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ABSTRACT 

Purpose: This project was designed to determine whether connecting immigrants with mental 

health practitioners and community resources could be beneficial for increasing awareness of 

such resources within the immigrant community. 

Background: Immigrants represent a large percentage of the population in the United States 

(US), accounting for over 44.8 million individuals. However, the immigrant population is 

disproportionally affected by mental health disorders, with 30.8% and 30.65% suffering from 

depression and post-traumatic disorder, respectively. Immigrants often lack access to mental 

healthcare due to frequent barriers, including undocumented status, lack of health insurance, low 

income, communication barriers, and coping behaviors, among other obstacles.  

Methods: The project adopted a quantitative, descriptive approach to determine the impact of 

connecting immigrants at a local clinic in Tucson, Arizona, with mental health providers and 

mental health community resources. Self-reported data were collected from 16 immigrants using 

a self-developed survey. The data was then analyzed using descriptive statistics. 

Results: The survey findings demonstrated an increased awareness of food banks providing 

groceries and an understanding of shelter organizations and self-help groups designed to address 

needs within the immigrant community. Linking immigrants to mental health providers increased 

their knowledge of available resources. The Wilcoxon Signed-Ranks Test yielded P<0.05, 

demonstrating a significant improvement in awareness of mental health resources. 

Conclusion: Connecting immigrants to mental health providers and community resources 

significantly improve immigrants’ awareness of mental health resources and strengthens a 

collaborative care approach compared to current practice.
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INTRODUCTION 

Immigrants represent a significant percentage of the United States (US) population. 

Available statistics indicate that over 44.8 million individuals in the US were born in another 

country, representing one-fifth of the world’s migrants (Budiman, 2020). Currently, immigrants 

represent 13.7% of the US population, and 77% of this population is in the country legally, 

whereas nearly a quarter of the current immigrant population is unauthorized (Budiman, 2020). 

Immigrants report a high prevalence of mental health disorders., Available statistics 

indicate that 30.8% and 30.6% of the immigrant population suffer from depression and post-

traumatic stress disorder (PTSD), respectively (Lehnung et al., 2017; Weinstein et al., 2016). The 

prevalence of such mental health problems among immigrants, coupled with the increasing 

global immigration, has created the need to evaluate psychosocial support and mental health 

programs targeting this population (Lehnung et al., 2017; Weinstein et al., 2016). This quality 

improvement (QI) project aimed to examine whether connecting immigrants to mental health 

providers and community resources increase client awareness of available resources to address 

mental health concerns. 

Background Knowledge and Significance 

Immigrants in the country report poor mental health outcomes. Available evidence shows 

that immigrants have significantly higher lifetime prevalence rates of mood, anxiety, and 

substance use disorders (Shekunov, 2016). Statistics presented by the American Psychiatry 

Association (APA) (n.d.) indicate that refugees and asylum seekers who are part of the 

immigrant population experience mental health problems such as anxiety (4%-40%), depression 
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(5%-44%), and PTSD (9%-36%). Similarly, Derr (2016) established that immigrants of African 

and Hispanic origins experience mental health problems such as depression. 

The mental health problems experienced by immigrants can be associated with various 

factors, including the challenges encountered during the immigration trajectory. For example, 

some immigrants flee from conflict areas such as Syria and Iraq, where they are exposed to 

different forms of persecution, including violations of their human rights (Matlin et al., 2018). 

The immigrants are exposed to traumatic events such as conflicts and war, consequently leading 

to mental health problems (Matlin et al., 2018). Research shows that exposure to war exacerbates 

poor mental health, with citizens reporting higher rates of depression and anxiety (Razjouyan et 

al., 2022).  

In the host countries, immigrants experience stress due to disrupted social networks, 

prolonged uncertainty, and exposure to violence. Additionally, they experience acculturation 

stress due to language barriers, differences in socio-economic settings, isolation, loneliness, and 

separation from family and friends (Russo et al., 2015; Weinstein et al., 2016). The situation is 

exacerbated when immigrants experience discrimination and racism in their host countries or 

cannot achieve their expectations (Kaltman et al., 2016). 

A significant percentage of immigrants lack access to mental health care. For instance, 

undocumented Latino immigrants report lower inpatient and outpatient service use rates and 

fewer mental health appointments than their US-born and documented counterparts (Derr, 2016). 

In addition, available statistics indicate that only 15% of Mexican immigrants with a psychiatric 

diagnosis utilized mental health services compared with 38% of US-born Mexicans (Derr, 2016). 

Asian immigrants have a similar pattern, whereby US-born Asians had higher mental health 
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usage rates than Asian immigrants. Notably, only 14% of Asian immigrants used mental health 

services compared with 20% of US-born Asians (Derr, 2016).  

Immigrants often face significant barriers regarding access to mental health care. Most 

host nations lack sufficient mental health specialists who can offer immigrants intensive, 

culturally competent care (Bryant et al., 2020). Additionally, barriers include lack of health 

insurance, available income, communication barriers, cultural differences, coping methods, and 

help-seeking behaviors (Akhtar et al., 2020). In addition, immigrants often prefer using informal 

support sources, including family, friends, and religious leaders. According to Derr (2016), a 

significant percentage of immigrants from Korea, Ethiopia, Nigeria, and Latin America also 

reported using spiritual healing. Additionally, immigrants diagnosed with a mental health 

disorder demonstrated a higher likelihood of seeking help from clergy, with a study of Hispanic 

youths where 38% of the participants reported doing so (Derr, 2016).  

The proposed intervention aimed to help immigrants connect with and increase their 

awareness of established services with mental health practitioners and community resources. 

Researchers have proposed adopting a collaborative care model where mental health patients 

connect with psychiatrists, care managers, social workers, and supportive services to improve 

mental health symptoms such as depression (Kaltman et al., 2019; Stammel et al., 2017). The 

collaborative care model can help treat underinsured minority populations who do not have 

access to specialized mental health treatment (Stammel et al., 2017). The desired outcome was to 

improve awareness of mental health resources among immigrants and strengthen a collaborative 

approach to addressing this population’s mental health problems.  
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It is important to address mental health disparities among immigrants as they make up a 

noteworthy part of the racial minorities in the country. The mental health concerns of immigrants 

affect the country’s overall health (Derr, 2016). Also, failure to address mental distress among 

immigrants exacerbates the problem creating additional burdens on the healthcare system. 

Researchers have emphasized the importance of ensuring that the immigrants’ psychological 

recovery is unaffected by post-migration stress (Bryant et al., 2020). Available statistics indicate 

that unauthorized immigrants spend an average of $8569 and $907 in inpatient and office-based 

care, respectively (Wilson et al., 2020). Healthcare expenditures in 2017 for unauthorized and 

authorized immigrants accounted for $4.2 billion and $155.8 billion of the national aggregate 

expenses (Wilson et al., 2020). Additionally, most immigrants do not have a usual source of care, 

exacerbating the healthcare access challenges that they experience. The immigrants’ 

vulnerability means that some of their healthcare needs are not met, creating the need for 

interventions addressing these needs.  

Local Problem 

The US provides refuge to many immigrants from different countries. The mental health 

of immigrants is a concern to stakeholders in the healthcare sector owing to the challenges 

immigrants face. Available research shows that immigrants report traumatic experiences, loss of 

family networks, language barriers, acculturation pressure, and racial discrimination (Rodriguez 

et al., 2020). Further, they experience barriers to access care ranging from the language barrier to 

immigration status, limiting some from seeking mental health services (Rodriguez et al., 2020). 

The federal government has responded to this challenge through organizations such as the US 

Committee for Refugees and Immigrants (USCRI) Refugee Health Services to offer 
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comprehensive medical screening services (USCRI, 2022). Institutions such as Immigrants 

Rising have also stepped up to link undocumented immigrants with psychological support 

(Immigrants Rising, 2020). 

At the state level, Arizona hosts a growing number of immigrants. Approximately 13.4% 

of the state’s residents are immigrants, comprising 976,301 people (Migration Policy Institute, 

2022). Arizona is home to immigrants predominantly from Mexico (55%), Canada (4%), India 

(4%), the Philippines (4%), and China (2%) (American Immigration Council, 2020). The 

percentage of immigrants from Latin America in the state is 59.6%, making them the largest 

immigrant group (Migration Policy Institute, 2022). Many of these immigrants (431,667) are 

naturalized US citizens. However, about 275,000 immigrants are undocumented, representing 

28% of the state’s immigrant population and 4% of the total population (American Immigration 

Council, 2020). In terms of numbers, immigrants from Latin America make up 596,845, whereas 

those from Africa comprise 36,525 of Arizona’s population. There are 208,159 Asian 

immigrants, whereas those from Europe make up 86,383 members of the immigrant population. 

Immigrants from Northern American countries such as Canada, Bermuda, Greenland, as well as 

Saint Pierre and Miquelon territories of Canada account for 39,268 persons, whereas those born 

at sea comprise 9,121 individuals (Migration Policy Institute, 2022). 

The immigrant population of Arizona, especially those who are undocumented, report 

stressors such as detention and deportation, undocumented citizenship status, low income, and 

separation from their families, leading to emotional trauma, depression, and stress (Crocker, 

2015; Ornelas et al., 2020). Further, such immigrants refrain from visiting state clinics and 

hospitals due to the public charge rule, which restricts access to health insurance and other social 
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services for undocumented immigrants (Fernandez, 2020; Gomez & O’Leary, 2018). Though 

this rule has expired, it left many immigrants with significant fears and a lack of trust in the 

healthcare system (Capps et al., 2020). Such barriers emphasize the need for interventions to 

address immigrants’ lack of mental health access. 

Tucson, Arizona, hosts many immigrants who experience a range of mental health 

challenges among their population. In 2021, the US Customs and Border Protection Agency 

reported experiencing 20,000 encounters with immigrants within the Tucson sector. 

(Prendergast, 2021). Tucson has also received new immigrants from other areas, such as Rio 

Grande Valley, Texas, for processing (Reznick, 2021). The immigrants report high-stress levels, 

with some suffering from depression and post-traumatic stress disorder (PTSD). Stakeholders 

such as religious leaders, local non-government organizations, and healthcare practitioners 

within Tucson identify the need to ensure that immigrants with mental challenges access the 

requisite assistance. 

The practice site chosen to conduct this study was Clinica Amistad. This community 

health center provides primary care, preventative services, and education to individuals in need 

and those without access to healthcare throughout the greater Tucson area. The vision of Clinica 

Amistad is to operate an innovative health center dedicated to improving and maintaining the 

health and well-being of vulnerable individuals in the immigrant community through a 

continuum of care that integrates on-site services and selective referrals (Clinica Amistad, 2021). 

The healthcare team at the center comprises hundreds of credentialed and non-credentialed 

health professionals. In the fiscal year 2020-2021, the clinic served over 2,300 patients; the 

majority (60%) identified as female, 38% as male, 1% as other, and the remaining 1% chose not 
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to identify (Clinica Amistad, 2021). The average patient age was 43 years old. In terms of race, 

88% of the patients identified as Hispanic or Latinx (Clinica Amistad, 2021). Among the 

patients, 58% had insurance, 30% lacked health insurance, and 11% did not declare whether they 

had health insurance. Spanish was the primary or exclusive language of 68% of the patient 

population, and an additional 22% preferred to speak English (Clinica Amistad, 2021). 

Intended Improvement 

Project Purpose 

This quality improvement project aimed to examine whether improving awareness of 

immigrants to mental health providers and community resources is helpful to enhance 

immigrants’ awareness of mental health resources and strengthen a collaborative care approach. 

Project Question 

The following PICOT question guided the quality improvement project: 

Among US immigrants (P), does connecting them to mental health providers and mental 

health community resources (I), compared to current practice (C), improve immigrants’ 

awareness of mental health resources and strengthen a collaborative care approach (O)? 

Project Objectives 

The project sought to attain the following objectives: 

1. Connect immigrants with mental health providers and community services within ten 

miles of their homes.  

2. To link immigrants within a mental health clinic in Tucson, Arizona, with mental 

health community resources. 



 

 
18 

3. To strengthen a collaborative approach to providing mental healthcare to the 

immigrant population. 

Theoretical Framework 

Studies have suggested that most immigrants in the US prefer to seek mental disorder 

treatments in primary care clinics (Kaltman et al., 2016). This project focuses on whether 

connecting immigrants to mental healthcare providers and mental health community resources, 

compared to current practices in the context of a primary care practice, can lead to improved 

mental health. Various models demonstrate how to integrate mental healthcare into primary care 

settings (Kaltman et al., 2016; Stammel et al., 2017).  

The collaborative care model is one of the models that can be used for treating mental 

disorders among immigrants. According to Kaltman et al. (2019), collaborative care is a system-

level, multi-component intervention with the fundamental objective of promoting accurate 

diagnosis, increased screening, and adoption of evidence-based mental health treatment. This 

model comprises a team of caregivers, including a care manager, usually a nurse or a social 

worker, whose roles include connecting with the patient, their primary care providers, and their 

consulting licensed mental health providers.  

In the collaborative care model, the primary care provider is responsible for the patient’s 

mental healthcare and manages supportive services such as psychoeducation, regular follow-up 

with the patient, care coordination, and assessment. At the same time, the psychiatric nurse 

practitioner or psychiatrist provides the required consultancy to the team. Studies have revealed 

that the collaborative care model is effective in improving depression symptoms, increasing 

patient satisfaction, and increasing adherence to care (Sighinolfi et al., 2014). Sighinolfi et al. 
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(2014) attributed these improved results to this model’s unique characteristics, including a 

patient-centered care team, accountable care, evidence-based care, measurement-based treatment 

to the targeted patients, and focus on population-based care. Fortney et al. (2015) also indicated 

that collaborative care reduces depression and PTSD symptoms.  

Stammel et al. (2017) also termed this model a multidisciplinary treatment model where 

professionals from different backgrounds, such as mental health managers, social workers, 

psychotherapists, and psychiatrists, work closely together to address mental health problems 

facing immigrants. The collaborative care model is instrumental in treating underinsured 

minority populations who typically lack access to specialized mental health treatment (Stammel 

et al., 2017). This saw the integration of collaborative care in the greater Washington, DC, 

metropolitan area in 2005. These clinics mainly serve under-resourced immigrants. The 

characteristics of the targeted population have necessitated the adoption of this model. Due to 

increased exposure to trauma in the clinical populations, the model incorporates multiple disease 

targets like generalized anxiety disorder, PTSD, and depression, as well as an assessment of 

trauma exposure (Stammel et al., 2017). The intervention team is typically led by a care manager 

who performs many vital functions. The team also includes multiple family support workers 

available to address essential patient needs such as employment or legal issues, housing 

concerns, or even enhancing patient engagement.  

The American Psychiatric Association (APA) has four strategies for harnessing the 

potential for collaboration under the collaborative care model. These include screening and 

outreach to target minorities and underserved communities such as immigrants. The outreach 

activities should be done within community settings and formal health systems (APA, n.d.). The 
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second strategy is cultural tailoring, whereby culturally appropriate interventions are developed 

to cater to the needs of underserved communities. The third strategy involves an integrated and 

diverse workforce equipped with skills and tools for implementing collaborative care among 

different populations and low-resource settings (APA, n.d.). The fourth and final strategy, quality 

assessment, should be conducted to track functional outcomes influencing patient health, 

including employment, housing, poverty, and social support.  

Collaborative Care Model in Literature 

The collaborative care model has been applied in several published studies demonstrating 

positive outcomes. A study by Hu et al. (2020) established that collaborative care improves 

depression outcomes among racial minorities. Another study by Jackson-Triche et al. (2020) 

investigated the effectiveness of collaborative care in minimizing racial disparities and 

enhancing equity in behavioral health. The findings of this study indicated that racial minorities 

gained more significant benefits from collaborative care compared to majority populations. 

Notably, collaborative care has the potential to address disparities associated with access to and 

outcomes of care. Jackson-Triche et al. (2020) recommended integrating collaborative care 

models in health equity-focused strategies to leverage this potential. Rugkasa et al. (2020) 

explored the collaborative care model regarding the experiences of both patients and their 

healthcare professionals. This study established that the collaborative care model was associated 

with improved accessibility. The model also fostered detailed, patient-centered care collaboration 

and complementary learning. Further, it increased the throughput in clinics, care pathways, and 

referral practices. 

  



 

 
21 

Limitations of the Care Model 

Despite its benefits, the collaborative care model is associated with several limitations. 

For instance, their model application is hindered by barriers relating to care organization. 

Mainly, logistical challenges present a significant problem to practitioners (Rugkasa et al., 2020). 

Additionally, limitations may exist in the form of limits imposed by primary care organizations 

on provider time availed for a comprehensive assessment of patients' mental health concerns. 

Further, barriers to information-sharing between primary care providers and mental health 

specialists may exist due to fears of violating patient privacy. The model works best in clinical 

settings with adequate health practitioners (Sanchez, 2017). 

Literature Synthesis 

This section presents a review of available literature on the challenges experienced by 

new immigrants in relation to mental health care. The section is organized into subsections, 

including the evidence search, emergent themes, strengths of the evidence, and weaknesses of 

the evidence. The last sub-section presents the gaps and limitations identified in the reviewed 

evidence. 

Evidence Search 

Extensive research was conducted to establish the psychiatric health-related screening 

tools available in refugee and immigrant populations. The literature synthesis explored online 

journals, including MEDLINE, Springer, Cambridge University Press, CINAHL, EBSCOhost, 

SCOPUS, Web of Science, JUSTOR, PsycINFO, NCBI, Sage, Google Scholar, and PsychNet to 

obtain evidence of the interventions that have been utilized in managing psychiatric health of 

immigrant. The evidence search comprised articles published in the last 10 years on mental 
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health management. The selected literature explored the management of mental health diseases 

in immigrant populations, and the screening tools and interventions successfully applied to these 

populations (Appendix F). The following keywords were used to query the databases and 

retrieve relevant articles, post-traumatic stress, trauma, depression, depressive symptoms, anxiety 

disorders, acculturation, immigrants, mental health disorders, psychiatric care, and assimilation. 

Comprehensive Appraisal of Evidence – Emergent Themes 

Mental Disorders Among New Immigrants in the United States 

Sagaltici et al. (2019) observed that rates of mental disorders in different migrant groups 

vary significantly. However, this variation does not only reflect the rate of mental health 

disorders in the country of origin but also is linked to migration trajectories, including challenges 

experienced before, during, and after resettlement into their current host country. This can 

include the existing practices and policies determining who can be legally admitted to the US. 

According to Russo et al. (2015), migration encompasses three types of transitions: changes in 

personal ties and the need to reconstruct novel social networks, mobility from one distinct socio-

economic setting to another, and a paradigm shift from one cultural environment to another. 

Russo et al. (2015) indicated that women immigrants attributed their emotional state to isolation, 

disconnection, loneliness, and separation from family and culture.  

Satiksky et al. (2019) found that the common barriers to receiving mental healthcare 

among new immigrants are long waitlists, difficulties in communication, and stigma. Similarly, 

Weinstein et al. (2016) added that the migration process is divided into three phases: the 

premigration period, migration, and post-migration resettlements. Unique exposures and risks 

characterize all these phases. For instance, one’s usual social roles and networks are usually 
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disrupted in the premigration phase. The migration phase is typically associated with a prolonged 

uncertainty on the status of immigrants’ citizenship and circumstances that expose them to 

violence. Those seeking asylum are generally exposed to more problems like endemic violence 

and extended time in refugee camps.  

Bryant et al. (2020) observed that most immigrants and their children are exposed to 

numerous distressing circumstances, including detention in the camps, which often places them 

at higher risk of mental disorders. In this regard, one of the barriers to addressing mental health 

challenges is that most host countries lack adequate mental health specialists who can provide 

intensive care. This has resulted in a growing acknowledgment of the significance of training 

non-specialists to deliver general psychosocial programs to those facing distress. Bryant et al. 

(2020) conducted a study to evaluate the effectiveness of using non-specialists trained in mental 

disorder intervention. The findings established that in addition to the mental health challenges 

which arise from the migration and immigration process, immigrants in the host countries are 

also affected by ongoing stress in their new living situations, which has been termed post-

migration stress. One’s psychological recovery can be hampered by post-migration stressors, 

including uncertainty about the future, asylum regulation challenges, living challenges, social 

conditions, and worries about the family members who remained in their home countries.  

During the resettlement phase, Kaltman et al. (2016) indicated that depression, 

demoralization, and disillusionment might occur in the event new immigrants experience losses 

immediately upon arrival to their new host country or later when the immigrants and their 

families are subjected to unending obstacles such as adjusting to their new home. These 

resettlement phase issues can result from inequalities aggravated by increased cases of 
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discrimination and racism, as well as the inability of the immigrants and their families to realize 

their expectations. For instance, Kaltman et al. (2016) identified a scenario where immigrants 

faced the challenge of having their qualifications recognized, which affected their ability to 

access employment where they could fully exploit their talents and skills. Such instances, which 

evoke past mental problems, can exacerbate depression, anxiety, and PTSD (Kaltman et al., 

2016). Both comprehensive qualitative and quantitative studies conducted using community and 

clinical samples have suggested that resettlement stress encompasses economic and social strain, 

status loss, discrimination, social alienation, and exposure to violence.  

Change in culture alone poses numerous challenges to family life and individual identity. 

According to Tol et al. (2020), risk factors differ significantly across gender. For instance, 

problems with language are manifested more often in men than women (Tol et al., 2020). There 

is a growing consensus among scholars, policymakers, and health practitioners on the need for an 

effective and efficient strategy for treating common mental disorders among uninsured minority 

populations. These populations are continually experiencing substantial mental healthcare 

disparities (Kaltman et al., 2016; Kaltman, 2019). According to Kaltman et al. (2016). 

Immigrants in the US are psychologically vulnerable because of limited access to mental health 

care. For this reason, there is a need for effective behavioral interventions in primary care to 

address the mental disorder faced by these populations. Nevertheless, Salas-Wright et al. (2018) 

revealed that immigrants in the US are less likely to experience trauma, depression, and anxiety-

related disorder than immigrants in European countries. 
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Barriers to Access to Mental Healthcare Among New Immigrants 

Immigrants report poor mental health outcomes due to limited access to care, lack of 

insurance, economic instability, poverty, the difference in their health belief model, and systemic 

barriers. The systemic barriers may include a long waitlist and settlement factors. In addition, 

immigrants are often unable to access state health benefits, and the federal government does not 

consider them citizens, limiting access to public facilities. They are also predisposed to 

psychiatric disorders due to personal factors such as coping mechanisms, traumatic exposures, 

and discrimination in their new host community. This can exacerbate symptoms, leading to poor 

physical and psychological health (Foo et al., 2018). For instance, the ‘family detention centers’ 

meant to contain undocumented immigrants from Mexico were poorly ventilated, had a limited 

supply of necessities, and usually exposed the families to the risk of separation at the Mexican 

border (Immigration Forum, 2018). Experiencing hostile treatment in the country where they 

seek protection as they flee hardships reduces their trust in the available medical system 

(Immigration Forum, 2018). The lack of confidence makes it difficult for the studies to establish 

the prevalence of mental health disease burden because immigrants are already traumatized. 

The social status of immigrant populations is often very diverse. First-generation 

immigrants experience the most complex mental health struggles compared to second or third-

generation immigrants (Guo et al., 2019). In addition, various other experiences can occur 

among their demographic profiles within an immigrant group that either enhance or decrease 

their mental well-being. This diversity can extend further into gender-specific issues where many 

women are of childbearing age. Their experience with pregnancy, birth, and childcare can also 

impact their mental health (Guo et al., 2019). Older immigrants may have inherent challenges 
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due to specific needs, possible poor health, and dependence on their families for assistance. 

According to a study by Guo et al. (2019) on older Chinese immigrants, factors that exacerbate 

mental health illnesses include a lack of financial security and dependency on others for normal 

functioning. Additionally, their psychological distress may also be increased within this hostile 

environment because they are weaker and often may be experiencing chronic illness 

simultaneously. 

The issue of access for immigrants is multi-dimensional. On one end of the spectrum, 

there are limiting systemic barriers. However, their subjective factors influence how much access 

they have to healthcare. They often have limited access to specialized psychiatric facilities and 

depend on Medicaid, which may offer limited availability in psychiatric health (Foo et al., 2018). 

In addition, their knowledge of mental health challenges is limited, and they may not 

recognize symptoms. Cultural barriers such as gender roles also affect their decision-making 

process regarding mental health. For instance, men often prefer to be viewed as the protector of 

their families, support their women, and not show ‘weakness’ by seeking professional help. They 

also struggle with risk, protective factors, and cultural barriers, especially where effective 

communication is impossible (Tol et al., 2020).  

The factors that affect the immigrant population are multidimensional, should be treated 

as such, and not generalized when designing effective interventions. Fundamentally, these 

populations are disempowered by their social status and require humanitarian assistance that 

should always include psychiatric evaluation and care. In many situations, immigrants have 

experienced traumatic events such as bombings, gruesome deaths of their loved ones, extreme 
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pain from seeing their relatives die, and often a great deal of personal distress (Matlin et al., 

2018). 

Model to Mental Health Treatment Among Immigrants 

Studies have suggested that most immigrants in the US prefer to seek mental disorder 

treatments in primary care clinics (Kaltman et al., 2016). This literature review focuses on 

whether connecting immigrants to mental healthcare providers and community resources, 

compared to present practices, can lead to improved mental health. Various models have been 

developed to demonstrate how mental healthcare can be integrated into the primary care setting 

(Kaltman et al., 2016; Stammel et al., 2017).  

The collaborative care model is one of several currently used to treat mental health 

disorders among immigrants. According to Kaltman et al. (2019), collaborative care is a system-

level, multi-component intervention with the fundamental objective of promoting accurate 

diagnosis, increased screening, and the adoption of evidence-based mental health treatment. This 

model comprises a team of caregivers that includes a care manager, a position usually occupied 

by a nurse or a social worker, who facilitates the patient’s connection with the primary care 

providers and consulting psychiatrists.  

In the collaborative care model, the primary care provider is responsible for the mental 

healthcare of the patient. The care manager provides supportive services such as 

psychoeducation, regular follow-up with the patient, care coordination, and assessment, while 

the psychiatrist provides the required consultancy to the team. Studies have revealed that the 

collaborative care model is effective in improving depression symptoms, increasing patient 

satisfaction, and increasing adherence to care (Sighinolfi et al., 2014). Sighinolfi et al. (2014) 
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attributed this to this model’s unique characteristics, including a patient-centered care team, 

accountable care, evidence-based care, measurement-based treatment to the targeted patients, 

and a focus on population-based care. Fortney et al. (2015) also indicated that collaborative care 

significantly reduces depression and post-traumatic stress disorder symptoms.  

Stammel et al. (2017) also termed this model a multidisciplinary treatment model where 

professionals from different backgrounds, such as mental health managers, social workers, 

psychotherapists, and psychiatrists, work closely together in addressing mental health problems 

facing immigrants. The collaborative care model is instrumental in treating underinsured 

minority populations who usually lack access to specialized mental health treatment (Stammel et 

al., 2017).  

The model led to the integration of collaborative care in the greater Washington, DC, 

metropolitan area in 2005. These clinics mainly serve under-resourced immigrants. The 

characteristics of the targeted population have necessitated the adoption of this model. Due to 

increased exposure to trauma in the clinical populations, the model incorporates multiple disease 

targets like generalized anxiety disorder, PTSD, and depression, as well as an assessment of 

trauma exposure (Fortney et al., 2015). The intervention team includes family support workers 

and the care manager, who performs numerous essential functions. The family support worker 

discharges multiple responsibilities, including addressing the patients’ basic needs. These needs 

could be related to employment, legal issues, or even housing, but all play essential roles in 

enhancing patient engagement.  

To address the barriers to mental healthcare faced by new immigrants because of their 

diversity, the World Health Organization (WHO) developed Problem Management Plus (PM+) 
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(de Graaff et al., 2020). This is a task-shifting program where non-specialists are trained in 

general mental health programs to increase available mental health services for a target 

community. PM+ is a transdiagnostic psychological intervention that targets individuals with 

depression, distress, and anxiety and is premised on cognitive behavioral therapy and other 

strategies for problem-solving (Dawson et al., 2015). According to de Graaff et al. (2020) and 

Dawson et al. (2015), the intervention comprises face-to-face sessions with a non-specialist 

helper. Studies conducted among violence-affected communities in Kenya, Pakistan, and Syria 

revealed that patients who received individual PM+ had fewer mental problems such as 

depression, PTSD, anxiety, and limited self-identified challenges (Bryant et al., 2017; de Graaff 

et al., 2020; Knefel et al., 2020). 

Improving Mental Health Among Immigrants In The United States By Connecting Them To 

Mental Health Providers  

Researchers have indicated that evidence-based mental health programs have been 

adopted in various immigrant populations (Akhtar et al., 2020), with meta-analysis revealing that 

these programs have limited data on patient outcomes. Akhtar et al. (2020) added that despite the 

potential of these mental health intervention programs, there are numerous obstacles in the 

process of implementing these programs. These sentiments were echoed by Bryant et al. (2020), 

who observed that despite the high level of mental disorders among new immigrants to western 

countries, various barriers hinder their access to adequate mental health treatment. Kaltman et al. 

(2019) opined that these programs are ineffective in communities hosting large numbers of 

immigrants or countries facing humanitarian crises. This is because these intervention strategies 
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tend to focus on a single diagnostic outcome, are resource intensive, and mainly rely on 

intensively trained specialists.  

Researchers have argued that the same method for diagnosing and treating mental 

disorders in a primary setting for the general population can be used in treating immigrants from 

different backgrounds (Kaltman et al., 2016). However, mental health experts have posited that 

various practical and contextual issues need to be considered for increased effectiveness in 

mental healthcare outcomes. These issues can influence illness, behavior, intercultural 

understanding among the patients, and communication between the patient and the physician. 

According to Akhtar et al. (2020), common challenges in mental health problems among 

immigrants include illness, behavior, cultural shaping of the symptoms, and communication. In 

addition, the impacts of family process and structure on intergenerational conflict and 

acculturation are often challenged to social integration and adaptation. However, Kaltman et al. 

(2019) pointed out that there are still limited studies that have been conducted to demonstrate 

how mental problems facing immigrants can be addressed by focusing on the cultural and social 

context, consultation with a community organization, meeting with families, or the use of 

interpreters and culture brokers. Bryant et al. (2020) indicated that while treating mental 

disorders among immigrants requires a multidisciplinary approach, limited studies have been 

conducted to evaluate the effectiveness of such strategies.  

Studies have revealed that the changing migration patterns to the US come with a novel 

challenge of delivering mental healthcare services in the primary care setting. The task of 

recognizing, preventing, and providing appropriate mental healthcare treatment among the 

uninsured minority population is complicated, mainly because of differences in culture, 
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language, coping patterns, and seeking help. Kaltman et al. (2016), in their naturalistic 

prospective study, found that Latino immigrants who sought out mental health services in clinics 

that had adopted a collaborative care model experienced improved outcomes when compared to 

the on-site therapist clinic model. In this study, a collaborative care model was characterized by a 

multi-component, patient-centered healthcare provision with the goal of enhanced screening, 

accuracy in disorder diagnosis, and increased adoption of evidence-based treatment. Kaltman et 

al. (2016) also found that more patients in the on-site therapy clinics were found to have 

depression (48.5%) as compared to patients in the collaborative care clinic (35.8%). This is 

attributed to the fact that more patients in collaborative care clinics have already been 

successfully treated for mental disorders.  

Findings by Kaltman et al. (2016) were supported by Stammel et al. (2017), who found a 

significant improvement in the mental health processes of refugees exposed to multidisciplinary 

treatment. These patients demonstrated significant improvement in anxiety, depression, 

subjective quality of life, and somatoform symptoms. Stammel et al. (2017) concluded that 

refugees need to receive multidisciplinary treatment as it positively impacts trauma-related 

symptoms. According to Drozdek (2015), the multidisciplinary treatment approach is also 

termed a multimodal approach where persons with varying professional backgrounds, such as 

mental health workers, social workers, psychotherapists, or psychiatrists, are involved in treating 

a patient. However, Russo et al. (2015) found that participants expressed resistance to 

professional support for their mental problems because of the cultural stigma associated with 

mental disorders. However, Russo et al. (2015) found that while partner support effectively 

improved mental health outcomes, it is not easy to negotiate. However, childcare, education, 
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forming friendships, and religious affiliations positively influenced women's emotional well-

being.  

Knefel et al. (2020) acknowledged that immigrants in the form of refugees and asylum 

seekers are at the highest risk of experiencing mental disorders. Unfortunately, these authors 

found that such populations are usually not considered in treatment protocols or research 

investigations on how hardships and traumatic experiences during migration influence mental 

disorders. Post-migration living difficulties also significantly influence an increased mental 

health challenge among this population. Knefel et al. (2020) found that asylum seekers need 

early and widespread methods of mental health treatment, as this is where symptom burden can 

be more effectively reduced with the use of low-intensity treatments. According to these authors, 

transdiagnostic approaches administered as first-line treatment by mental health professionals 

who have not received training in trauma may be suitable. They can provide both an adequate 

and effective first treatment option.  

De Graaff et al. (2020) also found that trial procedures and PM+ delivered by non-

specialist peer-refugee helpers were safe, feasible, and acceptable. PM+ improved psychosocial 

functioning and mental health outcomes and proved cost-effective. This same study concluded 

that the adopted PM+ protocol effectively treated Syrian refugees. Key informants, participants, 

and helpers were particularly optimistic about implementing PM+ intervention. De Graaff et al. 

(2020) found that training peer refugees to offer much-needed mental health treatment was 

acceptable and feasible. These findings are consistent with the work of Akhtar et al. (2020), who 

indicated that the adoption of PM+ for treating common mental disorders was the most effective 

option when targeting Syrian refugees. Akhtar et al. (2020) pointed out that most psychosocial 
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programs must be affordable because many countries are adopting a task-shifting strategy from 

professional mental health providers to non-specialists. This makes the use of PM+ in addressing 

distress and improving the functioning of the immigrants a beneficial fit.  

The findings by Bryant et al. (2017) align with those in similar studies conducted by 

Akhtar et al. (2020) and Knefel et al. (2020). In their research in the Kenyan context, Bryant et 

al. (2017) found that PM+ was more effective in reducing mental health problems than enhanced 

usual care (EUC). The study found a significant change in psychological distress three months 

post-treatment. Bryant et al. (2017) found that women who received PM+ significantly reduced 

psychological stress. The study further found that there was a significant reduction in PTSD 

symptoms. 

Similarly, qualitative research indicated that PM+ was perceived to be helpful by both the 

study participants and their families. Acarturk et al. (2015) observed that eye movement 

desensitization and reprocessing (EMDR) is an effective strategy for treating PTSD. According 

to Acarturk et al. (2015), EMDR is a psychological treatment for PTSD involving the need for a 

patient to recall the traumatic memories while simultaneously engaging in horizontal eye 

movement. This strategy has been acknowledged to be the most effective treatment for PTSD. 

This study was prompted by the fact that limited randomized controlled trials have been 

published on treating PTSD symptoms among immigrants. Acarturk et al. (2015) found that 

immigrants subjected to EMDR had significantly lower trauma than the wait-list group post-

treatment. EMDR was also found to be associated with fewer depression symptoms.  
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Strengths of Evidence 

The analyzed evidence portrayed strengths, especially in the interventions used to 

manage adverse mental disorders. The intervention programs were proven effective in all 

participant groups, with most showing a decrease in depressive symptoms and psychological 

state. The studies positively indicated hope in managing patient symptoms even in extreme 

scenarios with traumatic and violent experiences by the immigrants. In addition, the evidence 

demonstrates significant growth in the development of treatment protocols, even if they are not 

yet universally applied within and outside the US (Szaflarski & Bauldry, 2019).  

The challenges faced by immigrant populations face with the living conditions in the 

countries where they have relocated. Therefore, there is a need to create accommodative 

programs to help them empower themselves. The evidence shows that vulnerable populations 

such as mothers and children are proven to be at the highest risk. The evidence from all the 

studies reveals that the most significant reasons associated with their distress include social 

isolation, discrimination, lack of resources necessary for functioning in the new countries, 

language and communication barriers, difficulty in assimilation, acculturation stress, and 

violence. 

Weaknesses of Evidence 

Most of the published studies were of small sample sizes and could be interpreted as 

misrepresentative of the population. In addition, there are enormous gaps in studies on immigrant 

mental health. Compared to other illnesses, mental health was the least explored topic 

concerning immigrant populations (Sagaltici et al., 2019). Most of the available studies do not 

adequately portray the prevalence of mental health disorders in the immigrant populations within 
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the US. Additionally, where mental health disorders are explored, the study has limited scope 

and duration. Mental health issues often emanate from deep cognitive dysfunction and require 

more time to evaluate disease progression. 

Notably, the help-seeking behavior of the immigrant population is hindered by the 

adverse events they may have experienced in their host countries. A significant number also are 

influenced by the culture of their home countries, where specialized care is inadequate, and 

therefore do not seek a diagnosis for their mental health (Derr, 2016). In addition, some 

immigrants are religiously inclined and prefer to seek help from other less mainstream or 

external sources, such as Eastern meditation and other religious or spiritual entities and practices 

(Akhtar et al., 2020; Derr, 2016). As they seek or explore these external sources, they may fail to 

appreciate the value of professional care for their mental health.  

Finally, the immigrant populations often lack sufficient knowledge of mental health well-

being to recognize their illnesses. Most poor immigrants have very little exposure to formal 

education and health literacy. They primarily originate from backgrounds with insufficient 

economic resources, and mental well-being is a concept they adopt in their new country (Russo 

et al., 2015; Weinstein et al., 2016). Defining mental disease becomes even more complicated 

because they already struggle with limits in their language and eloquence. They may ignore 

depressive symptoms or attribute them to other non-medical reasons, such as spiritual factors 

(Derr, 2016). The concept of mental health literacy is foreign to many immigrants; therefore, 

they do not pursue a diagnosis of the symptoms. 
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Gaps and Limitations 

Immigrants experience an array of mental health problems ranging from depression to 

PTSD (Derr, 2016). The immigrant’s situation is exacerbated by challenges such as lack of 

access to employment, health insurance, and healthcare, as well as cultural barriers to health-

seeking (Foo et al., 2018; Kaltman et al., 2016). Systemic barriers such as a long waitlist and 

settlement factors also contribute to a lack of access to mental healthcare (Foo et al., 2018). 

Researchers have emphasized the need for stakeholders in the healthcare sector to adopt 

an effective and efficient strategy for managing common mental disorders among underserved 

communities, such as immigrants who experience significant mental healthcare disparities 

(Kaltman et al., 2016; Kaltman, 2019). The collaborative care model is one of the care delivery 

approaches that have been adopted to ensure immigrants can access mental healthcare by 

integrating it into primary care settings (Kaltman et al., 2016; Stammel et al., 2017).  

The model can be instrumental in treating underserved populations such as immigrants. 

However, to date, there has been limited research on the impact of linking immigrants to mental 

health providers and community resources as a collaborative care approach to addressing mental 

well-being. This study addressed this knowledge gap. 

METHODS 

Project Design 

Immigrants often experience multiple challenges, including language barriers, social 

isolation, and even exposure to violence, all of which can predispose them to mental health 

problems such as depression and anxiety (Russo et al., 2015; Weinstein et al., 2016). They 
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frequently experience numerous barriers that prevent access to care. These barriers may include a 

lack of health insurance, lack of documentation, and limited finances (Derr, 2016).  

This quality improvement (QI) project sought to examine whether connecting immigrants 

to mental health providers and community resources at a primary care clinic improves their 

awareness of available resources and whether establishing this connection could strengthen a 

collaborative care approach. A descriptive, quantitative approach was used to determine the 

effects of an educational intervention that connected immigrants at a local Tucson, Arizona, free 

clinic with mental health providers and community resources. The project involved the 

implementation of an educational intervention with the collection of self-reported data using a 

ten-question survey. To achieve the objectives of this QI project, the following two outcomes 

were measured: 

1) Perceived access to mental health services  

2) Perceived access to mental health community resources, including self-help or 

support groups. 

Model for Implementation 

The project was guided by the model for improvement developed by the Institute for 

Healthcare Improvement (IHI). The model comprises two parts: three fundamental questions and 

the Plan-Do-Study-Act (PDSA) cycle. The first part covers three key questions that should be 

answered during the quality improvement process.  

The questions included the aim, that is, the purpose of the quality improvement. A good 

aim should address the issues of importance to the stakeholders. The aim should be time-specific 

and measurable and define the target patient population (Institute for Healthcare Improvement 
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[IHI], 2022). In the current project, the objective was to determine whether providing an 

educational intervention to immigrants at a local free clinic in Tucson, Arizona, and connecting 

them to mental health providers and community resources was a helpful process for enhancing 

the immigrants’ awareness of such resources. 

The second element of the first part of the model for improvement entails establishing 

measures. Quantitative measures are used to establish whether the evidence-based intervention 

leads to an improvement (IHI, 2022). In the project, two measurements were used: perceived 

access to mental health services and perceived access to community resources. These measures 

were evaluated using a self-developed survey. 

The final element of the first part of the model involves determining any beneficial 

changes that can be implemented. The ideas for change initiatives can arise from stakeholders 

within the system or from case studies of other practice settings that have adopted similar 

initiatives (IHI, 2022). In this QI project, the change involved linking new immigrants to mental 

health providers and community resources. Available evidence supports the use of a 

collaborative care approach characterized by multicomponent, patient-centered healthcare 

providers in improving the mental health processes of immigrants and refugees (Kaltman et al., 

2016; Stammel et al., 2017). 

The second part of the model for improvement covers the PDSA cycle. The model offers 

a structured approach to implementing change in healthcare. The model covers four cyclic 

phases of implementing change: planning, doing, studying, and acting. The planning phase 

entails establishing change objectives, making predictions, creating a plan for change 

implementation, and determining data collection measures (Crowfoot & Prasad, 2017). In the QI 
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project, the planning involved developing the project objectives, creating buy-in among 

stakeholders, acquiring the necessary resources, and developing the data collection plan. 

The doing phase of the PDSA cycle involves implementing the plan developed during the 

first stage. This phase also involves documenting observations and recording data (Crowfoot & 

Prasad, 2017). In this project, the doing phase involved an educational intervention to connect 

new immigrants with mental health providers and community resources. The pre-survey and 

post-survey were shared with the participants to facilitate data collection. Any technical 

difficulties, challenges, or unexpected events were documented and addressed to facilitate 

effective project implementation. 

The study phase involves analyzing the collected data, comparing the findings against 

predictions, and analyzing the lessons learned from the quality improvement initiative. This QI 

project involved analyzing the data collected using the self-developed survey to determine the 

immigrants’ perceived access to mental health providers and community resources. The pre-

survey and post-survey data were compared to determine the intervention’s effectiveness. The 

findings were discussed in relation to the project objectives. A summary of the conclusions 

capturing the key lessons was developed. The results were shared with the stakeholders to foster 

reflection and discussion of the intervention. 

The acting phase outlines the changes that should be adopted in the subsequent PSDA 

cycle to improve the outcomes. In the QI project, recommendations were developed based on the 

findings of the study phase. When predicted results were attained, the project leader discussed 

the future adoption of the intervention within the practice site. If the expected outcomes were not 
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attained, improvements were deliberated, changes were decided, and then a plan was made for 

the next cycle. 

Setting and Stakeholders 

The project was implemented at Clinica Amistad in Tucson, Arizona. The facility offers 

treatment for mental health, preventive, primary healthcare, and other services to its clients, all 

free of cost. The facility provides an array of programs, including diabetes management, free 

medications, and promatoras, a group of well-trained community facilitators that possibly bridge 

gaps between underserved communities, and extensive available services, including legal 

counseling, job search, professional attire, and much more.  

The project stakeholders included the DNP student, new immigrants, the administrators 

and practitioners at the practice site, the promotoras, and the office staff. The DNP student was 

the project leader in charge of all the implementation and evaluation activities. The immigrants 

are the primary stakeholders, as the link with mental health providers and community resources 

are designed to benefit them. The administrators at the treatment center did not offer material and 

financial support for the project. The DNP student acquired authorization to implement the 

project from the clinic’s administrators (Appendix A). The other practitioners at the clinic 

provided support and assistance to the new immigrants where needed. The front staff helped with 

data collection activities and answering questions posed by the immigrants, as necessary. The 

promotoras facilitated access to immigrants in underserved communities. 

Planning the Intervention 

The intervention entailed a one-time educational intervention to increase the awareness of 

immigrants to mental health providers and community resources. The immigrants were provided 
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with educational materials on mental health providers and resources within the locality. The 

project implementation took place on October 6, 2022. First, a suitable sample of new 

immigrants was recruited to participate in the project. Participants were recruited through a letter 

that was printed in both English and Spanish. The letter was posted strategically within the 

practice site and shared by the promotoras with client clients. The participants then completed 

the pre-survey. The immigrants attended an educational session to create awareness of the mental 

health providers and community resources within the locality. The practitioners at the practice 

site participated in the intervention by referring new immigrants to the on-site mental health 

providers and resources such as self-help groups. The participants were provided with written 

educational materials as well. At the conclusion of the presentation, participants completed a 

post-survey to facilitate program evaluation. 

Participants and Recruitment 

The project participants were drawn from immigrants who visit Clinica Amistad. A 

convenience sample of 16 immigrants was used in the project. Convenience sampling was 

appropriate for the project since it facilitated the selection of participants based on availability 

and accessibility (Andrade et al., 2021). A recruitment letter, printed both in English and Spanish 

(Appendix B), was used to recruit the participants since the region predominantly hosts 

immigrants from Mexico. The letter was posted strategically on the noticeboards within the 

practice site and shared with clinic clients by the promotoras who helped create awareness about 

the project among the immigrant community. 
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Consent and Ethical Considerations 

The ethical principles outlined in the Belmont Report were observed during the project 

implementation. The report covers respect for persons, beneficence and non-maleficence, justice, 

privacy, and confidentiality (Friesen et al., 2017). The principle of respect for persons was 

observed by acknowledging the participants’ autonomy. To this end, informed consent was 

sought from the participants using a written consent form (Appendix B). The introductory part of 

the form outlined the project’s purpose, the participant’s role, and the measures adopted to 

protect their privacy and confidentiality. The participants were informed that participation in the 

project was voluntary, and they were free to withdraw at will. 

The project did not expose the participants to any emotional, financial, or physical harm 

in line with the principle of beneficence (Mamott & Wassenaar, 2017). However, the participants 

benefited from improved access to mental health services and community resources. The 

participants received a USD 20 preloaded gift card provided by The Lynam Group, LLC, for 

their participation in the project. The project leader sought approval from the University of 

Arizona Institutional Review Board (IRB), which ensured that participants’ interests were 

protected.  

Measures were adopted to protect participant privacy and data confidentiality. No 

personal identifiers were part of the demographics data. Additionally, the collected data were 

stored in a password-protected computer. Hard copies of the completed pre-surveys and post-

surveys were secured and stored in a closed and locked drawer only accessible to the project 

leader. The data will be stored for a minimum of six years after project completion, per the 

university’s data policy. After this period, the data will be deleted and shredded, respectively.  
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Timeline 

The QI project was implemented over a one-month timeline. The timeline dates and 

progress were changed in line with the approvals received from the University of Arizona 

College of Nursing and the IRB (Appendix A). Appendix E presents the project timeline. 

Data Collection 

Demographic data were collected using a self-developed demographics questionnaire 

(Appendix C). Another self-developed survey was used to collect pre- and post-implementation 

data (Appendix C). The participants were provided with the English version of the questionnaire, 

and a translation to Spanish was provided. The survey covered access to counseling and 

treatment, self-help or support groups, and community resources such as shelters. The survey 

questions adopted a 5-point Likert scale (“highly disagree,” “disagree,” “not sure,” “agree,” and 

“highly agree”). Each participant was assigned a unique identification number between 1 and 16 

that linked their pre- and post-presentation survey. 

Data Analysis 

The collected data was analyzed using descriptive statistics, particularly frequencies and 

percentages. Inferential statistics were used to compare pre-survey and post-survey data. The 

analysis was done using Statistical Software for Social Sciences (SPSS) version 27. The data was 

keyed into Microsoft Excel for cleaning by removing inconsistencies, outliers, and errors. The 

information was checked for completeness by correcting missing values and inaccuracies. The 

Excel file was loaded into SPSS for analysis. Frequencies were used to present the results for 

categorical questions (yes/no responses). Likert scale results were analyzed as ordinal data and 

assigned a score of “highly disagree” = 1, “disagree” = 2, “not sure” = 3, “agree” = 4, and 
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“highly agree” = 5. Mann Whitney U test was used to compare the mean differences between the 

pre-survey and post-surveys. The results were evaluated at a significance of 0.05. Scientific rigor 

was maintained during the analysis. 

RESULTS 

Outcomes 

The questions in the intervention were selected to gauge the participants’ present 

awareness of resources available to immigrants, including food banks, shelters, and self-help 

groups, and their perceptions around the availability, accessibility, and convenience of accessing 

and obtaining mental health services. The intervention also sought to determine if linking 

immigrants with these resources would improve access to mental health care, the care being 

provided, and the mental health of the immigrants. 

Table 1 below reveals that 100% of the participants in the study identified as 

Hispanic/Latino, and 81.25% reported having lived in the US for more than one year at the time 

of the community intervention. 75% identified as female, and most participants were between 18 

and 44 years of age (the estimated mean age was 37.5 years, with an estimated standard 

deviation of +/-13.6 years). Educational levels of participants revealed that half had either not 

completed high school (18.75%) or had completed up to a high school education (31.35%), and 

the other 50% had received college education or post-graduate work. The findings also revealed 

that most participants identified as part-time employed (43.75%), with an additional 31.25% 

identifying as unemployed (not currently working). Only 25% of the participants reported being 

full-time employed. 
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Table 1 

Frequencies and Percentages Describing the Sample (N=16) 

  Frequency Percent 
Gender    
 Female 12 75.0% 
 Male 4 25.0% 
Age    
 18-24 4 25% 
 25-35 1 6.25% 
 36-44 6 37.5% 
 > 44 5 31.25% 
Time Living in the US    
 1-6 months 2 12.5% 
 6-12 months 1 6.25% 
 More than 12 months 13 81.25% 
Education    
 Did not complete high school  3 18.75% 
 Up to high school / GED 5 31.25% 
 College graduate 5 31.25% 
 Graduate education 3 18.75% 
Employment Status    
 Employed full-time (40+ hours per week)  4 25% 
 Employed part-time (<40 per week) 7 43.75% 
 Unemployed (not currently working) 5 31.25% 

A series of questions were asked to determine the awareness level of participants 

concerning the availability of resources available to immigrants, including community resources, 

locations, and availability of both food banks and shelters. The findings in Table 2 below show 

that before the intervention implementation, only 18.75% of the participants felt that they were 

aware of the community resources offered to immigrants, and none felt they were highly aware. 

31.25% of the participants thought they were unaware of these resources, and another 31.25% 

felt unsure about their level of awareness. Following the intervention, the awareness level of 

community resources rose to nearly 69% for the participants (43.75% claiming awareness and 

25% now feeling highly aware). Notably, zero participants now felt they were unaware of the 

available resources.  
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Before the intervention, just over 31% of the participants were comfortably aware of the 

food banks available in their community. The most significant response to this question (44%) 

was that they were not entirely sure about food banks, and 25% were unaware of the food banks 

available. Following this intervention, 81% of the participants were aware of highly aware of the 

food banks available, 19% were uncertain, but no participants felt they were unaware of food 

bank resources. Regarding the awareness of organizations providing shelter, the pre-intervention 

survey showed that less than 19% of participants felt they were aware of these shelter resources, 

and 56% reported they were unaware. Post-intervention awareness jumped to 56%, while 25% 

reported they were uncertain of those resources, and the percentage of those who felt they were 

unaware of shelter resources dropped below 19%. 

Two questions in the survey were intended to capture the participants’ personal 

experiences regarding their attempts to seek professional help or an appointment when they felt 

they needed counseling or treatment. Table 3 below shows that before the intervention, 50% of 

the participants reported they had never been able to access treatment and counseling when they 

felt they needed it, and 75% reported that they had never been able to obtain an appointment at 

the time when they needed it. Due to the nature and structure of how these questions were asked, 

there was no expectation of seeing a significant movement between the answers when comparing 

pre- and post-intervention survey results, and there was little change noted. These questions are 

intended to increase their awareness by reflecting on their own experiences.  
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Table 2 

Immigrants Pre- and Post-intervention Awareness Levels of Resources Available to the 
Immigrant Community 

Question 
% Highly 
Unaware % Unaware % Not Sure % Aware % Highly 

Aware 
Pre Post Pre Post Pre Post Pre Post Pre Post 

Are you aware of the community 
resources available for 
immigrants? 

18.75 0 12.5 0 50 31.25 18.75 43.75 0 25 

Do you know food banks in the 
community where you can access 
groceries? 

12.5 0 12.5 0 43.75 18.75 18.75 37.5 12.5 43.75 

Are you aware of organizations 
that provide shelter for 
immigrants? 

37.5 6.25 18.75 12.5 25 25 18.75 43.75 0 12.5 

Table 3 

Questions Regarding Participants’ Personal Experiences 

Question 
% 

Never 
% 

Sometimes 
% 

Usually 
% 

Always 
Pre Post Pre Post Pre Post Pre Post 

In the recent past, when you needed counseling or 
treatment right away, how often did you see 
someone as soon as you wanted? 

50 43.75 31.25 31.25 12.5 18.75 6.25 6.25 

In the recent past, how often did you get an 
appointment for counseling or treatment as soon as 
you wanted? 

75 68.75 12.5 18.75 12.5 12.5 0 0 

The final group of survey questions was designed to see if participants felt adequate 

access available for immigrants and if improved access would help lead to better mental health 

outcomes. The questions, along with pre- and post-intervention results, are found in Table 4 

below. Regarding the availability of self-help groups that are viewed as valuable in aiding new 

immigrants to adjust and cope in their new host community, only 19% of the participants felt 

they were made adequately aware of their availability, and 56% reported they were unaware of 

their availability, with 38% of that group further revealing they had been highly unaware of the 
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existence of those resources. Post-intervention resulted in nearly 69% feeling aware or highly 

aware of these essential programs.  

The participants were asked their opinion on the difficulty of obtaining mental health 

services. The survey also showed that before this intervention, 75% of the participants believed 

that access to mental health for immigrants was challenging to obtain. However, after the 

intervention, where they had been made more completely aware of the available services, the 

percentage of participants thinking that obtaining them was difficult dropped to 50% upon 

learning about the scope of available services in their community.  

Even before the intervention, the vast majority of the participants (94%) felt that linking 

the immigrant community to these available resources would help improve mental health. Post-

intervention, 100% of the participants reported they could see the value of this connection. 

Similarly, before the intervention, the survey results indicated 88% of the participants had 

already concluded that linking immigrants with community resources and mental health 

providers would lead to improvements in collaborative care approaches, and the post-

intervention survey revealed the participants to be 100% in agreement with this connection 

improving care.  
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Table 4  

Participant Questions Regarding the Value of Improved Access and Linking of Resources 

Question 
% Highly 
Unaware % Unaware % Not Sure % Aware % Highly 

Aware 
Pre Post Pre Post Pre Post Pre Post Pre Post 

As an immigrant, were you 
informed about self-help groups 
that help cope with the 
immigration process? 

37.5 0 18.75 6.25 25 25 18.75 56.25 0 12.5 

From your experience, do you 
think it is difficult for 
immigrants to access mental 
health services? 

6.25 0 12.5 18.75 6.25 31.25 25 18.75 50 31.25 

In your opinion, would linking 
immigrants to mental health 
providers help improve access 
to mental health care? 

0 0 6.25 0 6.25 0 37.5 37.5 56.25 62.5 

In your opinion, would linking 
immigrants to community 
resources help improve their 
mental health? 

0 0 6.25 0 6.25 0 25 12.5 62.5 87.5 

In your opinion, would linking 
immigrants with community 
resources and mental health 
providers improve collaborative 
care? 

6.25 0 0 0 6.25 0 18.75 18.75 68.75 81.25 

Wilcoxon Signed-Ranks Test  

The findings in Table 5 show The Wilcoxon Signed-Ranks Test results. Because of the 

small sample size and the possibility that the ordinal Likert scale would yield a non-normal 

distribution of responses from study participants,  

The Wilcoxon Signed-Ranks test was used to analyze the data given the exploratory 

nature of the intervention and the small sample size from which the community intervention was 

held. Results from the Wilcoxon Signed-Ranks test indicated that the intervention may have 

improved awareness of several aspects of community resources for immigrants. Specifically, 

before the intervention, participants reported being largely unaware of how to access community 
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resources. They reported never being informed on how to access shelter or mental self-help 

resources for immigrants. The Wilcoxon Signed-Rank tests indicated that awareness scores were 

significantly higher after the educational session intervention. Namely, awareness of access to 

community resources (z=2.437, p=0.015), access to shelters (z=2.048, p=0.041), and access to 

self-help resources (z=2.736, p=0.006) were statistically significantly higher than prior to the 

educational session. The effect sizes for these three factors were considered medium per 

Rosenthal’s (1994) effect size estimate with non-parametric analyses (Cohen’s d=0.63, .053, and 

.071, respectively). Please refer to Table 2, which outlines the findings for all ten assessment 

questions measured. 

Table 5 

Reported Two-tailed Mean Ranks, Z scores, and Effect Sizes (N=16) 

 Wilcoxon Signed-Ranks Test 

Survey Items 
Mean 
Rank 
W+ 

Z 
Score 

P 
Value 

Effect 
Size 

Are you aware of the community resources available for immigrants? 6.9 2.44 0.015 0.63 
Do you know food banks in the community where you can access 
groceries? 6.36 1.04 0.298 0.268 

Are you aware of organizations that provide shelter for immigrants? 7.45 2.05 0.041 0.529 
As an immigrant, were you informed about self-help groups that help 
cope with the immigration process? 6.35 2.74 0.006 0.707 

From your experiences, do you think it is difficult for immigrants to 
access mental health services? 4.36 0.68 0.497 0.176 

In the recent past, when you needed counseling or treatment right away, 
how often did you see someone as soon as you wanted? 6.86 1.4 0.163 0.361 

In the past, how often did you get an appointment for counseling or 
treatment as soon as you wanted? 4.67 1.44 0.149 0.371 

In your opinion, would linking immigrants to mental health providers 
help improve access to mental health care? 5.8 0.81 0.417 0.209 

In your opinion, would linking immigrants to community resources help 
improve their mental health? 5.43 1.99 0.058 0.514 

In your opinion, would linking immigrants with community resources 
and mental health providers improve collaborative care? 5.75 1.47 0.142 0.38 
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DISCUSSION 

Summary 

The pre- and post-implementation findings show that there was a change upon 

implementing an educational intervention connecting participants to mental health providers and 

mental health community resources. Awareness of services increased in those who were “highly 

aware” from 0% to 25% and increased in those who were “aware” from 19% to 44%. The 

findings showed an increase in knowledge of food banks in the community where one could 

access groceries from 19% who “agree” and 13% who “highly agree” to 38% and 44% who 

“agree” and “highly agree,” respectively. There was a similar trend where awareness of 

organizations that provide shelter for immigrants increased from 19% for those who “agree” to 

44% and from 0% for those who “highly agree” to 13%. Also, being informed about self-help 

groups that help one cope with the immigration process increased from 19% for those who 

“agree” to 69% who either “agree” or “highly agree.” Also, following the intervention, there was 

a reduction in the perception that it was difficult for immigrants to access mental health services 

which reduced from 75% for those who either “agree” or “highly agree” to 50%. There was an 

increase in the view that linking immigrants to mental health providers help improve access to 

mental health care, helps improve their mental health, and improves collaborative care. The 

Wilcoxon Signed-Ranks Test findings show that connecting immigrants to mental health 

providers and community resources significantly improves immigrants’ awareness of mental 

health resources, organizations that provide shelter for immigrants, and information about self-

help groups that help cope with the immigration process. 
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Interpretation 

The findings showed a significant improvement in knowledge of community resources 

available for immigrants, awareness of organizations that provide shelter, and being informed 

about self-help groups that help cope with the immigration process. This aligns with past studies. 

For instance, Hu et al. (2020) established that collaborative care improves depression outcomes 

among racial minorities. The significant effect of the intervention can be explained by the fact 

that it bridged a practice gap. The project objective was to connect immigrants with mental 

health providers and community services within ten miles of their homes. The project revealed 

that a significant number of the participants surveyed were not aware of the mental health 

resources available to them. The project successfully bridged this gap because when the survey 

results were reviewed, Clinica Amistad began actively arranging appointments with mental 

health providers for patients that desired them. This provided immigrants with valuable and 

needed access to psychotherapists and psychiatrists at the clinic.  

The significant effect can be explained by the fact that immigrants experience substantial 

barriers to access to mental health care. Most host nations lack sufficient mental health 

specialists who can offer immigrants intensive, culturally competent care (Bryant et al., 2020). 

Generally, people are unaware of existing mental health services until they need care. As such, 

there needs to be more information on available healthcare facilities. The project bridged this gap 

by informing the immigrants where they could access counseling and mental health providers. 

One challenge to accessing mental healthcare is the language barrier for immigrants. 

Satiksky et al. (2019) found that the common barriers to receiving mental healthcare among new 

immigrants are long waitlists, difficulties in communication, and stigma. This project conducted 
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at Clinica Amistad focused on immigrants who may have had limited English proficiency. As 

such, they may be hesitant to access healthcare services, given that some practitioners may not 

fully understand them. In this regard, connecting immigrants to mental healthcare resources 

increases accessibility. This is because part of the intervention connected immigrants to Spanish-

speaking practitioners, increasing communication. 

Implications for Practice, Education, Research and Policy 

The project findings showed that connecting immigrants to mental health providers and 

community resources significantly improves immigrants’ awareness of mental health resources 

and strengthens a collaborative care approach compared to current practice. In this regard, 

Clinica Amistad should plan to expand its collaborative care approach to provide mental 

healthcare for its immigrant population. This is where mental health providers work closely 

together to address mental health problems facing immigrants. In this regard, the management of 

Clinica Amistad should ensure they have the required practitioners to establish an effective 

collaborative care team that can meet immigrants’ needs. 

The promotoras, providers, and management of Clinica Amistad should also seek to 

identify the unique barriers preventing immigrants from accessing mental health services at their 

facility. Given the location of the clinic and its organizational culture, unique factors may 

prevent immigrants from seeking quality mental healthcare. These factors can include a lack of 

qualified practitioners, longer waiting time, lack of follow-up, language barrier, and distance to 

the facility. Management should consider implementing measures to address the unique 

challenges facing immigrants specific to their facility. One such measure is to begin 

implementing monthly mental health presentations. 
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The government and policymakers should enable connecting immigrants to mental health 

providers and mental health community resources. This is achieved by providing resources 

allowing immigrants to access mental healthcare when needed. This should involve enacting 

policies that address barriers that prevent immigrants from accessing mental healthcare services. 

Compelling evidence shows that significant barriers to access remain today. For instance, 

immigrants are assumed to be parasitic to the state they go to, and the federal government does 

not consider them citizens, limiting access to public facilities (Rodriguez et al., 2020). Also, 

immigrants have limited access to specialized psychiatric facilities and are often dependent on 

Medicaid, which typically offers limited availability to psychiatric health. 

The existing policies should be expanded to provide immigrants with adequate access to 

healthcare services. In particular, the plan providers, including Medicaid, should enable 

immigrants to access specialized psychiatric services. Currently, there needs to be more 

specialized psychiatric professionals available to treat immigrants who have limited English 

language proficiency. In this regard, the government and policymakers should create favorable 

policies that can enable the training of practitioners to address their unique needs. This should 

include training mental health managers, social workers, psychotherapists, and psychiatrists to 

work closely to address the immigrant population's mental health problems. 

The project used a small sample size. Hence, further research is needed using a larger 

sample size, which should be more diverse. There is a need for further research to determine the 

barriers hindering immigrants from accessing mental health services. Researchers should also 

explore solutions for solving the identified barriers. 
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Limitations 

One limitation of the project is sampling from a small sample size which increases 

homogeneity. This reduces the generalizability of the findings. The sample size was selected 

because the project targeted Hispanic immigrants who may have already sought mental health 

services. Another limitation is that the questionnaire was self-appraisal; hence the DNP student 

had no control over the responses. 

DNP Essentials Addressed 

DNP Essential I: Scientific Underpinnings for Practice 

The first essential holds that one should understand the nursing theory and its integration 

into practice at the organization. The project should be founded on scientific methods, ultimately 

improving patient outcomes. This essential was achieved given that the intervention was 

implemented in line with the collaborative care model. Further scientific principles were used in 

data collection and analysis. The findings showed that there was an improvement in patient 

outcomes. 

DNP Essential II: Organizational and Systems Leadership for Quality Improvement 

The second essential outlines that one should contribute to nursing science by evaluating, 

translating, and disseminating research into practice. This can be achieved by designing or 

advancing evidence-based interventions to address practice gaps. This essential was achieved by 

connecting the immigrant to mental health providers and the mental health community resources 

using a collaborative care approach. The findings showed that a collaborative care approach can 

be integrated into practice at the clinic and applied to the broader community to achieve 

improved patient outcomes. 
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DNP Essential IV: Information Systems/Technology and Patient Care Technology for the 

Improvement and Transformation of Health Care 

This essential suggests using information and patient care technologies in their project. 

The technology used should advance patient outcomes. This essential was achieved by using data 

revealing that a practice gap existed. Also, technology is used in project implementation and 

project data analysis. Technology will also be used in disseminating the project findings. 

DNP Essential V: Healthcare Policy for Advocacy in Health Care 

These essential states that DNP nurses should identify problems within the healthcare 

delivery system and spearhead the advancement of policies to address practice gaps. This 

essential was fulfilled by analyzing current practices and revealing practice gaps. In this regard, 

there are recommendations to address the systemic challenges which make it difficult for 

immigrants to seek mental healthcare. 

DNP Essential VI: Inter-Professional Collaboration for Improving Patient and Population 

Health Outcomes 

Under this essential, a DNP nurse should lead an inter-professional team in analyzing 

multifaceted practice and systems issues through effective communication using collaborative 

skills. This essential was achieved by contacting the facility manager, nurses, and data manager 

to approve, participate in the project and extract data to determine progress.  

DNP Essential VII: Clinical Prevention and Population Health for Improving the Nation’s 

Health 

The seventh essential outlines that DNP nurses should complete a project that promotes 

public health and reduces adverse effects. Also, nurses should evaluate and interpret 



 

 
57 

epidemiological and biostatistical information to improve the health of individuals and 

communities. This was realized by connecting immigrants to mental health providers and 

community resources, which significantly enhanced immigrants’ awareness of mental health 

resources and strengthened a collaborative care approach. 

DNP Essential VIII: Advanced Nursing Practice 

In line with the eighth Essential, DNP nurses should demonstrate advanced levels of 

clinical judgment and systems thinking, which should advance nursing practice and improve 

patient outcomes. This essential was achieved by explaining the role of nurses in bridging the 

gap between the immigrant community and adequate mental health services. 

Conclusions 

This quality improvement project aimed to examine whether improving awareness of 

immigrants to mental health providers and community resources is a helpful process towards 

improving an immigrants’ awareness of mental health resources and strengthening a 

collaborative care approach. The PICOT question guided the project: Among US immigrants (P), 

does connecting them with mental health providers and mental health community resources (I), 

compared to current practice (C), improve an immigrants’ awareness of mental health resources, 

and does it strengthen a collaborative care approach (O) in a one-month time interval (T)? 

The project was carried out using a quantitative methodology, particularly a quasi-

experimental research design. The project participants were drawn from immigrants who visit 

the treatment center. A convenience sample of 16 immigrants from those who had visited the 

chosen facility for treatment was used. The collected data was analyzed using descriptive 
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statistics, particularly frequencies and percentages. Inferential statistics were used to compare 

pre-survey and post-survey data. 

The findings showed increased knowledge of food banks with groceries, awareness of 

organizations providing shelter, and information about self-help groups serving immigrants. 

There was a reduced perception of how difficult it was for immigrants to access mental health 

services. There was an increased perception that linking immigrants to mental health providers 

improve access and general mental health.  

The significant effect of the intervention can be explained by the fact that it bridged the 

practice gap. In particular, the intervention addressed barriers preventing immigrants from 

accessing mental healthcare services. The project also linked immigrants with a mental health 

clinic. This was essential as it enabled immigrants to access mental health managers, social 

workers, psychotherapists, and psychiatrists at the clinic. In this regard, the management of the 

health facility should seek to identify any unique barriers preventing immigrants from accessing 

mental health services. Also, health facilities should implement a collaborative approach to 

provide mental healthcare to the immigrant population. 

Plan for Sustainability 

Healthcare facility leadership will evaluate the appropriateness of implementing 

collaborative care and other measures which increase access to mental healthcare services for 

immigrants. The administration should ensure that the facility has adequate and competently 

trained mental health managers, social workers, psychotherapists, and psychiatrists working 

closely together addressing mental health problems facing immigrants. 
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There should be unique and intentional measures to address the individual needs of 

immigrants seeking mental healthcare services. The facility should employ mental health 

practitioners who speak the immigrant’s language. Evidence shows that the type of mental illness 

and its causes will vary among immigrants and often will be unique to their country, culture, and 

personal experiences. In this regard, the mental health service facility should seek to educate its 

mental health practitioners on the causes of mental health illness and the range of possible 

evidence-based solutions available for treating them. 

Plan for Dissemination 

The DNP student will present findings to the management of the facility. This will be in 

the facility boardroom, where the DNP student will use a PowerPoint presentation. Also, the 

project results will be submitted to a peer-reviewed journal for publication. The findings will 

also be presented at a relevant symposium of like-minded scholars and practitioners. 
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APPENDIX B –  

CONSENT DOCUMENT (DISCLOSURE AND CONSENT FORM) 
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Connecting Immigrants to Mental Health Providers and Community Resources 

Juan Carlos Velez 

The purpose of this project is to examine whether connecting and increasing awareness of 
immigrants to mental health providers and community resources is a helpful process to improve 
the awareness of such resources within the immigrant population and strengthen a collaborative 
care approach.  
 
If you choose to take part in this project, you will be asked to complete a survey. The survey 
takes approximately 30 minutes to complete. There are no foreseeable risks associated with your 
participation in this project. You will receive USD 20 in a pre-loaded card for your participation. 
Your responses are anonymous. Your name will not be collected or linked to your answers. 
 
If you choose to participate in the project, participation is voluntary, refusal to participate will 
involve no penalty or loss of benefits to which you are otherwise entitled. You may withdraw at 
any time from the project. In addition, you may skip any question that you choose not to answer. 
By participating, you do not give up any personal legal rights you may have as a participant in 
this project.  
 
For questions, concerns, or complaints about the project, you may contact Juan Carlos Velez, at 
Juancvelez@Arizona.edu 
 
 
 
 
 
You agree to have your responses used for this project. 
 

mailto:Juancvelez@Arizona.edu
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APPENDIX C –  

EVALUATION INSTRUMENTS (DEMOGRAPHICS SURVEY AND SURVEY 

QUESTIONS) 
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Demographics Survey 
 
1. What is your gender?  Male [ ] Female [ ] 
 
2. What is your age 
 

18-24 [ ] 
25-35 [ ] 
36-44 [ ] 
45-54 [ ] 
Over [ ] 

 
3. What is your racial background? 

1. Hispanic/Latino   [ ] 
2. Black/African American [ ] 
3. Other_____________ 

 
4. How long have you been in the United States? 

a) Less than an month [ ] 
b) 1-6 months   [ ] 
c) 6 - 12 month    [ ] 
d) Over 1 years   [ ] 

 
5. What is your education level? 

a. Less than a high school diploma 
b. High school degree or equivalent 
c. Bachelor’s degree or equivalent 
d. Master’s degree  
e. Doctorate 
f. Other  

 
6. What is your current employment status? 

a. Employed full-time (40+hours a week) 
b. Employed part-time (less than 40 hours a week) 
c. Unemployed (not currently working) 
d. Self-employed 
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Survey 
 
1. Are you aware of the community resources available for immigrants? 

a. Highly unaware 
b. Unaware 
c. Not sure 
d. Aware 
e. Highly aware  

2. Do you know food banks in the community where you can access groceries? 

a. Highly disagree 
b. Disagree 
c. Not sure 
d. Agree 
e. Highly Agree 

3. Are you aware of organizations that provide shelter for immigrants? 

a. Highly disagree 
b. Disagree 
c. Not sure 
d. Agree 
e. Highly Agree 

4. As an immigrant, were you informed about self-help groups that help cope with the 
immigration process? 

a. Highly disagree 
b. Disagree 
c. Not sure 
d. Agree 
e. Highly Agree 

5. From your experiences, do you think it is difficult for immigrants to access mental health 
services? 

a. Highly disagree 
b. Disagree 
c. Not sure 
d. Agree 
e. Highly Agree 
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6. In the recent past, when you needed counseling or treatment right away, how often did you 
see someone as soon as you wanted? 

a. Never 
b. Sometimes 
c. Usually 
d. Always 

7. In the past, how often did you get an appointment for counseling or treatment as soon as you 
wanted? 

a. Never 
b. Sometimes 
c. Usually 
d. Always 

8. In your opinion, would linking immigrants to mental health providers help improve access to 
mental health care? 

a. Highly disagree 
b. Disagree 
c. Not sure 
d. Agree 
e. Highly Agree 

9. In your opinion, would linking immigrants to community resources help improve their 
mental health? 

a. Highly disagree 
b. Disagree 
c. Not sure 
d. Agree 
e. Highly Agree 

10. In your opinion, would linking immigrants with community resources and mental health 
providers improve collaborative care? 

a. Highly disagree 
b. Disagree 
c. Not sure 
d. Agree 
e. Highly Agree 
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APPENDIX D –  

PARTICIPANT MATERIAL (LISTS OF LOCAL MENTAL HEALTH RESOURCES – 

ENGLISH AND SPANISH VERSIONS) 
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Mental Health Services
CASA ALITAS
(520) 330-6988
2225 E Ajo Way, Tucson, AZ 85713
Open at all �mes (no specific �me of opening, 
services run at all hours)
h�ps://www.casaalitas.org
Shelter for arriving asylum seekers, people who 
have been in the country for less than a week
Housing (temporary), food, toiletries, clean 
clothes, help with travel planning. Free. 
Psychological support team (some re�red, some 
currently prac�cing trauma healing, some 
pastors/religious affiliates)
Partners w/ El Rio for physical health needs 
Staff primarily speak English & Spanish 

CODAC
(520) 327-4505
4585 E Speedway Blvd Tucson, AZ 85712
Mon.-Fri. 8 am -5 pm
h�ps://www.codac.org
Behavioral health services provided: substance 
abuse disorders, trauma, depression, anxiety, 
schizophrenia, BPD, & other serious mental 
illnesses & mood disorders
Primary care services provided: wellness check-
ups, treatment for common illnesses like 
earaches & the flu, chronic condi�ons such as 
diabetes & high blood pressure, injuries & on -

going physical challenges, & pharmacy & lab 
services. Accepts AHCCCS.
Primarily speak English & Spanish 

COPE
(520)792-3293 (office phone)
(520)205-4732 (enrollment department)
1477 W. Commerce Court Tucson, AZ 85746 
Mon.-Fri. 8 am-5 pm
h�ps://www.copecommunityservices.org
Provides best prac�ce-based, integrated physical 
and mental healthcare to improve the health and 
well -being of people in the Tucson community. 
Accepts AHCCCS.
Nobody will be denied services due to inability to 
pay
Best to schedule an appointment online or over 
the phone
Primarily speak English & Spanish

LA FRONTERA
(520) 838-5600
Main clinic- 504 W. 29th Tucson, AZ 85713
Mon.-Fri. 8 am-5 pm
h�ps://lafrontera az.org/la -frontera-center/
Best thing to do would be to call but they will not 
deny walk-ins at the main clinic. 
Provides services to individuals who suffer from 

substance dependence, PTSD & trauma, 
codependency, family problems, & mental health 
disorders. Accepts AHCCCS.
Services include therapy groups, peer -facilitated 
groups, psychoeduca�onal classes, & individual 
work 
Primarily speak English & Spanish 

SOUTHERN AZ CENTER AGAINST SEXUAL 
ASSAULT (SACASA)
(520) 327-1171 (office phone)
(520) 327-7273 (24hr crisis hotline) 
1600 N. Country Club Tucson, AZ 85716
Office hrs. Mon.-Fri. 8 am -5 pm
h�ps://www.sacasa.org
Offers crisis assistance, therapy referrals, 
advocacy, court assistance and other support 
services for people who have suffered sexual 
assault or harassment. Free. 
Connects immigrants to their consulate.
Meet with survivors of sexual violence/ help 
facilitate forensic examina�on a�er an assault 
Provides court advocacy 
Provides mental health services with licensed 
therapists
English & Spanish (however there is a translator 
line that can translate in more languages than the 
ones listed).

Mental Health Services
CASA ALITAS
(520) 330-6988
2225 E Ajo Way, Tucson, AZ 85713
Open at all �mes (no specific �me of opening, 
services run at all hours)
h�ps://www.casaalitas.org
Shelter for arriving asylum seekers, people who 
have been in the country for less than a week
Housing (temporary), food, toiletries, clean 
clothes, help with travel planning. Free. 
Psychological support team (some re�red, some 
currently prac�cing trauma healing, some 
pastors/religious affiliates)
Partners w/ El Rio for physical health needs 
Staff primarily speak English & Spanish 

CODAC
(520) 327-4505
4585 E Speedway Blvd Tucson, AZ 85712
Mon.-Fri. 8 am -5 pm
h�ps://www.codac.org
Behavioral health services provided: substance 
abuse disorders, trauma, depression, anxiety, 
schizophrenia, BPD, & other serious mental 
illnesses & mood disorders
Primary care services provided: wellness check-
ups, treatment for common illnesses like 
earaches & the flu, chronic condi�ons such as 
diabetes & high blood pressure, injuries & on -

going physical challenges, & pharmacy & lab 
services. Accepts AHCCCS.
Primarily speak English & Spanish 

COPE
(520)792-3293 (office phone)
(520)205-4732 (enrollment department)
1477 W. Commerce Court Tucson, AZ 85746 
Mon.-Fri. 8 am-5 pm
h�ps://www.copecommunityservices.org
Provides best prac�ce-based, integrated physical 
and mental healthcare to improve the health and 
well -being of people in the Tucson community. 
Accepts AHCCCS.
Nobody will be denied services due to inability to 
pay
Best to schedule an appointment online or over 
the phone
Primarily speak English & Spanish

LA FRONTERA
(520) 838-5600
Main clinic- 504 W. 29th Tucson, AZ 85713
Mon.-Fri. 8 am-5 pm
h�ps://lafrontera az.org/la -frontera-center/
Best thing to do would be to call but they will not 
deny walk-ins at the main clinic. 
Provides services to individuals who suffer from 

substance dependence, PTSD & trauma, 
codependency, family problems, & mental health 
disorders. Accepts AHCCCS.
Services include therapy groups, peer -facilitated 
groups, psychoeduca�onal classes, & individual 
work 
Primarily speak English & Spanish 

SOUTHERN AZ CENTER AGAINST SEXUAL 
ASSAULT (SACASA)
(520) 327-1171 (office phone)
(520) 327-7273 (24hr crisis hotline) 
1600 N. Country Club Tucson, AZ 85716
Office hrs. Mon.-Fri. 8 am -5 pm
h�ps://www.sacasa.org
Offers crisis assistance, therapy referrals, 
advocacy, court assistance and other support 
services for people who have suffered sexual 
assault or harassment. Free. 
Connects immigrants to their consulate.
Meet with survivors of sexual violence/ help 
facilitate forensic examina�on a�er an assault 
Provides court advocacy 
Provides mental health services with licensed 
therapists
English & Spanish (however there is a translator 
line that can translate in more languages than the 
ones listed).
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Community Based Outreaches/ 
Rese�lement Services

Community Food Bank of Southern 
Arizona
(520)622-0525
3003 S Country Club Rd, Tucson, AZ 85713
TUES-THURS 8 am-1 pm 
h�ps://www.communityfoodbank.org
Spanish, English
Refer people who visit to other helpful 
resources they may be in need of
SNAP & AHCCCS applica�on
No appoint, No eligibility requirements

Christ Church United Methodist Food 
Bank
(520)327-1116
655 N Craycro� Tucson, AZ 85711
Tues -Thurs 9 am-12 pm 
h�ps://www.ccumtucson.org
Anybody is welcome (it is advised to bring 
ID)

The Tucson Neighborhood Food Pantry
(520)777-9629
5707 E 22nd Street Tucson, AZ 85710 
Tues, Thurs, Sat 4 pm -6 pm Tucson-
neighborhood-food-pantry
Provide clothing distribu�on
No appointment required
No eligibility requirements just ID is 
required
Once a week pickup

Food Banks 
Chicanos for La Causa: Housing Counseling
520-882-0018 1525 North Oracle Road, 
Tucson, AZ 85705
Mon.-Fri. 8 am-5 pm 
h�ps://cplc.org/housing/rural -housing.php
Rental assistance administra�on- deploy public 
and private funds to help individuals pay rent
Resident service coordina�on - for low-income 
seniors
Housing naviga�on- help at-risk families/people 
secure & maintain affordable, stable housing

Interna�onal Rescue Commi�ee
(520) 319-2128
1011 North Craycro� Road Suite 404 
Tucson, AZ 85711
Mon.-Fri. 9 am-5 pm 
h�ps://www.rescue.org/united -states/tucson-
az
Provides refugees and asylum seekers with 
rese�lement assistance, economic 
empowerment, community integra�on, health 
and wellness, legal aid

Keep Tucson Together
(520)623-4084
730 S Osborne Ave, Tucson, AZ 85701
Mon.-Fri. 9 am-4 pm 
h�ps://www.keeptucsontogether.org
By appointment (however there are usually 
people in the office willing to help with drop -ins)

Works with volunteer a�orneys to stop 
deporta�ons and the separa�on of families in 
Southern Arizona

Lutheran Social Services of the Southwest, 
Refugee and Immigra�on Services
(520)748-2300
120 N Stone Ave, Suite 220R Tucson, AZ 85701
Mon-Fri 8 am-5 pm 
h�ps://www.lss -sw.org/refugeeservices
Pre-arrival housing, case management, 
naviga�ng transporta�on and public services, 
employment support, women's empowerment, 
refugee youth mentor program

Migra�on & Refugee Services of Catholic 
Church Services
(520)623-0344
140 W. Speedway, Ste. 130, Tucson, AZ 85705
Mon.-Fri. 8 am -5pm
h�ps://www.ccssoaz.org/services/detail/migra�
on-and-refugee -services
Services include case management, employment 
links, job training, transporta�on, housing, short 
term financial assistance, English classes, & help 
with school registra�on

Bancos de Comida

Community Food Bank of Southern Arizona
(520)622-0525
3003 S Country Club Rd, Tucson, AZ 85713
MARTES -JUEVES 8 am -1 pm 
h�ps://www.communityfoodbank.org
Idioma: Español -Ingles
Recomendar a las personas que visitan otros 
recursos ú�les que puedan necesitar
Solicitud de SNAP y AHCCCS
Sin nombramiento, sin requisitos de 
elegibilidad

Christ Church United Methodist Food Bank
(520)327-1116

655 N Craycro� Tucson, AZ 85711
Martes a Jueves 9 am-12 pm 
h�ps://www.ccumtucson.org
Todos son bienvenidos (se recomienda traer 
iden�ficación)

The Tucson Neighborhood Food Pantry
(520)777-9629

5707 E 22nd Street Tucson, AZ 85710 
Martes, Jueves y Sábados de 4 p.m. a 6 p.m. 
Proporciona distribución de ropa.
No se requiere cita
No hay requisitos de elegibilidad, solo se 
requiere una iden�ficación
Recogida una vez a la semana

Chicanos Por La Causa: Housing Counseling
520-882-0018 

1525 North Oracle Road, Tucson, AZ 85705
Lunes.-viernes. 8 am-5 pm 
h�ps://cplc.org/housing/rural -housing.php
Administración de asistencia de alquiler: U�liza
fondos públicos y privados para ayudar a las 
personas a pagar el alquiler
Coordinación de servicios para residentes :
Este programa está enfocado para personas 
mayores de bajos ingresos
Navegación de vivienda : ayudar a las
familias/personas en riesgo para acceder a 
viviendas asequibles y estables

Interna�onal Rescue Commi�ee
(520) 319-2128

1011 North Craycro� Road Suite 404
Tucson, AZ 85711
Lunes.-Viernes. 9 am -5 pm 
h�ps://www.rescue.org/united -states/tucson-az
Brinda a los refugiados y solicitantes de asilo, 
asistencia para el asentamiento, 
empoderamiento económico, integración a la 
comunitaria, servicios de salud para su bienestar 
y asistencia legal

Keep Tucson Together
(520)623-4084
730 S Osborne Ave, Tucson, AZ 85701
Lunes.-Viernes. 9 am -4 pm 
h�ps://www.keeptucsontogether.org

generalmente hay personas en la oficina 
dispuestas a ayudar en caso de no tener cita. 
Ofrece abogados voluntarios para detener las 
deportaciones y la separación de familias en el 
Sur de Arizona

Lutheran Social Services of the Southwest, 
Refugee and Immigra�on Services
(520)748-2300
120 N Stone Ave, Suite 220R 
Tucson, AZ 85701
Lunes a Viernes 8 am-5 pm
h�ps://www.lss -sw.org/refugeeservices
Alojamiento previo a la llegada, ges�ón de casos, 
transporte y servicios públicos, apoyo al empleo, 
empoderamiento de la mujer, programa de 
mentores para jóvenes refugiados

Migra�on & Refugee Services of Catholic Church 
Services
(520)623-0344
140 W. Speedway, Ste. 130 
Tucson, AZ 85705
Lunes.-Viernes. 8 am -5 pm
h�ps://www.ccssoaz.org/services/detail/migra�o
n-and-refugee -services
Los servicios incluyen administración de casos, 
enlaces de empleo, capacitación laboral, 
transporte, vivienda, asistencia financiera a corto 
plazo, clases de inglés y ayuda con la inscripción 
escolar.

Servicios Comunitarios de Difusión/ Reubicación
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APPENDIX E –  

PROJECT TIMELINE 
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Project Activity Week 1 Week 2-Week 3 Week 4 
Meeting the project 
stakeholders, 
preparation of project 
resources, collection 
of pre-
implementation data 

   

Implementation of 
the project 
intervention  

   

Collection of post-
implementation data, 
data analysis, and 
report writing  

   

Dissemination of 
project findings 
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LITERATURE REVIEW GRID 
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Project Question: Among U.S. immigrants (P), does connecting them to mental health providers and community resources (I), 
compared to current practice (C), lead to improved mental health (O)? 

Pub. Year; Author’s Last 
Name 

Title of 
Publication 

Type of 
Study 

Main Outcomes of 
Findings 

Support for and or Link to 
Project 

Kaltman et al. (2016).  A mental health 
intervention strategy 
for low-income, 
trauma-exposed 
Latina immigrants in 
primary care. 

Pilot study for 
a randomized 
control trial.  

The study involved 
implementing individual 
psychotherapy sessions among 
Latina immigrants in a 
primary care setting with 
depression and post-traumatic 
stress disorder symptoms. The 
findings indicated that the 
intervention was feasible and a 
success.  

The findings show that immigrants 
need mental health interventions to 
manage depression and post-
traumatic stress disorder (PSTD). 
Additionally, they show that 
individual and group therapy 
sessions enhance the acceptability 
of psychotherapy among the 
immigrant population.  

Kaltman (2019).  Treatment of 
depression and 
PTSD in primary 
care clinics serving 
uninsured low 
income mostly 
Latino immigrants. 

Prospective 
study 

The provision of mental health 
interventions in primary care 
led to a significant reduction 
in depression symptoms 
among immigrants.  

The findings support the provision 
of mental healthcare to immigrants 
as a means of addressing 
depression symptoms.  

de Graaff et al. (2020) Peer-provided 
problem 
management plus 
(PM+) for adult 
Syrian refugees: A 
pilot randomized 
controlled trial on 
effectiveness and 
cost-effectiveness 

RCT The problem management plus 
(PM+) intervention led to a 
reduction in PTSD symptoms 
and improvements in 
psychosocial functioning. The 
peer-delivered intervention 
was also acceptable, feasible, 
and safe.  

The findings indicate that access to 
mental health interventions among 
immigrants could improve their 
outcomes.  

Stammel et al. (2017) Multidisciplinary 
treatment for 
traumatized refugees 
in a naturalistic 

Cross-
sectional study 

Multilevel analysis showed 
significant improvements of 
symptoms of PTSD (p < .001), 
depression (p < .001), anxiety 

The implementation of mental 
health treatment among 
immigrants/refugees improves 



 

 
77 

Pub. Year; Author’s Last 
Name 

Title of 
Publication 

Type of 
Study 

Main Outcomes of 
Findings 

Support for and or Link to 
Project 

setting: The 
development of 
symptoms and 
predictors. 

(p < .001), and somatoform 
symptoms (p = .002) as well 
as of the subjective quality of 
life (p < .001) over time.  

their health outcomes and quality 
of life.  

Russo et al. (2015).  A qualitative 
exploration of the 
emotional wellbeing 
and support needs of 
new mothers from 
Afghanistan living 
in Melbourne, 
Australia. 

Qualitative 
study 

Immigrant women report 
emotional challenges 
associated with postnatal 
depression.  
The women are reluctant to 
discuss their mental health 
with professionals and do not 
show interest in seeking 
psychosocial support due to 
cultural stigma surrounding 
mental health illness. 

This study captures the mental 
health problems and barriers to 
access to care experienced by 
immigrants.  

Acarturk et al. (2015) EMDR for Syrian 
refugees with post-
traumatic stress 
disorder symptoms: 
Results of a pilot 
randomized 
controlled trial. 

Pilot for RCT The EMDR group had 
significantly lower trauma 
scores at post-treatment as 
compared with the wait-list 
group as well lower 
depression score after 
treatment as compared with 
the wait-list group. 

The study highlights the 
effectiveness of the EMDR 
intervention in reducing depression 
symptoms among refugees. 
Therefore, such interventions 
should be made available to 
immigrants.  

Knefel et al. (2020) A brief 
transdiagnostic 
psychological 
intervention for 
Afghan asylum 
seekers and refugees 
in Austria: A 
randomized 
controlled trial 

Randomized 
controlled trial 

After adapting the PM+ 
protocol, there was a 
significant change in 
psychological distress. In 
addition, the women who 
helped through the PM+ 
showed significantly less 
psychological distress with a 

The implementation of a 
transdiagnostic psychological 
intervention for asylum seekers 
and refugees reduces their 
psychological distress. In addition, 
the intervention leads to improved 
mental health.  
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Pub. Year; Author’s Last 
Name 

Title of 
Publication 

Type of 
Study 

Main Outcomes of 
Findings 

Support for and or Link to 
Project 

moderate impact than usual 
enhanced care.  

Tol et al. (2020) Guided self-help to 
reduce 
psychological 
distress in South 
Sudanese female 
refugees in Uganda: 
A cluster 
randomized trial. 

Cluster 
randomized 
trial. 

Self-Help Plus was effective 
in treating psychological 
distress 3 months after the 
intervention. There was also a 
significant improvement for 
self-Help Plus 3 months post-
intervention for 5-8 secondary 
outcomes.  

The findings indicate that using a 
facilitator-guided, group-based, 
self-help intervention (Self-Help 
Plus) effectively reduces 
psychological distress among 
female refugees. Therefore, Self-
Help Plus should be adapted for 
improved mental health for the 
immigrants.  

Akhtar et al. (2020) Group problem 
management plus 
(gPM+) in the 
treatment of 
common mental 
disorders in Syrian 
refugees in a 
Jordanian camp: 
Study protocol for a 
randomized 
controlled trial. 

Study protocol 
for 
randomized 
controlled 
trial. 

None An implementation of the group 
problem management plus (gPM+) 
program can provide effective 
treatment outcomes for mental 
disorders in refugee settings to 
benefit both the participants and 
their children. 

Sagaltici et al. (2019) Traumatic life 
events and severity 
of posttraumatic 
stress disorder 
among Syrian 
refugees residing in 
a camp in Turkey. 

Qualitative 
research study 

The study indicated that the 
levels of depression, panic 
disorder, and general anxiety 
were 14%, 8%, and 9%, 
respectively. 

Exposure to traumatic experiences 
increases the severity of post-
traumatic stress disorder (PTSD). 
An effort to understand the 
predisposing factors would be 
imperative to find ways to mitigate 
them towards overcoming the 
severity of the PTSD.  

Bryant et al. (2020) A lay provider 
delivered behavioral 

Study protocol 
for clinical 

Of the 650 adult refugees 
screened, 96% met the cut-off 

Proper implementation of the 
behavioral intervention can give 
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Pub. Year; Author’s Last 
Name 

Title of 
Publication 

Type of 
Study 

Main Outcomes of 
Findings 

Support for and or Link to 
Project 

intervention 
for\ Syrian refugees 
and their children in 
Jordan. 

randomized 
trial. 

for psychological distress, 
76% met the criteria for 
functional impairment. In 
addition, 480 participants were 
randomized to PM+ or 
Treatment As Usual (TAU). 
The baseline assessment 
showed 85% of refugees met 
criteria for depression, 84% 
met criteria for anxiety, and 
84% met criteria for post-
traumatic stress disorder. 

the best outcome to manage most 
mental disorders in refugee 
settings to benefit both the 
participants and their children. The 
intervention should be provided to 
the immigrants. 

de Graaff et al. (2019) Effectiveness of a 
peer-refugee 
delivered 
psychological 
intervention to 
reduce 
psychological 
distress among adult 
Syrian refugees in 
the Netherlands: 
Study protocol 

Pilot 
randomized 
controlled trial 

The problem management plus 
(PM+) has proved effective in 
other populations and settings. 

High levels of psychological 
distress contribute to the increase 
of mental disorders. The findings 
indicate the effectiveness of PM+ 
intervention. Therefore, it should 
be used to reduce psychological 
distress. 
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APPENDIX G –  

OTHER DOCUMENTS AS APPLICABLE TO THE PROJECT (PROJECT BUDGET) 
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EXPENSES $ REVENUE $ 
Direct 800   
30 - Pre-loaded $20 gift cards 600 Grants 4000 
Supplies (Writing pads, pens) 500   
Services (Cost of SPSS) 200   
Statistician 500   
Refreshments (Snacks/Beverages)    
Printing expenses (Handouts)    
 1000   
    
Total Expenses 3600 Total Revenue 4000 
Net Balance 400   
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