets, cost-effectiveness 

and personal factors of the 

refugees.  

 

The health assessment 

should be tailored to 

individual child health needs 

depending on preflight, flight 

and post-arrival conditions. 
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Project 

in reception countries. 

Approximately one-third of 

refugee children had 

intestinal infection. 

Nutritional problems ranged 

from wasting and stunting to 

obesity. 

Calvo & Hawkins (2015) Disparities in quality of 

healthcare of children from 

immigrant families in the US 

Qualitative study The objective of this study 

was to examine disparities in 

quality of pediatric primary 

care among children from 

immigrant families in the 

U.S. 

 

Not even third-generation 

Hispanic and Black children 

reached parity with third-

generation White children on 

reported amount of time that 

providers devoted to their 

care and on providers’ 

sensitivity to their family’s 

values and customs.  

 

Disparities in reports of 

providers listening carefully 

to caregivers disappeared 

after adjusting for 

confounders, and only 

families headed by 

immigrant parents reported 

receiving less specific 

health-related information 

The study suggests that it is 

important to develop 

interventions that help 

healthcare professionals to 

learn how different types of 

immigrant families perceive 

the interactions with the 

healthcare system and how 

to deliver care that increases 

the satisfaction of children 

from different racial/ethnic 

groups. 

 

These findings support the 

idea that providing access to 

healthcare for minority 

children from immigrant 

families, although critical, is 

not enough and that 

relational aspects of primary 

care are essential to ensure 

high-quality pediatric care. 
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Project 

than the families of native-

born White children. 

Gelatt (2016) Immigration status and the 

healthcare access and health 

of children of immigrants 

Qualitative study Examination of how 

children’s and parents’ 

immigration status (U.S. 

born, legal immigrant, or 

undocumented) is associated 

with children’s access to 

insurance and healthcare and 

with children’s physical 

health. 

 

Undocumented immigrant 

children face severely 

constrained access to health 

insurance and a usual source 

of healthcare, while children 

with foreign-born parents 

have lower global health 

status than children with 

U.S.-born parents. Children 

with undocumented parents 

may have less access to a 

doctor diagnosis for common 

childhood ailments 

Without being eligible for 

public insurance, many 

undocumented children lack 

health insurance and a usual 

healthcare provider, even in 

a part of the country with 

substantial experience 

serving immigrant families. 
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Project 

Hacker et al. (2015) Barriers to health care for 

undocumented immigrants 

Systematic review Reviewed the literature on 

barriers to health care for 

undocumented immigrants 

and identifying strategies 

that have or could be used to 

address these barriers. 

 

Barriers to health care for 

undocumented immigrants 

go beyond policy and range 

from financial limitations, to 

discrimination and fear of 

deportation.  

Recommendations identified 

included advocating for 

policy change to increase 

access to health care for 

undocumented immigrants, 

providing novel insurance 

options, expanding safety net 

services, training providers 

to better care for immigrant 

populations, and educating 

undocumented immigrants 

on navigating the system. 

Jacquez et al. (2016) Health care use and barriers 

to care among Latino 

immigrants in a new 

migration area 

Qualitative study Cincinnati does not include 

linguistically and culturally 

appropriate services to meet 

the need of the growing 

Latino immigrant 

community. In order to guide 

development of appropriate 

health care services a 

community- based study was 

conducted to understand 

health care use, barriers to 

health care, perceptions of 

health care, and health care 

needs of Latino immigrants. 

 

Results revealed significant 

health care barriers, which 

Latino immigrants attribute 

to language, lack of quality 

Participants relied on 

community clinics for care 

more often than is seen in 

nationwide Hispanic 

samples. 

 

Results suggest that the 

shortage of established social 

support networks and health 

care infrastructure in new 

Latino growth areas 

exacerbate the health care 

obstacles experienced by 

Latino immigrants 

throughout the country. 
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Project 

interpreters, documentation 

status, and discrimination. 

Keller (2017) Pre-migration trauma 

exposure and mental health 

functioning among Central 

American migrants arriving 

at the U.S. border 

Qualitative study This study sought to examine 

pre-migration trauma 

exposure and current mental 

health functioning of migrant 

families arriving at the U.S. 

border from the Northern 

Triangle region, with 

specific attention to the 

reasons offered for leaving 

their home country and the 

frequency with which 

migrant families appear to 

satisfy legal criteria for 

asylum.  

 

Based on self-report 

symptom checklists, 32% of 

the sample met diagnostic 

criteria for PTSD, 24% for 

depression, and 17% for both 

disorders. Examining these 

data against the criteria for 

asylum in the U.S., we found 

that 70% of the overall 

sample (n = 159) met criteria 

for asylum, including 80% of 

those from El Salvador, 74% 

from Honduras, and 41% 

from Guatemala. 

These findings suggest that 

the majority of Central 

American migrants arriving 

at the U.S. border have 

significant mental health 

symptoms in response to 

violence and persecution, 

and warrant careful 

consideration for asylum 

status. 

 

Roughly one third of the 

participants endorsed 

clinically significant PTSD 

symptoms and one quarter 

endorsed symptoms 

consistent with a major 

depressive disorder. 
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Kroening et al. (2016) Developmental screening of 

refugees 

Qualitative study Used the Health Belief 

Model to guide key-

informant interviews and 

focus groups with health care 

providers and refugee 

parents to explore key 

elements needed for 

developmental screening.  

 

24 themes in 4 domains were 

identified: values/beliefs 

about development/ 

disability, practices around 

development/disability, the 

refugee experience, and 

feedback specific to the 

Parents’ Evaluation of 

Developmental Status 

screen.  

 

Most participants denied a 

word for “development” in 

their primary language and 

reported limited awareness 

of developmental milestones. 

Cultural and community-

specific values and practices 

related to child development 

and barriers and facilitators 

to screening were examined. 

 

Refugee perspectives on 

child development may 

influence a parent’s 

recognition of and response 

to developmental concerns. 

Despite challenges, 

standardized screening was 

supported. 

Lindsay et al. (2018) Exploring how the home 

environment influences 

eating and physical activity 

habits of low-income, Latino 

children of predominantly 

immigrant families 

Qualitative study The purpose of this study 

was to explore low-income 

Latino parents’ beliefs, 

parenting styles, and 

parenting practices related to 

their children’s eating and 

physical activity behaviors 

while at home. 

This study provides 

information about how the 

home environment may 

influence low-income Latino 

preschool children’s eating 

and physical activity habits. 

This may be useful for health 

promotion and disease 
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Project 

Data analyses revealed that 

most parents recognize the 

importance of healthy eating 

and PA for their children and 

themselves. However, daily 

life demands including 

conflicting schedules, long 

working hours, financial 

constraints, and 

neighborhood safety 

concerns, etc., impact 

parents’ ability to create a 

home environment 

supportive of these 

behaviors. 

prevention efforts targeting 

low-income Latino families 

with young children, and for 

developing home-based and 

parenting interventions to 

prevent and control 

childhood obesity among 

this population group. 

 

Pediatric healthcare 

providers can play an 

important role in facilitating 

communication, providing 

education, and offering 

guidance to low-income 

Latino parents that support 

their children’s development 

of early healthy eating and 

PA habits, while taking into 

account daily life barriers 

faced by families. 

Maclean et al. (2019) Mental health of children 

held at a United States 

immigration detention center 

Qualitative study The authors assessed the 

mental health of children 

held at a US immigration 

detention center over two 

months in mid-2018. 

 

Among the 425 children 

studied, many demonstrated 

elevated scores for emotional 

problems (32%), peer 

problems (14%) and total 

difficulties (10%) on the 

This data demonstrates that 

children being held in 

immigration detention 

experience high levels of 

mental health distress. 

Results suggest they would 

benefit from more 

comprehensive mental health 

screening and release into 

the community, as well as 

culturally responsive and 
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SDQ. Younger children (age 

4–8 years) demonstrated 

more difficulties associated 

with conduct, hyperactivity, 

and total difficulties 

compared to older children.  

 

Children who had been 

forcibly separated from their 

mothers demonstrated 

significantly more emotional 

problems and total 

difficulties than those who 

had never been separated. Of 

the 150 children who 

completed the PTSD-RI, 

17% had a probable 

diagnosis of PTSD. In all, 

nearly half (44%) of all 

children demonstrated at 

least one emotional or 

behavioral concern. 

trauma-informed mental 

health care. 

Markkula et al. (2018) Use of health services among 

international migrant 

children 

Systematic review This study aimed to describe 

patterns of use of health 

services of international 

migrant children and 

differences to respective 

native populations. 

 

The reasons for differing use 

of health services among 

migrant children could be 

categorized into family-

The study found the use of 

emergency and hospital 

services was found to be 

higher in migrant children 

than native populations, 

which appears to indicate 

problems in accessing care at 

earlier stages or more 

appropriate places. 
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related (such as fear, stigma, 

lack of trust, financial 

difficulties, problems in 

navigating new healthcare 

systems, lack of awareness 

of rights); those related to 

health professionals 

(communication problems, 

misconceptions, cultural 

barriers), and structural 

problems related to 

healthcare systems (lack of 

entitlement to care or 

restrictions to use, problems 

in physical access).  

Among migrants with 

undocumented immigration 

status, lack of awareness of 

their rights and functioning 

of health care systems, fear, 

and economic reasons may 

be the most important. 

 

For refugees and asylum 

seekers, barriers to care are 

often related to legal 

entitlement, but 

organizational barriers and 

lack of provider expertise 

also influence their access to 

care. 

Martinez et al. (2015) Evaluating the impact of 

immigration policies on 

health status among 

undocumented immigrants 

Systematic review A systematic review of the 

literature was conducted to 

assess and understand how 

these immigration policies 

and laws may affect both 

access to health services and 

health outcomes among 

undocumented immigrants. 

 

The articles showed a direct 

relationship between anti-

immigration policies and 

their effects on access to 

health services. In addition, 

as a result of these policies, 

undocumented immigrants 

were impacted by mental 

Suggested intervention 

includes the promotion of 

cultural diversity training 

and the development of 

innovative strategies to 

support safety-net health 

care facilities serving 

vulnerable populations. 
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health outcomes, including 

depression, anxiety, and 

post-traumatic stress 

disorder. 

Mendoza et al. (2017) The effects of economic and 

sociocultural stressors on the 

well-being of children of 

Latino immigrants living in 

poverty 

Qualitative study This study explored whether 

preschoolers’ physical (body 

mass index [BMI] and 

salivary cortisol levels) and 

psychological 

(internalizing/externalizing 

behaviors) well-being were 

predicted by economic 

hardship, as has been 

previously documented, and 

further, whether parental 

immigration related stress 

and/or acculturation level 

moderated this relationship 

in low-income Latino 

families. 

 

Children’s salivary cortisol 

was predicted by an 

interaction between 

economic hardship and 

acculturation, with lower 

cortisol values except when 

children were protected by 

both lower acculturation and 

lower economic hardship. 

 

Both internalizing and 

externalizing behaviors were 

The effects of economic 

hardship on the well-being of 

young children of Latino 

immigrants may depend on 

concurrent experiences of 

sociocultural stress, with 

detrimental effects emerging 

for these outcomes only 

when economic hardship and 

sociocultural stressors are 

high. 
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predicted by an interaction 

between economic hardship 

and immigration-related 

stress, with highest behaviors 

among children whose 

parents reported high levels 

of both economic hardship 

and immigration-related 

stress. 

Pesantes & Documet (2016) Helping undocumented 

children in an emerging 

Latino community 

Qualitative study To describe and discuss the 

limitations of strategies that 

mothers of undocumented 

Latino children use in an 

emerging community to 

address the health needs of 

their children. 

 

Mothers of undocumented 

Latino children struggle to 

secure healthcare for their 

children. Based on the 

principles of familismo and 

personalismo, they rely on 

social support networks such 

as friends, relatives and 

fellow churchgoers to secure 

information about available 

healthcare options.  

 

Despite the willingness of 

social and health service 

providers to help them 

access healthcare, options 

Undocumented children are 

a particularly vulnerable 

group and any sustainable 

strategy to address their 

needs would require 

structural changes in existing 

health services to ensure that 

undocumented children’s 

lives are not affected by poor 

health. 
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are limited and depend on 

the actions of individuals 

rather than organized 

solutions. 

Philbin & Ayon (2016) Luchamos por nuestros 

hijos: Latino immigrant 

parents strive to protect their 

children from the deleterious 

effects of anti-immigration 

policies 

Qualitative study The purpose of this study is 

to examine the strategies 

used by Latino immigrant 

parents to protect their 

children from the deleterious 

effects of anti-immigration 

policies. 

 

Study highlights the strength 

and resiliency of immigrant 

parents as they strive to 

mitigate the harm of anti-

immigrant policies on their 

children. 

 

Common strategies to 

protect their children focus 

on securing and promoting 

safety and well-being (let 

children live their childhood, 

be prepared, consejos), 

enhancing their own capacity 

to provide (pursue education, 

obtain papers), and engaging 

in change efforts within their 

community. 

 

Parents believed these efforts 

could diminish the negative 

Immigrant Latino 

communities will be better 

served in the future if 

engaged professionals 

incorporate empowerment 

and strength-based models 

within their practice. 
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effects of anti-immigration 

policies. 

Reza et al. (2016) Oral health status of 

immigrant and refugee 

children in North America 

Systematic review The aim of this scoping 

review was to assess the oral 

health status of the children 

of refugees and immigrants 

(“newcomers”); the barriers 

to appropriate oral health 

care and use of dental 

services; and clinical and 

behavioral interventions for 

this population in North 

America. 

 

In general, children of 

newcomers exhibit poorer 

oral health compared with 

their non-newcomer 

counterparts. This population 

faces language, cultural and 

financial barriers that, 

consequently, limit their 

access to and use of dental 

services. Intervention 

programs, such as 

educational courses and 

counseling, targeting 

newcomer parents or their 

children are helpful in 

improving the oral health 

status of this population. 

The disparity in dental caries 

between children of 

newcomers and their 

counterparts can be reduced 

by improving their parents’ 

literacy in the official 

language(s) and educating 

parents regarding good oral 

health practices.  
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Rhodes et al. (2015) The impact of local 

immigration enforcement 

policies on the health of 

immigrant Hispanics/Latinos 

in the United States 

Qualitative study The study aimed to 

understand how local 

immigration enforcement 

policies affect the utilization 

of health services among 

immigrant Hispanics/Latinos 

in North Carolina. 

 

No significant differences in 

utilization of prenatal care 

before and after 

implementation of section 

287(g) of the Immigration 

and Nationality Act and the 

Secure Communities 

program (authorized local 

law enforcement agencies to 

enforce federal immigration 

laws). 

 

On the individual-level 

analysis, Hispanic/Latina 

mothers sought prenatal care 

later and had inadequate care 

when compared with non-

Hispanic/Latina mothers.  

 

Participants reported 

profound mistrust of health 

services, avoiding health 

services, and sacrificing their 

health and the health of their 

family members. 

Interventions are needed to 

increase immigrant 

Hispanics/Latinos’ 

understanding of their rights 

and eligibility to utilize 

health services. Policy-level 

initiatives are also needed 

(e.g., driver’s licenses) to 

help undocumented persons 

access and utilize these 

services. 
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Rubio-Hernandez & Ayon 

(2015) 

Pobrecitos los Niños: The 

emotional impact of anti-

immigration policies on 

Latino children 

Qualitative study The purpose of this study is 

to examine the perceptions 

of Latino immigrant parents 

on the emotional impact of 

anti-immigration policies on 

their children in the state of 

Arizona. 

 

The emotional impact 

experienced by Latino 

children is summarized in 

the following themes; 

concern and sense of 

responsibility, fear and 

hypervigilance, sadness and 

crying, and depression. 

 

Findings indicate parents 

observed a range of 

behavioral changes in their 

children following the 

passage of anti-immigration 

legislation. 

Parents expressed their 

children displayed 

hypervigilance, constant 

sadness and crying. In some 

instances, the changes in 

children’s behavior were so 

severe that parents 

considered their children to 

be depressed and in need of 

clinical intervention.  

 

Practitioners in immigrant 

dense communities need to 

be aware of the challenges 

immigrant families 

encounter and the impact of 

immigration policies on the 

emotional development of 

Latino children. 

Salehi et al. (2015) Health and growth status of 

immigrant and refugee 

children in Toronto, Ontario 

Quantitative study To describe selected 

anthropometric and health 

status variables among 

immigrant and refugee 

children ≤6 years of age 

within an inner-city clinic in 

Toronto, Ontario. 

 

The prevalence of height-for-

age and weight-for-age under 

These findings reveal a high 

burden of illness within the 

population presenting to an 

immigrant/refugee health 

clinic, and illustrate the need 

for further research in this 

area, as well as increased 

efforts to ensure appropriate 

screening within clinics 
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the third percentile on the 

Centers for Disease Control 

and Prevention Growth 

Charts were 7.2% and 

11.6%, and 8.4% and 5.0%, 

on the WHO Growth 

Standards Chart. Prevalence 

rates were also calculated for 

anemia (22.8%), iron 

deficiency (53.3%), hepatitis 

B (2.5%), parasitic infections 

(33.6%), elevated blood lead 

levels (4.9%) and HIV (0%). 

Neighborhood income 

quintiles revealed that 46.7% 

of patients were residing in 

the lowest (ie,poorest) 

income quintile 

neighborhoods. 

serving a high volume of 

newcomer patients. 

Swartz et al. (2017) Expanding prenatal care to 

unauthorized immigrant 

women and the effects on 

infant health 

Quantitative study To measure the effect of 

access to prenatal care on 

unauthorized and low-

income, new legal permanent 

resident immigrant women 

and their offspring. 

 

Our sample included 

pregnancies covered by 

Emergency Medicaid 

(35,182), Emergency 

Medicaid Plus (12,510), and 

Medicaid (166,054). After 

expansion of access to 

The results provide evidence 

of increased utilization and 

improved health outcomes 

for unauthorized immigrants 

and their children who are 

U.S. citizens after 

introduction of prenatal care 

expansion in Oregon.  

 

We found that expanding 

access to prenatal care 

considerably increased both 

utilization of and quality of 

prenatal care and women 
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prenatal care, there was an 

increase in prenatal visits, 

receipt of adequate prenatal 

care, rates of diabetes 

screening, and fetal 

ultrasonograms. 

 

Maternal access to prenatal 

care was also associated with 

an increased number of well 

child visits (0.24 more visits, 

increased rates of 

recommended screenings 

and vaccines, reduced infant 

mortality, and rates of 

extremely low birth weight.  

were much more likely to 

receive adequate care and 

recommended preventive 

health services. 

 

The infants are U.S. citizens 

by birth, they have the same 

access to care regardless of 

whether their mothers had 

prenatal care or not, yet we 

found a significant increase 

in infants receiving 

recommended preventive 

health services and improved 

health outcomes after 

expansion of prenatal care. A 

possible explanation for this 

finding is that increased 

contact with the health 

system during pregnancy led 

women to be more connected 

with care after their children 

were born. 

Yu et al. (2013) Selected health status 

measures of children from 

U.S. immigrant families 

Quantitative study Using the 2007 National 

Survey of Children’s Health, 

they studied the relationship 

between the joint effects of 

immigrant family type and 

race/ethnicity on various 

health measures (parent-

reported physical and dental 

health, obesity/overweight, 

breast-feeding, school 

Outreach efforts by 

clinicians, public health 

professionals, and school 

systems are particularly 

needed to focus on 

improving physical and 

dental health, injury, and 

obesity prevention. 
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absence, injury, and chronic 

condition).  

 

Compared with non-

Hispanic White US-born 

children, multivariable 

analyses indicate that all 

Hispanic children have 

higher odds of obesity, poor 

physical and dental health, 

with Hispanic foreign-born 

children 7 times as likely to 

report poor/fair physical 

health. 

Linguistic and culturally 

appropriate interventions 

should be targeted for 

specific immigrant families 

groups to mitigate such 

disparities. 

Yun et al. (2012) Prevalence of chronic 

disease and insurance 

coverage among refugees in 

the United States 

Quantitative study Using data from the 2003 

New Immigrant Survey, a 

nationally representative 

survey of immigrants who 

had recently become legal 

permanent residents, we 

determined the prevalence of 

chronic conditions and 

health insurance coverage 

among adult refugees who 

had lived in the US for at 

least 1 year.  

 

Refugees were more likely 

than other immigrants to 

report at least one chronic 

condition (arthritis, heart 

disease, stroke, activity 

limitation due to pain, etc.).  

Refugees have a high burden 

of chronic disease and would 

benefit from expanded 

insurance coverage for adults 

with preexisting conditions. 

 

Health care providers and 

public health officials 

recognize the importance of 

early access to primary care 

and chronic disease 

screening for refugees. 

However, these efforts have 

focused on the period 

immediately following 

arrival in the US, and 

funding for longer-term 

health care services is 

limited.  
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Pub. Year Author’s Last 

Name 
Title of Publication Type of Study 

Main Outcomes or 

Findings 

Support for and or Link to 

Project 

Yun et al. (2013) Parental immigration status 

is associated with children’s 

health care utilization: 

Findings from the 2003 new 

immigrant survey of US 

legal permanent residents 

Qualitative study Our objective was to 

examine the association 

between parental 

immigration status and child 

health and health care 

utilization using data from 

the New Immigrant Survey 

(NIS). 

 

Children whose parents had 

been legalized or temporary 

residents were more likely to 

have delayed annual 

preventive care than children 

in other immigrant 

subgroups, and children 

whose parents had been 

refugees were more likely to 

have delayed dental care. 

Children whose parents had 

been undocumented prior to 

legal permanent residency 

were more likely than 

children in mixed-status, 

refugee, or legalized families 

to have gone without a 

preventive annual exam for 

the past year. 

Yun et al. (2016) Health profiles of newly 

arrived refugee children in 

the United States, 2006–

2012 

Quantitative study This study conducted a 

large-scale study of newly 

arrived refugee children in 

the United States with data 

from 2006 to 2012 domestic 

medical examinations in 4 

sites: Colorado; Minnesota; 

Philadelphia, Pennsylvania; 

and Washington State. 

 

The authors identified 

distinct health profiles for 

each country of origin, as 

well as for Burmese children 

Medical screening remains 

an important part of health 

care for newly arrived 

refugee children in the 

United States, and disease 

risk varies by population 
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Pub. Year Author’s Last 

Name 
Title of Publication Type of Study 

Main Outcomes or 

Findings 

Support for and or Link to 

Project 

who arrived in the United 

States from Thailand 

compared with Burmese 

children who arrived from 

Malaysia. Hepatitis B was 

more prevalent among male 

children than female children 

and among children aged 5 

years and older. The odds of 

HBV, tuberculosis, and 

Strongyloides decreased over 

the study 

period. 

Zwi et al. (2017) Screening and primary care 

access for newly arrived 

pediatric refugees in regional 

Australia 

Quantitative study This study aimed to 

determine the prevalence of 

health conditions in newly 

arrived refugee children and 

access to timely heath 

screening.  

 

The health of 376 newly 

arrived refugee children (0–

15 years) was assessed. 

Refugee children came from 

African (45%), Southeast 

Asian (29%) and Eastern 

Mediterranean (10%) 

regions. Access to primary 

care screening was present in 

367 children (97% of 

arrivals). 

 

Building on universally 

available primary healthcare 

services in Australia 

integrates the refugee 

population into mainstream 

healthcare for family-

centered care. 

 

Once immediate health 

needs have been addressed, 

monitoring the long-term 

health needs of refugee 

children is required using a 

longitudinal study design. 
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Pub. Year Author’s Last 

Name 
Title of Publication Type of Study 

Main Outcomes or 

Findings 

Support for and or Link to 

Project 

Of 188 children with arrival 

and screening dates 

recorded, 88% were screened 

within 1 month and 96% 

within 6 months of arrival. 
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