Organizational Principles to Guide and Deﬁne the Child
Health Care System and/or Improve the Health of all Children

POLICY STATEMENT

Providing Care for Immigrant, Migrant, and Border
Children
abstract
This policy statement, which recognizes the large changes in immigrant status since publication of the 2005 statement “Providing Care
for Immigrant, Homeless, and Migrant Children,” focuses on strategies to support the health of immigrant children, infants, adolescents,
and young adults. Homeless children will be addressed in a forthcoming separate statement (“Providing Care for Children and Adolescents
Facing Homelessness and Housing Insecurity”). While recognizing the
diversity across and within immigrant, migrant, and border populations, this statement provides a basic framework for serving and
advocating for all immigrant children, with a particular focus on
low-income and vulnerable populations. Recommendations include
actions needed within and outside the health care system, including
expansion of access to high-quality medical homes with culturally and
linguistically effective care as well as education and literacy programs. The statement recognizes the unique and special role that
pediatricians can play in the lives of immigrant children and families.
Recommendations for policies that support immigrant child health
are included. Pediatrics 2013;131:e2028–e2034
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The recommendations in this statement do not indicate an
exclusive course of treatment or serve as a standard of medical
care. Variations, taking into account individual circumstances,
may be appropriate.
All policy statements from the American Academy of Pediatrics
automatically expire 5 years after publication unless reafﬁrmed,
revised, or retired at or before that time.

INTRODUCTION
Many children in immigrant communities face multiple barriers to
accessing comprehensive, affordable, and culturally and linguistically
effective health care services. Some of these barriers include poverty,
fear and stigma, high mobility, limited English proﬁciency, little information or misunderstandings about how the US health care system
works, and lack of insurance and/or access to care. Many children of
immigrant families belong to racial and ethnic minority groups that
face health status disparities resulting from complex determinants
that are exacerbated by children’s living circumstances. Inadequate
availability of basic necessities, such as housing, and lack of information regarding previous medical care are among the persistent
challenges faced by these vulnerable families. For some, the fear of
violence or harassment because of their immigrant status compounds their already fragile living conditions. For many within this
population, care can be episodic, fragmented, and oriented to care of
acute conditions.1 Although many children in these circumstances
face similar challenges, there are some differences of experiences
among migrant and border immigrant subgroups (see Fig 1).
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of immigrant children has occurred in
North Carolina, Nevada, Georgia, and
Arkansas.5 Families immigrate for a variety of reasons that may include seeking opportunity, ﬂeeing war/chaos, or
escaping persecution.
Pediatricians may be surprised by the
high degree of diversity of the immigrant population and by the variety of
immigrant communities within their
midst, such as Haitians in Florida and
eastern Virginia or Somali families in
Seattle and Minneapolis. Hmong families are present in the Central Valley of
California.6 In response to the growth
of these immigrant communities, some
health care and social/community service providers have begun providing
culturally appropriate care and services.

FIGURE 1
Representation of the populations of immigrant, border, and migrant children: separate and overlapping groups.

DEFINITIONS
“Immigrant children” are deﬁned as
children who are foreign-born or
children born in the United States who
live with at least 1 parent who is
foreign-born.2
Many immigrant children are in migrant families that move across the
country seeking seasonal or temporary employment in a variety of industries. “Migrant children” may work
in the industries in which their family
members are employed and move
frequently because of changes in their
parents’ employment. Migrant families
are often located in areas that have
many agricultural workers and/or
where rapid growth is occurring.
“Border children” are those who live
within 100 km of the US-Mexico border.3 Immigrant children have a signiﬁcant presence in the border states
of Arizona, California, New Mexico, and
Texas. Many border children are of
Mexican origin, and a signiﬁcant number are US citizens whose ancestors
have been US citizens for generations.
For the purposes of this discussion,

only children living north of the Mexican border are described, although
many children south of the border
share similar characteristics. Children living along the Canadian border
are not discussed in this statement,
because there is far less immigration
across that border and discrete immigrant communities there have been
rare.

DEMOGRAPHICS
Immigrant children represent the
fastest growing segment of the US
population. One in every 4 children in
the United States, approximately 18.4
million children, live in an immigrant
family. Eighty-nine percent of these
children are born in the United States
and are US citizens.4 Immigrant children accounted for most of the US
child population growth over the past
decade. Although 64% of all children
of immigrants live in 6 states (California,
Texas, New York, Florida, Illinois, and
New Jersey), immigrant children are
dispersed throughout the country. Since
1990, the largest growth in percentage

Approximately 43% of immigrant children have parents of Mexican origin,
and 20% are of Central American descent. An estimated 22% of immigrant
children have parents of Asian or
Middle Eastern origin. Fifteen percent
of children have parents with origins
in Africa, Central and Eastern Europe,
Western Europe, Canada, and Australia.7 Given this rapid demographic
growth, most pediatricians will provide care for immigrant children in
their practices.

COMMON CHALLENGES FOR
IMMIGRANT, MIGRANT, AND
BORDER CHILDREN
All 3 groups of children face a variety
of challenges to their health and wellbeing, including poverty, lack of health
insurance, low educational attainment,
substandard housing, and language
barriers.
Poverty is a strong determinant of
child well-being and is very common
among immigrant children. Poverty is
closely linked to negative physical,
developmental, and mental health–
related outcomes.8 A family’s socioeconomic status has a direct effect on
its ability to access high-quality health
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care services and to achieve good
health, social, and emotional outcomes. In 2010, 30% of children in
immigrant families lived below the
federal poverty level, compared with
19% of children with US-born parents.4 This is despite the fact that
immigrant children are more likely to
live in 2-parent families and have
parents who work and work more
hours compared with parents of USborn children.9 Immigrant children
tend to live in larger families, with
19% having 4 or more siblings, compared with 14% of US-born families.10
Housing is often substandard and/or
overcrowded for these families.
Lack of health care coverage is more
common among children in each of
these groups than for nonimmigrant
children. Children of immigrants are
nearly twice as likely to be uninsured
(15%) as are children of nonimmigrant
families (8%).4 Many of the immigrant
children who are uninsured are eligible for Medicaid or the Children’s
Health Insurance Program (CHIP) but
are not enrolled. Many immigrant parents fear that accessing services for
their eligible children will lead them
to be considered a “public charge” (a
person dependent on the government
for the expenses of living11) and worry
about how that may negatively affect
their immigration status and prospects. They may also fear that agencies
offering assistance will share information with immigration enforcement
agencies. Other families may not be
aware of their children’s eligibility for
coverage. These same reasons may
affect parents’ ability and willingness
to access other programs and beneﬁts
that their children may be eligible for,
such as the Special Supplemental Nutrition Program for Women, Infants,
and Children; Supplemental Nutrition
Assistance Program; the Temporary Assistance for Needy Families program;
and Supplemental Security Income.
e2030

Current federal law allows states to
apply waiting periods for up to 5
years for legal permanent residents
to become eligible for Medicaid coverage. Medicaid also excludes undocumented children from all but emergency
health care. Although states may choose
to cover children sooner, waiting periods can exacerbate the lack of health
insurance coverage for immigrant children. The Affordable Care Act of 2010
(Pub L No. 111-148) also restricts the
access to health insurance exchanges
of children and adults who are undocumented immigrants.12
Language and communication barriers
may impede medical care for many
children in each of these 3 groups.
Although many immigrant children
speak English, their parents may not,
creating a barrier that can prevent
families from accessing health services
and/or causing inadequate communication with health care providers.
Without access to qualiﬁed medical
interpreters in health care settings,
language barriers can place Englishspeaking children in the difﬁcult position of interpreting between health
care providers and their family members. Use of children and other family
members as untrained interpreters
should be avoided. These challenges
can result in major barriers to accessing health care and decreased
satisfaction with services received.
Providing care to families with limited
English proﬁciency without appropriate medical interpretation services can
ultimately lead to a higher incidence of
medical errors when delivering care.13
Educational levels and health literacy
are often lower among parents of
immigrant, border, and migrant families than among native-born US families. Thirty-one percent of immigrant
children have a mother without a high
school education; the proportion of
fathers without a high school education is similar.4 It is important to note

that the level of maternal education is
an important determinant of child
health. Lower education levels are
associated with lower health literacy.
Low health literacy creates a barrier
for patients in understanding medical
information and is associated with
poor health outcomes.
Health Status and Health
Disparities
Although immigrant children may be
vulnerable to many risk factors for
poorer health outcomes, some groups
of immigrant children enjoy a healthier
infancy than expected. For example,
Latino families have a relatively low
incidence of low birth weight, preterm
birth, and infant mortality compared
with children of US-born parents.4
This phenomenon has been called the
“healthy immigrant phenomenon.”9
Immigrant mothers are more likely to
breastfeed their infants than mothers
born in the United States.14 Immigrant
children also seem to beneﬁt from
some additional protective factors,
such as growing up in 2-parent or
extended families,9 as well as close
identiﬁcation with the cultural and
spiritual practices of their family and
community. In addition, as they grow
up, immigrant children may also display relatively better adjustment and
behavior in school compared with
nonimmigrant peers. This phenomenon has been shown to fade with increased length of stay in the United
States and is, therefore, an infrequent
protective factor for health outcomes.
On the other hand, the health of immigrant children as a group is, in some
respects, worse than US-born children.
For example, they are less likely to be
perceived by their parents to be in
excellent/good health and are less
likely to have a usual source of medical
care and to obtain specialty care when
needed.15 They also have less access
to dental care, despite the fact that
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they have a higher prevalence of dental caries.16 The Affordable Care Act
excluded undocumented immigrants
from health care coverage made
available through the Act, leaving that
group of adults and children as the
largest group who still will not have
health insurance after the changes of
2014.12
Immigrant children who are foreignborn may not have been screened at
birth for congenital syphilis, hemoglobinopathies, hearing deﬁcits, and
inborn errors of metabolism. In comparison with US-born children, they
also have lower immunization rates,
especially for vaccines that are not
routinely administered in their countries of origin. Some children may lack
immunization records. Foreign-born
immigrant children have a higher incidence or prevalence of some infectious diseases, such as tuberculosis,
hepatitis A, amebiasis, and parasitosis.17 Immigrant children with asthma
are less likely to be prescribed the recommended preventive medications.18
Immigrant families may be uniquely
vulnerable to mental health problems
and experience high levels of stress,
depression, grief, and traumatic events
compared with nonimmigrant families.19 Additionally, many experience
the stress of family separation, in
which some of the siblings or, in some
cases, 1 or both of the parents do not
reside in this country with them.
Development, Early Education, and
School Success
Many immigrant, migrant, and border
children also experience educational
disparities compared with US-born
children. As noted, immigrant children
may enjoy a healthy start as infants but
may experience developmental stagnation as toddlers compared with nonimmigrant children.20
In general, children who grow up in
bilingual homes should attain major

language developmental milestones at
the normally expected times. At the
same time, children raised in homes
with impoverished language have a
greater chance of being delayed in
language acquisition, whether their
families are monolingual or bilingual.
When language delays are suspected
in children growing up in limited
English proﬁciency households, they
present complex evaluation and intervention issues. When in doubt about
a suspected language delay in a bilingual child, timely referral to a
knowledgeable, bilingual speech and
language pathologist is ideal.
Many immigrant children have less
access to quality early education
programs and are less likely to be
enrolled in preschool programs, such
as Head Start.4 Once enrolled in
school, cultural and linguistic barriers
between parents and schools can lead
to decreased family interaction and
involvement. As they advance in their
schooling, children in immigrant
families are less likely to graduate
from high school than are their nonimmigrant peers.4
Fear and Discrimination
Immigrant children and families may
face discrimination and be fearful of
attitudes and behaviors of the people
they interact with outside their communities, including health care providers, which can reduce access to
health care and lead to negative child
health outcomes. Families may face
anti-immigrant sentiment. Fear and
discrimination can exacerbate a feeling of isolation and contribute to
mental health problems, such as child
and family depression, leaving these
populations vulnerable.
Family Separation
Immigrant children may have 1 or
more undocumented family members.
An undocumented immigrant lacks the

proper records and identiﬁcation to
live in the United States.21 Immigration
enforcement and related policies can
lead to the sudden removal of an undocumented parent or other key
family member without notice or
preparation. Children whose parents
are taken into custody and/or deported have been shown to experience
mental and emotional health problems, including sleeping and eating
disturbances, anxiety, depression, poor
school performance, and other types
of distress. Forced separations because of immigration enforcement can
also result in the loss of family income
and have been shown to result in
family housing and food instability.22
This can negatively affect a child’s
safety, health, and development.

FACTORS SPECIFIC TO MIGRANT
CHILDREN
A large number of migrant children
are also immigrants. For that reason,
virtually all of the points made earlier
about immigrant children may also
apply to those who are migrants. Because of their migration patterns,
migrant children are even more likely
to lack medical coverage and a medical home than other immigrant children. They are also more likely to be
socially, culturally, and linguistically
isolated because of their mobile lifestyle.
Many migrant children face a panoply
of health problems related to their
living and working conditions, including workplace injuries, substandard
housing, and unreliable transportation.23 These factors can contribute to
higher rates of respiratory tract and
ear infections, bacterial and viral gastroenteritis, tuberculosis, nutritional
deﬁciencies, intestinal parasites, skin
infections, dental problems, lead and
pesticide exposure, and undiagnosed
congenital anomalies.24 Additionally,
at times, migrant adolescents travel
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on their own from 1 job site to another, putting them at increased risk
of many health-related problems.

to the border may use medical care
and pharmaceutical resources south
of the border.

FACTORS SPECIFIC TO BORDER
CHILDREN

RECOMMENDATIONS

Immigrant children living at the USMexico border share almost all of
the characteristics of other immigrant
children but may experience additional
challenges. Children who have crossed
the border to enter the United States
may have experienced trauma in the
form of threat of death, abuse, and
exploitation that leave serious psychological scars. Once in the United
States, these children may experience
an enhanced fear of a family member’s
deportation, imprisonment, or abuse
because of documentation status.
Children and families who have recently crossed the border can also
experience difﬁculty adapting to the
new cultural environment of the
United States and experience stress
from the absence of an extended
family (including a parent or head of
household) that is located in another
country. Border children may be even
more stigmatized or mistreated by the
nonimmigrant populations living
nearby, as their families are falsely
presumed to take advantage of scarce
resources and not pay taxes.
Many border communities are poor
and lacking in resources, including
medical care. In general, border communities lack sufﬁcient numbers of
primary care pediatricians, and those
present may lack appropriate cultural
and linguistic capacity to serve minority border children. In addition,
primary care providers bear an especially high proportion of Medicaid,
CHIP, and self-pay patients, with few
privately insured patients to whom
costs may be shifted. As a consequence of these deﬁciencies and because of high costs of medical care in
the United States, families living close
e2032

Immigrant children represent a considerable part of the economic and
social future of the nation. It is in the
national interest that we work to ensure that all children within the United
States, including immigrant, border,
and migrant children, grow up physically and developmentally healthy. The
future prosperity and well-being of the
United States depends on the health
and vitality of all of its children,
without exception. The following recommendations address how pediatricians can help support immigrant
child health in practice.
1. Pediatricians and the American
Academy of Pediatrics should advocate for health insurance coverage for every child and every
individual living in the United
States, as lack of coverage for
any family member affects the
health of the entire family.25 This
advocacy should focus on expanding access to quality health care
within a medical home. Barriers
to enrollment must be addressed,
including the removal of any waiting periods for documented immigrant children to enroll into
coverage. Efforts must also address barriers to enrollment for
children who are potentially eligible for Medicaid and CHIP but not
enrolled. Simpliﬁed enrollment
for both programs and federal
or state funding for those who
are not currently eligible for Medicaid or CHIP is also essential.
2. The provision of comprehensive,
coordinated, culturally and linguistically effective care, and continuous health services provided
in a quality medical home should
be integral to all efforts on behalf

of immigrant children.26 This is
especially critical for children with
chronic health care needs and
emotional or behavioral health
problems. Private and public insurance payers should pay for
qualiﬁed medical interpretation
services.
3. Pediatricians caring for immigrant
children should evaluate immunization adequacy and should
conduct careful developmental
surveillance and screening at regular intervals as recommended by
the American Academy of Pediatrics.27 Appropriate referral for
early intervention services or psychoeducational evaluation should
be initiated as soon as a concern
is identiﬁed.
4. Pediatricians should recognize
the barriers to health that are
faced by immigrant children and
take these barriers into account
while providing care. They should
inquire about beliefs and practices related to health, illness, and
disability, as well as traditional
healing practices and medication
use while obtaining a patient’s
medical history. Knowledge, attitude, and skill development in culturally and linguistically effective
practices and cross-cultural communication should be part of every pediatrician’s professional
agenda.
5. Pediatricians should be knowledgeable about the unique emotional,
behavioral, mental, and physical
health advantages and problems
that may be faced by immigrant
children, including those related
to family separation. Appropriate
screening to identify family, environmental, and social circumstances, as well as biological factors,
should be incorporated into routine pediatric assessments, such
as in Bright Futures history forms.
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6. Pediatricians should have access
to information regarding federal,
state, and community programs
that can serve as resources to
at-risk children and families. Culturally relevant programs that
address social and economic challenges, such as food and housing
security, English literacy, and legal
services, are particularly important. Medical-legal partnerships
should be supported to help immigrant families with these issues.
7. Pediatricians should play a key
role in helping immigrant parents
assess and review the educational progress of the child and
encouraging parents to become
involved in and interact with
teachers and the school community. If a child exhibits difﬁculty or
academic underachievement, pediatricians are in a unique position to advocate for the child and
encourage and help parents to
obtain appropriate evaluation
and intervention from the school
system.
8. Pediatricians should routinely
use available screening and diagnostic protocols for evaluating
foreign-born children for infectious diseases and other medical
conditions when providing care
for newly arrived immigrant children.28 Additional screenings, including lead, vision, and hearing
screenings, should be considered
whether required for school entry
or not.

9. Pediatricians should advocate for
an array of culturally effective early
intervention services, including the
establishment of evidence-based
early literacy promotion programs,
such as Reach Out and Read, in
immigrant, border, and migrant
communities. Because reading is
such an important skill, these programs are important tools for improving the school readiness of all
children, just as fostering health
literacy in parents is important to
the well-being of their children.
10. Pediatricians should use their positions of respect in communities to
promote the value of diversity and
inclusion and to advocate for children and families of all backgrounds.
Given the challenging circumstances
many immigrant children face because
of their family’s immigration status, the
following recommendations address
how immigration policies can support
child health and well-being.
11. The health, well-being, and safety of
children should be prioritized in all
immigration proceedings. Whenever
possible, the separation of a child
from his or her family and home
environment should be prevented,
and family reunions should be expedited.
12. In no circumstances should a child
have to represent himself or herself in an immigration proceeding.
13. Health care facilities should be safe
settings for immigrant children

and families to access health
care. Medical records and health
care facilities should not be used
in any immigration enforcement
action.
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