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Abstract
Purpose: Immigrant and refugee populations face barriers to healthcare that create stigma and mistrust, affecting their mental health. This project aims to design a person-centered, culturally informed mental health care model for the diverse clinical population of Clarkston Community Health Center (CCHC).
Methods: A literature review was conducted to assess various integrated healthcare frameworks on enhancing access, services, and outcomes for immigrants and refugees, aiming to develop a culturally congruent integrated primary mental healthcare model. Additionally, multiple Zoom meetings were held, visited CCHC in person, and analyzed its Needs Assessment to understand local community needs.
Findings: Findings describe various existing frameworks in order to improve healthcare and social determinants for this population. Integrated primary mental health care models can enhance care for immigrants and refugees, addressing the specific needs of the CCHC community.
Conclusions: To create this integrated care model for immigrant and refugee populations, a holistic and comprehensive approach must be employed so that the different disparities immigrants and refugees face can be adequately addressed. 
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Section 1
Designing a Culturally Congruent Integrated Mental Health Care Delivery Model 
for Immigrants and Refugees
According to the Centers for Disease Control and Prevention (CDC), more than one in five adults in the United States lives with a mental illness. Additionally, over one in five youth (ages 13-18) have experienced a seriously debilitating mental illness either currently or at some point in their lives, and about one in 25 U.S. adults live with a serious mental illness, such as schizophrenia, bipolar disorder, or major depression [1]. The existing methods of treating mental illness and the prevailing care models for mental health fail to effectively tackle the multifaceted issues associated with mental health conditions, which contribute to about one-third of adult disability worldwide [2]. This situation necessitates a fundamental shift in the way mental health care is conceptualized and implemented. This includes enhancing the quality of training for clinicians, innovating research methodologies, and reconceptualizing the existing frameworks for delivering mental health care to refugee and immigrant populations [2].
Clarkston Community Health Center (CCHC), Center for Disease Control and Prevention (CDC),  United States (U.S.),  Chronic Care Model (CCM), Innovation in Behavioral Health (IBH), Social Determinants of Health (SDOH), Health Service Behaviors (HSB), Asylum Seekers and Refugees (AS&R), The Candidacy Framework (CF), Refugee Mental Health Framework (RMHF), Post-Traumatic Stress Disorder (PTSD), Patient Health Questionnaire (PHQ-9), Generalized Anxiety Disorder (GAD-7)


Background
The CDC describes immigrants, refugees, and migrants as individuals who move from one place to another [3]. While immigrants are individuals who choose to settle in another country, refugees and asylum seekers are individuals who have been forced from their homelands for a variety of reasons, whether to escape persecution, conflict, destruction of war, or even natural disasters [4]. According to the U.S. Census Bureau, immigrants account for 13% of the U.S. population with 51% of immigrants originally migrating from Latin America and the Caribbean, 31% from Asia, 10% from Europe, and 8% from all other regions of the world [5]. Since 1975, three million refugees have resettled in the U.S. with 29,000 of those refugees resettling in 2022 alone [6].
Georgia resettles approximately 2,500 to 3,500 refugees each year with refugees and immigrants making up more than 10% of Georgia’s population and nearly 50% of Clarkston’s population [6]. Clarkston, a very diverse city in DeKalb County, welcomes 1,500 refugees each year with over 150 ethnic groups and 60 languages [7]. Typically supported by refugee resettlement agencies and refugee-supporting businesses within the community, refugees and immigrants are drawn to Clarkston because of its affordable housing options, access to public transportation, and proximity to downtown Atlanta [7]. African (Somali, Eritrean, Ethiopian, Sudanese, Congolese), Asian (Bhutanese, Cambodian, refugees from Myanmar), and Syrian migrants currently reside in the city of Clarkston, demonstrating its diverse demographics and unique healthcare needs [7].
Integrated primary care mental health models that are culturally congruent are critically important for these immigrants and refugee populations. The Chronic Care Model (CCM), recognized for enhancing medical and psychiatric outcomes for individuals with mental health disorders in primary care settings, is a framework that integrates mental health care into the patient-centered medical home [8]. Likewise, the Innovation in Behavioral Health (IBH) Model is a person-centered approach to integrated care aimed at Medicaid and Medicare populations with moderate to severe mental health conditions and/or substance use disorder, facilitated by community-based behavioral health organizations and providers [9]. 
Section 1.1
Description of the Problem
Many individuals are displaced every day from their home countries due to violence, persecution, dangerous environments, and even political threats. This number continues to grow as over 65 million people (about twice the population of California) are currently displaced refugees, asylum-seekers, and survivors [10]. During and after migration, immigrants and refugees can be exposed to various stressful factors impacting their mental health and well-being [11]. Fleeing one's home to evade danger can cause extreme physical and psychological stress. According to WHO, many immigrants and refugees lack access to mental health services and face disruptions in continuity of care [11]. Research also reveals that structural factors, such as immigration laws, affect access to mental health services as some require inquiry about immigration status [12]. These laws also increase the number of stressors within the environments of immigrants and their families as some introduce punitive measures for renting to or employing unauthorized immigrants [12]. The problem here that requires attention, out of many, is the mental health of survivor immigrants and refugees after resettlement in higher-income countries such as the United States. On average, one in every three asylum-seekers experiences high levels of depression, anxiety, and post-traumatic stress [10]. Refugees are also shown to have higher levels of stress and anxiety compared to those native to the host countries [11]. 
In addition to healthcare access issues, immigrant and refugee families are also impacted by social determinants of health (SDOH) including poverty, food and housing insecurity, and lack of educational attainment [13]. Unfortunately, this population also faces stigma and marginalization, difficulties with acculturation, and fear of deportation [13]. When displaced, a large percentage of these individuals still go on to live in unstable, insecure, and unfamiliar situations as refugees and immigrants do not get the opportunity to decide their destination country. These challenges can make the already difficult transition to a new environment even more strenuous, which in turn, increases this population's risk for poor physical and psychological health. When these individuals arrive at a place of safety or asylum, they face barriers to healthcare access and insurance, are challenged to assimilate a new set of cultural norms and must deal with financial and housing instability [10]. Racial inequalities combined with health disparities can discourage this population from seeking healthcare as well.
Refugee children are also greatly affected during the arduous process of immigration as many families are split apart during the journey before arriving at their final destination. Family relationships and parental bonding are crucial to promote attachment and adequately develop a child’s brains. Without this development, it can be very harmful to a child's happiness, resilience, and independence as an adult in the future. Likewise, children who suffer from neglect and trauma in their childhood are at a higher risk of developing depression, anxiety, learning or memory impairments, and committing suicide. Looking at this information together, it shows that refugee children experience high levels of trauma and stress that can negatively impact their mental health during a critical time for brain development, which could lead to delayed milestones as the child progresses through adolescence and adulthood [14].
In individual geographical and social settings, mental health is understood differently across cultural backgrounds, norms, and social relations [12]. Therefore, mental health needs vary depending on the different demographics of these populations. Half of the population in Clarkston has expressed that there is no reliable health care and almost a third of the population lives in poverty [15]. Clarkston Community Health Center (CCHC) is a non-profit clinic that provides a patient-centered medical home for low-income residents of the City of Clarkston and surrounding communities [15]. In 2015, CCHC saw the need for health care in this city, specifically with mental health services that are appropriate for the different cultures and languages represented in the Clarkston population [15]. 
Section 1.2
Significance
Healthcare providers must understand the mental health needs and barriers to care among immigrant populations in order to address and correct these disparities. Recognizing healthcare needs in immigrant and refugee populations may be challenging for U.S. primary care providers considering extensive language barriers, cultural distinctions in diagnosing symptoms and the behavior of illnesses, and variations in coping and treatment [16]. Nevertheless, through collaborations with interpreters, community organizations, and cultural diversity training providers, primary care providers can address the mental health needs of this population [16, 17].
[bookmark: _gjdgxs]        	Creating an integrated mental health care delivery model for immigrants and refugees receiving care at CCHC can help address the significant mental health issues they experience. By offering culturally congruent mental health services, immigrants and refugees will have the opportunity to learn techniques that can manage stress, alleviate anxiety, and decrease depression. Opening discussions about mental health in various clinical settings can help normalize seeking mental health services while simultaneously reducing stigma. Thus, outreach to at-risk populations, such as unaccompanied minors, and tailoring programs to the youth can help to overcome some barriers to access [11]. Moreover, and reiterating the purpose of this DNP scholarly project, creating a culturally congruent model of care with clear direction and information on how to provide and incorporate culturally congruent care and accommodating services for immigrants and refugees, as well as affordable interventions, will prove to be beneficial [11].
[bookmark: _2ty6u2wn0d2s]Section 2
Conceptual Model 
The Health Service Behaviors (HSB) model is a conceptual framework for migrant health services. The aspects of HSB on migrant behaviors encompass various elements and factors influencing them, along with varying mechanisms. Therefore, it is imperative to define these dimensions [18]. Peng and Ling [18] conducted a study that established a conceptual framework for migrant health service behaviors by utilizing different models that have been established for the general population and those specifically tailored to describe the HSB of immigrants. The HSB conceptual model has been revised over time and is based on different models such as Anderson's Health Behavior Model and Yang and Hwang's Model of Immigrant Health Behavior [18]. Collectively, it was found that these models can enhance understanding of the dimensions pertaining to the characteristics of the health delivery system, therefore creating an integrated health model [18]. The HSB model broadens the scope of health service behaviors through macro-structural and contextual factors, delves into the characteristics of the health delivery system, and differentiates the determinants affecting the HSB of immigrants and internal immigrants. The macro-structural or contextual factors include healthcare policies, policies unrelated to health, and region-specific contextual elements linked to broader societal, economic, and cultural conditions. The attributes of the at-risk population are grouped into predisposing factors, enabling resources, and needs. HSB characteristics are further categorized into various aspects such as site, type, location, and utilization [18]. Additionally, Peng and Ling [18] outlined the mediating effects of certain variables and their pathways in which they influence HSB. 
Figure A[image: ]

This project designed an evidence-based model of care informed by the Health Service Behavior framework to guide the delivery of a culturally congruent integrated mental health care delivery model for immigrants and refugees at Clarkston Community Health Center.
Section 3
Synthesis of Literature 
A literature search was completed from August 2023 to October 2023 using the following databases: PubMed, Google Scholar, and CINAHL (Cumulative Index to Nursing and Allied Health Literature). The key terms integrated mental health care model(s), health care model(s), primary care model (s), practice implication(s), common chronic disease(s), framework(s), and social determinants of health were combined with the terms refugee(s) and immigrant(s) to establish the foundation of our literature search. Full-text articles published between 2003 and 2023 were included in the review. Sixteen original research studies were selected for this literature review. Articles were included if they addressed integrated mental health care, integrated primary care, social determinants of health, and chronic disease diagnosis for immigrants and refugees. Articles that did not adequately address the concepts stated above as well as articles that only focused on pediatric or maternal care were excluded. The GRADE system, a grading tool that rates the quality of scholarly literary evidence, was utilized for this literature review. Four primary themes emerged: 1) integrated care models used to improve healthcare in chronic diseases and mental health conditions, 2) integrated care models used to improve healthcare among immigrant and refugee populations, 3) evaluation of the effects of SDOH on immigrant and refugee populations, and 4) evaluation of common chronic health conditions among immigrant and refugee populations. 
Section 3.1
Integrated Primary Care and Mental Health Models 
Three recent articles outlined existing frameworks utilized to enhance chronic and mental health conditions on a broader scale [8, 9, 19]. These frameworks acknowledge the enhancement of overall health outcomes and access to care through integrated care. Regardless, challenges arise in implementing integrated care concerning staffing, resource availability, and funding.
The Innovation in Behavioral Health (IBH) Model aims to provide integrated care for Medicaid and Medicare populations facing mental health conditions and/or substance use disorders [9]. By combining behavioral and physical health services, the model seeks to enhance care quality and coordination, particularly for individuals with complex health needs. Leveraging community-based practices, IBH strives to address barriers such as stigma and limited resources, thus improving access for vulnerable groups. However, implementing IBH may strain resources, especially for smaller practices, and utilizing Medicare and Medicaid could present challenges, particularly in serving refugee and immigrant populations due to eligibility issues and disparities in access to care. Despite these hurdles, the model's focus on health equity and addressing disparities offers promise for promoting equitable access to high-quality care. Nevertheless, ongoing support and monitoring will be crucial to effectively implementing health equity strategies and addressing the diverse needs of patient populations. Ultimately, overcoming these challenges will be essential to realizing the full potential of the IBH Model in improving care delivery and outcomes for Medicaid and Medicare beneficiaries with behavioral health needs.
Grudniewicz et al. [19] described the advantages of the Chronic Care Model (CCM) in striving to optimize patient outcomes, improve quality of life, and decrease healthcare expenses associated with chronic condition management. This is achieved through the integration of various components into care delivery, including a proactive approach emphasizing regular monitoring, timely interventions, and preventive measures to minimize exacerbations and complications. The model advocates for a person-centered approach, prioritizing individuals' needs and preferences as well as empowering them to actively manage their health. It also supports collaborative care involving multidisciplinary teams to provide comprehensive support tailored to individual needs. Additionally, the CCM promotes the usage of evidence-based guidelines and protocols for managing chronic conditions, facilitating more effective and consistent care delivery, and leading to improved patient outcomes. Implementation of robust health information systems is also encouraged in the CCM to enhance coordination and continuity of care. Moreover, the model emphasizes the importance of providing individuals with the necessary knowledge, skills, and resources to self-manage their conditions effectively. This may include education, counseling, goal-setting, and ongoing support to enable individuals to make informed decisions and adhere to treatment recommendations [19]. 
Conversely, O’Donnell et al. [8] argued that the drawbacks of introducing the chronic care model for mental health services in primary care settings manifest in several significant challenges. Firstly, financial hurdles present a formidable barrier, as reimbursement mechanisms and funding structures may not adequately support integrated care models, thus restricting their sustainability and scalability. Secondly, workforce issues arise due to a shortage of providers proficient in both mental health and primary care, compounded by concerns regarding training, collaboration, and role clarity within interdisciplinary teams. Moreover, fragmented systems within the healthcare domain, exemplified by distinct funding channels for physical and mental health services, impede the implementation of integrated care models. Overcoming these systemic obstacles necessitates collaboration among policymakers, payers, providers, and other stakeholders. Lastly, resistance to change among stakeholders accustomed to conventional care models may hinder progress. To address this resistance, securing buy-in from leadership, continuous education and training, and effective communication strategies are imperative to engage providers and patients in the transition toward integrated care [8].
Section 3.2
Integrated Care Models for Immigrant and Refugee Populations
	Several studies analyzed different frameworks used to improve healthcare among immigrant and refugee populations [6, 16, 20, 21]. All researchers showed evidence of frameworks that can either improve access to services, care coordination, treatment decisions, or mental well-being. For example, Van Der Boor & White [22] explored research on the challenges that asylum seekers and refugees (AS&R) encounter when trying to access and navigate mental health services. The Candidacy Framework (CF) was used as a unifying defense to analyze the obstacles to accessing these services. The seven stages outlined within the framework were categorized into two overarching processes: the access and negotiation of services. Findings indicated that AS&R are frequently underrepresented in healthcare services despite the heightened vulnerability of this population. The obstacles to accessing services include social, linguistic, economic, clinical severity, and cultural variations in symptom manifestation, along with systemic discrimination. Additionally, evidence suggested that legal entitlement, formal access to care regulations, and the migration process act as barriers to healthcare access in several high-income countries. The CF demonstrated its efficacy in shedding light on these barriers and emphasized the need for a redirected focus in future research, policy, and practice to alleviate these challenges [22]. 
On the other hand, Kanagaratnam et al. [20] introduced a Refugee Mental Health Framework (RMHF) created to bridge knowledge gaps and better address the needs of refugee populations. This mental health framework utilized the Tamil community in Canada as a case study, with direct input from community members who have experienced life as a refugee contributing to the framework. The RMHF begins with a basic grasp of community values, migration, and settlement experiences and then addresses these aspects in all service levels, research, programs, policies, and system designs. Subsequently, the framework emphasized community leadership as a key factor in improving refugee mental health, shifting from a traditional 'service to' to a 'work with' approach. Lastly, the RMHF incorporated context, resources, and ongoing learning to keep the framework dynamic and evolving, as seen in the contemporary example of the COVID-19 pandemic [20]. 
Kaur et al. [21] implemented a community-engaged methodology that combined qualitative and quantitative methods, investigating the conceptualization of mental health, identified perceived obstacles to treatment, and explored the utilization of culturally grounded coping strategies among a diverse group of community members. The initial phase involved qualitative insights gathered through focus group discussions within five distinct racial/ethnic communities. Subsequently, in Phase 2, they administered quantitative surveys to individuals within four of these communities and the frontline providers caring for them. The primary treatment concerns identified by both communities and providers centered around chronic worry and distress related to daily activities. The insights from this mixed-methods data were analyzed to develop a proposed best practice treatment adaptation framework, illustrating its application with chronic worry as a specific example. This framework described the factors influencing the emotional well-being of community members, including the culturally pertinent coping methods they favor, the sociopolitical determinants impeding their access to treatment, the obstacles hindering their support-seeking efforts, and the preferences articulated by both community members and the clinicians collaborating with them as recommendations for enhancing mental health services. The distinctive aspects of the creation and application of this framework offer a unique and crucial perspective on the integration of best practices for addressing health disparities in diverse communities [21].
Section 3.3
Evaluation of the Effects of Social Determinants of Health
Five recent research articles evaluated the effects of SDOH on immigrant and refugee populations and offered interventions to address these disparities [23, 24, 25, 26, 27].  SDOH includes economic stability, education access, and quality, health care access and quality, neighborhood and built environment, and social and community context. All researchers found that SDOH can adversely affect immigrants and refugees by causing marginalization and mental health disorders.
For example, Edberg et al. and Hynie [25, 26)] used frameworks to understand and assess the SDOH of immigrants and refugees. Edberg et al. [25] utilized existing literature on health disparities and immigrant/refugee health, along with their firsthand program and research involvement to present an approach to assess the evolving interplay of ecological factors over time, a trajectory known as "diachronic ecology." This framework aims to comprehensively understand and address the various elements contributing to health disparities among immigrant and refugee populations. The domains of this model outlined an initial classification of data to be gathered, drawn from both the broader literature on disparities and literature specific to immigrants and refugees. They included migration experience, social adjustment, socioeconomic status, social supports, neighborhood characteristics, health status, health knowledge and practices, access to care, and perceived discrimination. Edberg et al. [25] stated that “in accordance with the trajectory model, these domains may, over time, amplify or diminish the gaps between a population's trajectory and the mainstream health-related system which can be interpreted as marginalization.”
Similarly, Hynie [26] conducted a comprehensive evaluation to examine the findings of recent systematic reviews and original research, shedding light on the effects of post-migration circumstances on mental health disorders and post-traumatic stress disorder (PTSD) within the refugee and asylum seeker population. These findings were analyzed within the SDOH framework, establishing links between risk and protective elements within the material, and social aspects of refugees’ lives after migration, as well as broader influences of social, economic, and political factors. Concentrating solely on pre-migration trauma and severe mental disorders may restrict our understanding of effective approaches to addressing other prevalent mental health issues, including depression and anxiety, as well as challenges related to loss, family relationships, and identity. Alternatively, there is a need to investigate existing stressors and assess the effectiveness and feasibility of comprehensive interventions that encompass the present circumstances of the individual and their community as a whole. For example, group-based interventions have the capacity to tackle both social isolation and the advocacy for the rights and material needs of refugees. By enabling communities and individual members to organize and interact, these interventions may also contribute to altering the typical post-migration conditions experienced by this population [26].
Clark and Wakil and Rashki et al. [23, 27] performed reviews to examine the evidence of social determinants of mental health in immigrants and refugees. Clark and Wakil [23] conducted a literature review and interviewed a refugee and immigrant service provider as well as a mental health practitioner to examine the conceptual frameworks of integrated care within the realm of mental health services for immigrant and refugee communities in Canada. Additionally, a health equity perspective was utilized to comprehend the fundamental components of integrated care for these communities. The results indicated that immigrants and refugees encounter disparities in healthcare influenced by intersecting health and social determinants. Enhanced collaboration across departments, coordination among healthcare and support professionals, as well as community-based strategies targeting the social determinants of mental health for immigrants and refugees, can enhance both access to mental healthcare and mental health outcomes [23]. The findings from the Clark and Wakil review [23] were consistent with the results of Rashki et al. [27]. 
 Rashki et al. [27] conducted a systematic review to examine the research on social determinants of mental health in immigrants and refugees. The focal group for this review was composed of individuals who have relocated to new countries or sought refuge for diverse reasons. Out of 11 studies, seven analyzed the social factors impacting the mental well-being of refugees, while four explored these factors in immigrants. Across the majority of the studies, social determinants influencing mental health were identified among both refugees and migrants. Based on their research, key factors influencing the mental health of immigrants and refugees include social determinants such as age, gender, income, education, housing, employment, English language proficiency, race and ethnicity, and social support. Rashki et al. [27] suggested that an improvement of the mental health of these populations will be a result of improving SDOH.
On the other hand, Davies et al. [24] explored the connection between migration and health through the lens of human rights and social equity, delving into how the act of migration can be considered a factor influencing the health of migrants. The article stated that “the migratory journey itself (the movement phase) can affect the health of migrants in a negative way, especially if migrants are in an irregular situation, or migrate as refugees and displaced persons.” They also discussed how lifestyle changes, health literacy, language, and cultural and/ or religious practices can pose barriers and cause mistrust, which leads to this population not utilizing health and social services even when available. The particular health obstacles that migrants encountered, both during the migration journey and in the destination country, highlighted why migration can be viewed as an SDOH. This emphasized the importance of collaborative efforts among stakeholders from various disciplines and sectors to prevent social exclusion and enhance the well-being of diverse populations, including migrants [24].
Section 3.4
Evaluation of Common Chronic Health Conditions
Four articles evaluated the most common chronic health conditions among immigrant and refugee populations [28, 29, 30, 31]. Overall, all researchers agreed that the chronic health challenges facing these populations are multifaceted, diverse, and complex as refugees have exposure to various health risks in their home countries, pre-existing health conditions, challenges in accessing healthcare, and stressors associated with migration and resettlement [28, 29, 30, 31]. Payton et al. [30] further noted that typically refugee populations exhibit a much healthier chronic disease profile compared to the population in the U.S., and with continued time spent in the U.S., many of the risks for these chronic diseases tend to increase. The health landscape for refugees and immigrants presents many challenges in each individual’s home country and does not cease after immigration. Thus, it is critical for these chronic health conditions to be observed, studied, and addressed.
	Comparing all four articles, some similar themes pertaining to chronic disease profiles in refugees and immigrants were highlighted such as barriers to care, mental health disorders, and survivors of torture [28, 29, 30, 31]. The overarching theme was the occurrence of mental health disorders in refugee and immigrant populations. Three researchers discussed mental health and noted that conditions such as depression, anxiety, post-traumatic stress disorder, and somatization disorder were most common in refugee and immigrant populations compared to the non-refugee population [28, 29, 31]. Payton et al. [30] did not go into much detail about mental health disorders, but rather related disorders such as substance abuse disorders and their increased risk due to acculturation. Typically, these disorders were due to traumatic experiences before, during, or after migration such as displacement, violence, torture, and resettlement that can have a heavy psychological impact [31].  Moreover, these three researchers also mentioned that a large percentage of refugees and asylum seekers are victims of torture which contributes to many chronic physical and psychological health conditions such as anxiety, depression, and especially, post-traumatic stress disorder [28, 29, 31]. Additionally, all researchers noted barriers to care such as limited preventative and acute care in their home countries, language, cultural competency, and sensitivity, as well as familiarity with navigating the health care system in a new country [28, 29, 30, 31]. These can all hinder effective chronic disease management and better health outcomes in refugee and immigrant populations.
	Outside of mental health, all four researchers agreed that diabetes and hypertension were prevalent among immigrants and refugees and tend to increase with sustained residency in the U.S. due to factors like acculturation, sudden lifestyle changes, and stress associated with resettlement [28, 29, 30, 31]. Payton et al. and Mishori et al. [28, 30] both mentioned the prevalence of chronic obstructive pulmonary disease while Müller et al. [29] mentioned the prevalence of general chronic respiratory problems. Both Payton et al. and Müller et al. [29, 30] discussed the varying incidence of cancer in refugee and immigrant populations due to the low cancer screening rates and neglected healthcare in origin countries. Finally, Müller et al. and Mishori et al. [28, 29] noted the lack of routine immunizations and screening for chronic diseases as well as low vaccine coverage.
Section 4
Gaps in the Literature
Gaps in the literature include the need to explore multidisciplinary approaches in integrated frameworks, framework integration studies, cross-cultural validation in refugee medicine, and longitudinal studies on the health outcomes of refugees. There is a need to investigate the specific roles and contributions of different disciplines within a multidisciplinary approach (e.g., social work, healthcare providers) to understand how they can collaborate more effectively in implementing integrated frameworks. This could be accomplished by exploring successful case studies or models where a multidisciplinary approach has been effectively utilized in addressing the various needs of immigrants and refugees, with a focus on extracting best practices. Likewise, additional studies specifically dedicated to the implementation of integrated frameworks can be conducted, comparing, and contrasting different integrated frameworks to determine their effectiveness in addressing the needs of immigrants and refugees. This could also involve longitudinal studies to track the health outcomes of refugees and immigrants over time, considering factors such as acculturation, access to healthcare, and the effectiveness of interventions. 
Analyzing the long-term effects of disparities in healthcare and social services on the overall well-being and integration of refugees can provide insights into the sustainability of interventions. Additionally, investigation of the cross-cultural validation of measurement instruments used in refugee medicine would be useful to ensure their relevance and reliability across different linguistic and cultural groups. This information can aid in developing and validating measurement tools that are culturally sensitive and can accurately assess health-related outcomes in diverse populations, paying particular attention to languages commonly spoken by refugees. These suggestions aim to address the identified gaps in the literature and contribute to a more comprehensive understanding of the challenges faced by immigrants and refugees, as well as effective strategies for integrated framework implementation and measurement validation in diverse cultural contexts.
Section 4.1
Setting and Sample
The project was conducted at the Clarkston Community Health Center (CCHC) in Clarkston, Georgia, a highly diverse multicultural community. The CCHC is a free clinic that serves uninsured individuals at or below 200% of the federal poverty level. 
Inclusion/Exclusion Criteria
	Evidence and information included in the design of a culturally congruent integrated mental health care delivery model must be applicable to the immigrant and refugee populations. An additional inclusion requirement is that the information must be retrieved from a reliable source. Data will be excluded from this health care delivery model if it does not apply to refugees and immigrants.
Section 5
Methods
An informational interview was conducted with the practice partner, Dr. Kate Pfeiffer, through a Zoom meeting. The interview consisted of inquiries on the macro structural and contextual factors of the clinic along with characteristics of the clinic’s patients, health delivery system, and the city of Clarkston. Also, an in-person visit to the clinic was scheduled to observe the needs of the clinic. At the clinic, the entire team of both employees and volunteers were introduced, morning team meeting proceedings were observed, and a tour of the facility was taken. During the visit, a sample patient intake form that included assessments such as the Patient Health Questionnaire (PHQ-9), Generalized Anxiety Disorder (GAD-7), and a PTSD screening was reviewed. Dr. Pfeiffer also provided a CCHC Needs Assessment to offer insight into the specific needs of the community in a local context. Additionally, a Zoom meeting was arranged with Dr. Pfeiffer and a recently hired social worker, Elisabeth Powell, who plans to collaborate with the CCHC team on crafting the proposal and implementation roadmap for the author’s care model. During the meeting, discussion included improving the review of the literature with the inclusion of a broader, more macro perspective of integrated primary care delivery models, that are compared with the existing mental health care delivery models in the literature review. Lastly, a review of the literature was performed to guide our understanding of the target population as well as inform how to create an integrated model of care. 
Section 6
Results
	From the synthesis of literature, recent studies were found that underscore the effectiveness of integrated primary care and mental health models in enhancing health outcomes and access to care, despite challenges related to staffing, resources, and funding. The IBH Model targets Medicaid and Medicare populations with complex health needs, emphasizing community-based practices and health equity, though implementation may strain resources and face eligibility issues for immigrant populations [9]. Frameworks like the CCM and RMHF highlight proactive, person-centered approaches and community involvement, but financial and systemic barriers persist [19, 20]. SDOH significantly impacts immigrant and refugee populations, exacerbating mental health disorders and chronic conditions like diabetes and hypertension due to acculturation and resettlement stressors. 
Based on the CCHC Community Needs Assessment, access to healthcare services was identified as the primary need, emphasizing the importance of accessibility for uninsured and low-income residents who often delay care until emergencies arise. Mental health services are also critically needed, with cultural and linguistic barriers complicating acceptance and access, and stigmas deterring individuals from seeking help. Barriers such as transportation deserts, financial constraints, and cultural differences further hinder access to care, with language barriers and fear of discrimination exacerbating these issues. Current resources like free clinics and urgent care facilities are vital, but there is a call for more interpreter services, culturally competent care, diverse healthcare workforce representation, and extended clinic hours. Community involvement and outreach, including workshops and transportation services, are suggested to improve healthcare accessibility, alongside impactful faith-based and community-driven health initiatives providing essential support [32].


Figure B
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The Culturally Congruent Integrated Mental Health Care Delivery Model for Immigrant and Refugee Populations (IRP Model) aims to enhance health outcomes through coordinated, culturally sensitive, and comprehensive services. 
Drawing from extensive research, a comprehensive care model tailored for immigrant and refugee populations was developed. At the top of the model are broad, overarching concepts such as value-based care, care coordination, stepped mental health care, and digitally forward care, which are essential to meeting the needs of these populations. The model then delves into specific services and goals that healthcare professionals can implement, including culturally congruent mental health services, integrated care with multidisciplinary teams, community-based programs, trauma-informed approaches, and policy advocacy. This integrated mental health care model places immigrant and refugee individuals and families at its core, highlighting their unique needs and experiences. The IRP model strives to surround these individuals with supportive services and resources, ultimately leading to improved health outcomes. Key elements of the model consider demographic factors, health beliefs, migration experiences, socioeconomic status, acculturation, legal status, and access to healthcare. The primary objective is to enhance health outcomes through coordinated, culturally sensitive, and comprehensive services. By addressing the unique challenges faced by immigrant and refugee populations, this model ensures they receive effective and accessible mental health care.
Section 7
Discussion
The prevalence of mental health issues among U.S. adults and youth is significant, with over 20% experiencing serious conditions. Current care models fall short, necessitating innovative approaches. Promising frameworks like the CCM and the IBH Model integrate mental health care into primary settings, enhancing outcomes for individuals with mental disorders [9, 19]. Frameworks like the HSB model aid in understanding health delivery systems for immigrant populations, supporting the development of integrated care models [18]. Culturally sensitive care models are crucial for immigrants and refugees, who face barriers such as language, legal constraints, and social determinants like poverty and housing insecurity. Addressing chronic health challenges exacerbated by migration and resettlement stressors highlights the need for comprehensive, culturally congruent health interventions.
To enhance mental health care for immigrants and refugees, it is crucial to focus on clinician training and diverse therapeutic approaches. Ensuring patient safety and rights throughout resettlement, addressing social determinants like income, and housing, as well as improving healthcare access and coordination are essential. Implementing community-based interventions can reduce social isolation and advocate for refugee rights. A holistic, collaborative effort involving clinicians, patients, healthcare organizations, and communities is necessary to tackle the unique challenges faced by these populations. Advocating for increased awareness, training, and funding for mental health interventions, along with providing continuous support throughout the resettlement process is vital for ensuring sustained mental well-being.
Section 8
Conclusion
This literature review highlights the importance of addressing mental health services for individuals from refugee backgrounds and emphasizes the need for appropriate and effective therapeutic interventions. The practice implications impact clinicians, patients, healthcare organizations, and communities in several ways.
For clinicians, the review underscores the necessity of confidence in employing diverse therapeutic approaches, including psychotherapeutic, psychosocial, pharmacological, psychoeducational, and community-based interventions. It calls for increased awareness, training, and funding for long-term interventions that collaboratively support refugees throughout the resettlement stages [33].
Concerning patients, the focus is on ensuring safety, security, and basic human rights for refugees in transit, camps, and resettlement countries. The review advocates for a research agenda that considers health as a human right and incorporates social justice in mental health interventions [27]. Social determinants, such as age, gender, income, education, housing, employment, language proficiency, race, and ethnicity, are identified as key factors influencing the mental health of immigrants and refugees [27].
Healthcare organizations are encouraged to adopt frameworks that improve access to services, care coordination, treatment decisions, and mental well-being. Communities are suggested to implement group-based interventions as a means to address social isolation, advocate for refugee rights, and alter post-migration conditions, contributing to improved mental health for this population [26]. The CF is highlighted for its efficacy in addressing barriers and promoting a 'work with' approach, combining healthcare organizations and community leadership [22]. 
Overall, the practice implications emphasize the holistic and collaborative nature of mental health interventions for refugees, involving clinicians, patients, healthcare organizations, and communities in a concerted effort to address the unique challenges faced by individuals from refugee backgrounds. 












Glossary
· Immigrant: a person who comes to live permanently in a foreign country.
· Refugee: someone who has been forced to flee his or her country because of persecution, war or violence.
· Social Determinants of Health: non-medical factors that affect a person's health and quality of life.
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